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ORIGINAL   COMMUNICATIONS. 


VAGINAL  EXTIRPATION  OF  THE  UTERUS  AND  ADNEXA  IN 

PELVIC   SUPPURATION  AND  SEPTIC   PUERPERAL 

METRITIS  AND  PERITONITIS.1 


H.  J.  BOLDT,  M.D., 

Professor  of  Gynecology  at  the  New  York  Post-Graduate  Medical  School  and  Hospital ; 

Gynecologist  to  St.  Mark's  Hospital  and  the  German  Poliklinik  ; 

Consulting  Gynecologist  to  Beth  Israel  Hospital, 

New  York. 


That  there  are  many  cases  of  chronic  complicated  suppurative 
conditions  of  the  female  pelvic  organs  which  have  until  recently 
been  practically  incurable,  must  be  realized  by  all  who  have  had 
an  extensive  experience  with  the  diseases  peculiar  to  women. 
As  an  example  let  us  take  a  woman  with  multiple  pelvic  abscesses, 
bilateral  disease  of  the  adnexa,  either  suppurative  or  nonsup- 
purative, with  a  varying  amount  and  degree  of  pachy-pelveo- 
peritonitis,  frequently  holding  the  uterus  as  in  a  vise.  There 
may  be  a  vaginal,  vesical,  or  rectal  fistula  communicating  with  an 
abscess  cavity.  What  are  the  chances  for  such  a  physical  wreck 
to  recover? 

1  Read  before  the  New  York  Academy  of  Medicine,  Section  on  Obstetrics 
and  Gynecology,  October  25th,  1894. 
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On  making  an  abdominal  section  we  will  find  ourselves  unable 
to  cope  successfully  with  such  desperately  complicated  eases; 
but  should  one  possess  the  temerity  to  proceed  and  complete 
the  operation,  what  is  the  mortality  ?  I  do  not  hesitate  to  say 
that  in  my  experience  with  this  class  of  cases — i.e.,  suppurative 
salpingitis,  multiple  pelvic  abscesses  and  extensive  peritonitis, 
the  pelvic  organs  matted  together  and  intestines  tightly  adherent 
to  them,  in  one  instance  tearing  of  the  sigmoid  flexure  during 
operation  (this  was  before  pelvic  elevation  was  made  use  of  by 
me  and  when  our  incisions  were  made  unjustifiably  short),  com- 
plicated in  addition  by  a  rectal  or  vesical  fistula,  operated  upon 
per  laparatomiam — the  per  centum  of  mortality  was  so  great  if 
I  completed  the  operation,  which  was  the  case  six  times,  that  I 
look  upon  it  as  the  gravest  of  all  abdominal  oj)erations.  In  such 
cases  we  should  abstain  from  celiotomy. 

We  will  consider  a  less  critical  picture  than  that  which  has 
just  been  briefly  depicted  :  a  patient  who  has  a  double  tubo-ova- 
rian  abscess  and  chronic  perimetritis,  chronic  uterine  and  endo- 
metrial inflammation. 

Has  any  one  who  has  had  a  large  number  of  similar  cases  not 
had  the  experience  that  a  considerable  per  centum  have  to  a 
large  extent  remained  unrelieved  of  their  suffering,  or  have  been 
in  even  a  worse  condition,  after  the  celiotomy  for  removal  of  the 
adnexa?  But  why  is -this  \  The  removal  of  such  appendages  is 
not  only  justified,  but  strongly  indicated.  The  cause  lies  in  and 
about  the  uterus.  If  the  existing  inflammatory  changes  in  this 
organ  are  not  cured  by  the  anticipated  subsequent  atrophy,  it 
becomes,  or  rather  remains,  a  source  of  trouble  and  causes  the 
manifold  morbid  symptoms  usually  accompanying  such  inflam- 
matory changes.  The  small  portion  of  Fallopian  tube,  though 
it  be  only  a  quarter  of  an  inch,  generally  left  with  the  uterus, 
acts  as  an  infectious  focus,  and  we  have  the  formation  of  peri- 
metritic exudates  about  the  pedicles.  The  ligature  during  its 
application  may  become  infected  and  thus  aid  in  this  ;  especially 
is  this  true  if  silk  has  been  used.  I  have  in  mind  one  case  in 
which  the  exudates  (one  on  either  side)  were  so  large  that  they 
filled  the  pelvis  and  lower  third  of  the  abdomen,  causing  the 
patient  to  be  bedridden  nearly  three  months  subsequent  to  ope- 
ration. Why,  then,  leave  the  uterus,  which  is  the  primary  seat 
of  the  disease  % 

Is  a  uterus  of  utility  to  a  person  who  has  bilateral  disease  of 


OF  THE  UTERUS  AND  ADNEXA.  O 

the  tubes  and  ovaries  to  such  a  degree  that  they  must  be  entirely 
removed  ?  The  answer  must  necessarily  be  negative,  hence  total 
abdominal  hysterectomy  is  invariably  practised  by  some  of  our 
confreres  when  they  remove  both  tubes  and  ovaries. 

I  have  always  opposed  this  procedure  as  unjustifiable,  stating 
at  such  discussions,  if  it  was  contemplated  to  remove  the  adnexa 
with  the  uterus  the  operation  should  he  done  per  vaginam,  and  I 
have  not  changed  my  opinion. 

I  combat  such  procedure  on  the  ground  that,  in  my  belief, 
the  additional  abdominal  extirpation  of  the  uterus  adds  to  the 
danger  of  the  operation.  The  disease  of  the  uterus  can  usually 
be  cured  subsequently  with  local  treatment,  if  the  curetting 
which  always  either  precedes  or  succeeds  the  abdominal  section 
should  prove  unsuccessful.  If,  however,  later  circumstances 
necessitate  it,  vaginal  hysterectomy  can  be  done  with  very  little 
risk. 

Not  to  be  misunderstood,  I  emphasize  that  I  no  longer  open 
the  abdomen,  except  under  unusually  complicating  circumstances, 
if  I  believe,  prior  to  an  operation,  that  both  adnexa  should  be 
removed  entirely  for  bilateral  disease  of  them,  but  do  the  radical 
operation  per  vaginam  instead,  for  reasons  which  will  become 
more  apparent  in  my  subsequent  remarks. 

There  is  a  field  for  abdominal  and  vaginal  surgery,  but  their 
respective  applicability  should  be  determined  with  judiciousness. 
Let  us  view  the  advantages  and  disadvantages  between  abdomi- 
nal and  vaginal  operations  in  the  second  variety  of  cases  to 
which  I  have  alluded. 

Ordinary  inflammatory  conditions,  as  catarrhal  salpingitis, 
hydrosalpinx,  salpingitis  nodosum,  etc.,  are  not  to  be  considered 
in  the  same  grade  of  seriousness  as  the  suppurating  conditions 
of  the  tubes  and  ovaries. 

In  abdominal  work  the  field  of  operation  is,  with  the  aid  of 
pelvic  elevation,  more  accessible  to  sight  than  in  vaginal  proce- 
dures, although  this,  as  well  as  some  other  advantages  which  we 
have  in  celiotomy,  are  disclaimed  by  most  other  ardent  advo- 
cates of  vaginal  ablation  of  the  uterus  and  its  appendages. 

The  working  area  is  more  accessible  to  the  fingers  and  instru- 
ments. The  benefit  derived  from  the  two  factors  mentioned 
makes  it  obvious  that  such  operations  are  easier  of  execution  per 
laparatomiam  than  per  vaginam. 

It  is,  on  the  other  hand,  conceded  that  a  ventral  hernia  is 
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serious;  and  in  every  abdominal  operation  there  is  danger  <>i 
acquiring  this  malady,  against  which  there  is  no  absolute  safe- 
guard, no  matter  which  method  of  closing  the  parieties  is  used 
or  what  kind  of  suture  material  is  employed.  The  danger  of 
acquiring  a  subsequent  ventral  hernia  is,  of  course,  always 
greatest  when  drainage,  especially  gauze,  has  been  used;  Out 
the  cases  of  pelvic  suppuration  with  extensive  adhesions  are  just 
the  ones  in  which  we  are  apt  to  he  required  to  make  use  of 
drainage. 

In  vaginal  operations  the  possibility  of  a  hernia  is  excluded  ; 
all  required  drainage  is  per  vaginam. 

The  intestinal  adhesions  to  the  parieties  subsequently  formed 
are  frequently  a  source  of  grave  consequences. 

They  are  avoided  in  radical  operations  per  vaginam.  It  may 
be  maintained  that  the  danger  of  adherent  knuckles  of  intestines 
in  vaginal^hysterectomy  is  very  great.  I  respond  that  there  is 
no  more  risk  of  intestinal  obstruction  than  in  abdominal  sec- 
tion ;  and,  as  experience  has  so  far  shown,  the  remote  dangers 
are  nil,  which  is  not  the  case  in  abdominal  operations. 

The  greater  amount  of  traumatism  and  exposure  to  which  the 
intestines  are  subjected  in  abdominal  operations  plays  an  im- 
portant element  in  the  production  of  shock,  which  condition  is 
comparatively  seldom  found  in  vaginal  hysterectomy,  and  if 
present  it  is  of  a  lesser  degree. 

The  danger  of  contamination  of  the  general  peritoneal  cavity 
with  septic  material  and  its  dissemination  is  practically  nil  in 
one,  whereas  it  is  of  common  occurrence  to  see  patients  die  of 
acute  septicemia  or  septic  peritonitis  after  abdominal  operations 
for  the  conditions  under  consideration. 

If  a  pus  sac  is  opened  per  vaginam  the  contents  flow  down 
and  out  according  to  the  law  of  ■  gravity ;  the  intestines  very 
rarely  come  in  contact  with  pus,  but  should  they  there  is  no 
possibility  present  of  the  septic  matter  spreading,  as  is  the  case 
when  enucleating  or  opening  pus  cavities  per  abdomen. 

The  duration  of  convalescence  is  a  desideratum  of  considerable 
importance,  and  this  stands  greatly  in  favor  of  vaginal  hysterec- 
tomy. It  is  very  rare  for  a  patient  to  be  compelled  to  abstain 
from  her  ordinary  duties  longer  than  two  to  three  weeks, 
whereas  I  have  never  seen  a  patient,  upon  whom  a  celiotomy 
had  been  performed,  in  such  position.  It  is  the  rule  for  my 
patients  to  be  out  of  bed  within  a  week. 
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It  must  be  conceded  that  my  assertion  regarding  the  danger 
of  an  abdominal  section  in  the  desperate  class  of  cases  described 
in  the  beginning  is  correct.  We  have,  however,  a  method  by 
which  we  can  cure  such  women  without  subjecting  them  to  the 
immediate  and  remote  risks  of  an  abdominal  section — namely, 
by  means  of  the  radical  vaginal  operation  which  was  devised 
by  Pean.  He,  Segond,  and  their  followers  have  conclusively 
shown  that  the  mortality  could  be  much  reduced,  as  well  as  the 
remote  results  improved,  by  this  method  ;  but  we  have,  in  addi- 
tion, in  this  operation  a  procedure  by  which  we  can  bring  our 
work  to  a  successful  termination  in  every  instance,  whereas  we 
would  fail  to  do  so  by  the  abdominal  route.  Experience  has 
taught  me  to  speak  very  decidedly  on  this.  The  French  sur- 
geons consider  that  removal  of  the  uterus  alone  is  quite  sufficient ; 
that  the  pus  sacs,  tubes,  and  ovaries  will  take  care  of  themselves, 
the  glands,  subsequent  to  uterine  castration,  not  causing  any 
inconvenience.  On  this  point  I  cannot  agree,  but  place  myself 
on  the  footing  with  Leopold  Landau,  who  has  also  improved 
on  the  technique  of  the  French  surgeons.  All  morbid  structure 
should  be  removed,  as  far  as  possible,  including  the  adnexa.  It 
is  indeed  a  most  difficult  task,  but  with  patience  and  perseverance 
much  can  be  accomplished.  My  first  case  of  vaginal  hysterec- 
tomy done  for  an  inflammatory  condition  of  the  uterus  alone 
(the  adnexa  had  previously  been  removed)  dates  back  to  June 
3d,  1891 ;  and  although  it  does  not  belong  to  the  category  of 
pelvic  suppuration,  I  cite  the  instance,  inasmuch  as  some  inte- 
resting features  are  connected  with  it.  The  specimen  was  pre- 
sented to  the  New  York  Pathological  Society  in  June,  1891. 

Case  I. — Mrs.  M.,  35  years  of  age, married,  and  mother  of  one 
child  ;  no  miscarriage  or  abortion  ;  had  been  ill  eight  years  before 
she  consulted  me  through  the  courtesy  of  Dr.  Burch.  She  had 
suffered  constantly  from  severe  pains  in  the  ovarian  and  lumbar 
regions,  which  increased  in  intensity  prior  to  and  during  men- 
struation. The  flow  was  irregular  and  occurred  once  in  from 
two  to  three  weeks,  and  was  very  profuse.  On  bimanual  ex- 
amination a  small  ovarian  tumor  with  perimetric  adhesions  was 
diagnosed  and  was  subsequently  removed  by  laparatomy.  Sub- 
sequent to  her  convalescence  from  the  laparatomy  the  treatment 
consisted  of  intrauterine  positive  galvanization,  the  introduction 
of  glycerin  tampons,  hydrastis  canadensis,  etc.,  and  various 
hygienic  measures  to  relieve  her  of  the  uterine  hemorrhage  and 
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the  pain  from  which  she  again  suffered,  as  her  relief  had  been 
only  temporary  after  abdominal  section.  No  improvement  re- 
sulting, a  second  laparotomy  was  performed,  which  was  difficult 
owing  to  the  existence  of  extensive  firm  adhesions.  At  this 
time  a  pyosalpinx  and  an  ovarian  hematoma  were  removed  from 
the  leftside.  The  patient  was  not  improved  by  this  operation, 
but,  on  the  contrary,  in  addition  to  the  previously  existing  pains 
she  suffered  from  obstinate  nausea  and  vomiting.  Nutrition 
was  soon  seriously  impaired.  All  treatment  was  absolutely  un- 
availing. On  touching  the  portio  vaginalis  of  the  uterus  the 
pain  was  much  increased,  as  well  as  the  nausea  and  vomiting ; 
her  whole  condition  seemed  referable  to  the  uterus  as  the  cause. 
The  patient  begged  so  piteously  for  relief  that  I  finally  decided 
to  attempt  to  give  her  this  by  removing  the  uterus,  especially 
as  it  was  evident  to  me  and  to  my  house  staff  that  she  was  sink- 
ing from  day  to  day.  The  operation  was  exceedingly  difficult, 
which  was  foreseen,  owing,  first,  to  the  large  size  of  the  uterus  ; 
secondly,  to  the  extreme  rigidity  of  the  pelvic  floor ;  thirdly,  to 
the  intestinal  and  omental  adhesions.  Microscopically  the  con- 
dition was  found  to  be  a  chronic  metritis  with  glandular  endo- 
metritis. Three  and  a  half  years  have  elapsed  since  the  extirpa- 
tion of  the  uterus,  and  none  of  the  old  symptoms  have  recurred. 
She  herself  states  that  she  is  in  perfect  health — better  than  for 
many  years  previously. 

The  technique  of  operation  is  similar  to  that  already  quite 
well  known  to  the  profession.  Ligatures,  however,  can  very 
seldom  be  employed.  I  consider  a  vaginal  hysterectomy  done 
with  catgut  ligatures,  where  the  peritoneal  cavity  and  the  vagi- 
nal vault  can  be  closed  after  the  removal  of  the  uterus,  the  best 
operation  from  a  surgical  standpoint,  but  have  in  former  dis- 
cussions and  papers  taken  occasion  to  state,  when  speaking  of 
vaginal  hysterectomy  for  cancer,  that  the  practical  results  from 
the  operation  are  nearly  equal  to  those  from  the  clamp  operation. 
Convalescence  is  more  rapid  when  the  ligatures  are  used  and  the 
pelvis  closed  off.  However,  I  think  it  is  impossible  to  use  any- 
thing but  clamps  successfully  in  the  cases  of  chronic  pelvic  sup- 
puration. The  reasons  for  this  in  the  difficult  cases  are  obvious. 
The  uterus  is  fixed,  therefore  traction  upon  it  has  no  effect  in 
bringing  it  nearer  the  vaginal  outlet  for  the  application  of  liga- 
tures. The  operation  is  frequently  unclean  from  the  pus  which 
comes  in  contact  with  the  area  in  which  we  work,  hence  these 
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cases  require  drainage;  and  the  clamps  are  excellent  drains  for 
the  first  twenty-four  hours,  which  is  the  length  of  time  they  are 
left  in  situ. 

We  should  open  all  abscess  cavities  to  reduce  the  size  of  the 
pelvic  contents,  in  order  to  give  as  much  space  as  possible  to 
work  in.  When  the  uterus  is  very  large  it  may  become  neces- 
sary to  split  it  in  order  to  reduce  its  size.  Intestinal  adhesions 
should  never  be  separated  without  sight,  and  I  have  as  yet  never 
failed  to  so  separate  them.  We  cannot  always  entirely  remove 
the  changed  tissues,  but  this  is  not  of  serious  significance,  as  has 
been  shown  by  a  sufficiently  large  number  of  cases.  Conditions 
may  possibly  arise  when  it  is  necessary  to  open  the  abdomen, 
as,  for  instance,  the  tearing  of  an  adherent  intestine  which  had 
been  mistaken  for  the  diseased  Fallopian  tube,  especially  the 
sigmoid  flexure. 

My  experience  has  been  limited  to  seven  of  the  desperate 
cases,  with  one  death,  which,  however,  could  not  be  rightfully 
attributed  to  the  operation,  as  will  be  seen  by  the  history. 

Case  II. — Mrs.  L.,  set.  33,  was  confined  by  a  midwife  in  May, 
1892.  She  was  seen  by  me  at  her  home  on  the  2d  of  June  fol- 
lowing, and  had  then  a  pelvic  abscess,  which  was  opened  per 
vaginam  and  drained.  Her  condition  improved  only  tempora- 
rily ;  the  pain  in  the  lower  abdomen  was  excessive  ;  the  pelvis 
was  filled  with  exudate  remnants,  and  the  uterus  was  immobile. 
There  was  rectal  and  vesical  tenesmus.  Pus  was  evacuated  by 
vaginal  incisions  on  two  subsequent  occasions.  The  abscess 
cavities  were  multiple,  the  walls  between  them  being  broken  up 
with  the  finger.  Improvement  was  again  only  for  a  short  time. 
Emaciation  was  quite  marked  and  the  patient  was  losing  ground. 
It  was  decided  to  remove  the  diseased  suppurating  adnexa ;  but 
owing  to  the  deteriorated  condition  of  the  patient,  with  the  al- 
most certain  knowledge  that  the  peritoneum  would  be  contami- 
nated with  pus,  I  decided  to  get  to  the  pyosalpinx  sacs  from 
below,  and  on  August  16th  vaginal  hysterectomy  was  undertaken, 
which  I  considered  would  give  the  patient  some  chance,  whereas 
abdominal  section  offered  but  little  hope.  It  was  found  that 
there  were  two  other  smaller  abscesses  present  than  those  already 
opened.  Some  intestinal  adhesions  were  separated  from  the 
fundus  of  the  uterus.  The  tubes  and  ovaries  could  not  be  re- 
moved entirely,  neither  were  the  Fallopian  tubes  found  to  be 
distended  to  the  extent  that  was  surmised.     The  operation  con- 
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sumed  one  and  a  quarter  hours,  but  there  was  no  shock.  The 
patient  already  felt  better  on  the  following  day.  The  clamps 
were  removed  twenty-six  hours  after  operation,  and  from  the 
fourth  day  on  no  more  gauze  was  placed  in  the  vagina  and  lower 
part  of  the  pelvic  cavity.  On  the  twelfth  day  the  patient  left 
her  bed,  and  she  made  a  rapid  recovery  to  complete  health. 

Case  III. — Mrs.  J.,  set.  34,  had  been  ill  two  years  with  constant 
severe  pelvic  pain.  An  abscess  had  ruptured  into  the  bladder, 
which  caused  pus  to  be  in  the  urine  at  irregular  intervals.  The 
uterus  was  immobile,  owing  to  chronic  pachy-pelveo-peritoni- 
tis.  The  cause  of  her  illness  dates  from  an  abortion.  There 
was  constant  purulent  discharge  from  the  uterus.  Continuous 
treatment  had  been  of  no  avail.  Hysterectomy  was  done  in 
December,  1892.  A  small  abscess  between  the  uterus  and  blad- 
der was  evacuated  during  operation.  The  tubes,  which  were 
removed  with  the  ovaries,  presented  the  features  of  chronic 
inflammation.  Time  of  operation,  one  and  a  half  hours.  The 
clamps  were  removed  twenty-two  hours  after  operation.  Nothing 
was  done  for  the  bladder  fistula,  which  closed  spontaneously 
three  weeks  after  operation.     Recovery  complete. 

Case  IY. — Mrs.  R.,  set.  28,  was  infected  with  gonorrhea  at 
23  ;  since  then  she  had  been  an  invalid.  The  uterus  was  but 
slightly  movable ;  to  either  side  were  boggy  masses,  diagnosed 
to  be  pus  tubes  surrounded  by  perimetritic  exudation.  Puru- 
lent endometritis.  Vaginal  utero-salpingo- ovarian  ablation  July 
12th,  1893.  Both  Fallopian  tubes  ruptured  and  removed  in 
pieces.  Recovery  complete ;  patient  has  not  had  any  recurrence 
of  pain.     Time  of  operation,  forty-five  minutes. 

Case  V.— Mrs.  L.,  set.  31.  Patient  had  had  an  abortion  two 
years  previously,  followed  by  a  pelvic  abscess  which  had  been 
opened  and  drained.  Another  followed  subsequently  (?),  which 
ruptured  per  rectum.  She  has  never  been  free  from  pelvic 
pain,  and  had  evacuations  of  pus  at  frequent  intervals  per  rec- 
tum. The  uterus  was  found  enlarged,  practically  immovable; 
to  either  side  and  posterior  were  masses  of  perimetritic  exudate 
of  boggy  consistence.  On  opening  into  these  a  small  quantity 
of  pus  was  evacuated  from  each.  No  permanent  improvement. 
The  cavities  soon  filled  again  after  the  drainage  had  been 
stopped.  Vaginal  hysterectomy,  with  removal  of  as  much  dis- 
eased tissue  as  possible,  August  13th,  1893.  Time  of  operation, 
one  hour.     Removal  of  clamps  twenty-four  hours  later.     Com- 
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plete   recovery.     Spontaneous  closure  of  rectal  fistula  in  four 
weeks. 

Case  VI.— Mrs.  S.,  get.  32,  received  treatment  for  a  gonorrheal 
endometritis  at  other  hands.  Subsequent  to  a  curetting  which 
was  done,  she  was  taken  seriously  ill  with  abdominal  pain  and 
fever.  When  seen  by  me  in  April,  1892,  she  had  general  pelvic 
peritonitis  with  a  double  pelvic  abscess..  An  opening  posteriorly 
into  the  cul-de-sac  of  Douglas  was  made,  which  emptied  the  abscess 
from  the  right  side ;  this  was  separated  by  a  thick  partition 
from  one  on  the  left,  which  was  then  also  incised.  Two  drain- 
age tubes  were  used.  Although  the  most  intense  pain  subsided 
soon,  the  patient  was  not  relieved.  After  five  weeks  the  drain- 
age tubes  were  removed.  She  remained  an  invalid  until  again 
seen  by  me  in  September,  1S93,  when  the  condition  was  as  fol- 
lows: The  uterus  held  in  a  state  of  immobility  by  the  pachy- 
pelveo-peritonitis ;  to  either  side  were  thick,  sausage-shaped, 
D°ggJ  masses  (double  pyosalpinx) ;  purulent  endometritis  and 
metritis.  September  13th,  vaginal  hysterectomy.  Pus  tubes 
and  ovaries  removed  piecemeal ;  small  collections  of  pus  were 
also  present  in  old  abscess  cavities.     Recovery  complete. 

Case  VII. — Mrs.  B.,  set.  30  ;  had  an  abortion  performed  in 
October,  1S90;  since  then  she  has  been  an  invalid.  She  had  an 
abscess  opened  in  the  groin  and  also  one  per  vaginam.  Abdomi- 
nal pain  and  backache  are  always  present,  most  intense  during 
menstruation,  which  is  irregular  and  profuse.  At  times  she 
would  improve  under  treatment,  but  only  temporarily.  The 
uterus  is  somewhat  enlarged  and  but  slightly  mobile.  Purulent 
endometritis.  To  either  side  masses  the  size  of  hen's  eggs  could 
be  felt. 

Diagnosis. — Salpingo-oophoritis  suppurativa  duplex  ;  pachy- 
pelveo-peritonitis  chronica ;  metritis  et  endometritis  chronica. 

Eadical  vaginal  operation  January  7th,  1894.  Some  tubal 
and  ovarian  remnants  remained,  owing  to  my  inability  to  break 
up  the  adhesions.     Recovery  complete. 

Case  VIII. — Mrs.  O.,  set.  32,  had  been  infected  with  syphilis 
and  gonorrhea.  She  had  been  in  constant,  severe  pain  only 
about  one  month,  but  an  invalid  from  the  time  of  her  marriage. 
A  large  pelvic  abscess  was  opened  by  me  and  drained.  Unfor- 
tunately the  patient  could  not  be  induced  to  remain  in  bed  after 
one  week,  and  returned  home,  resuming  her  duties  as  a  boarding- 
house  keeper.  Her  improvement  was  only  of  temporary  dura- 
tion.    When  she  was  next  admitted    to   the   hospital  a   large 


10 


BOLDT  I    VAGINAL    EXTIRPATION 


tumor  was  present  in  the  median  line  of  the  lower  abdomen,  in 
addition  to  the  pelvic  abscess  which  had  again  filled.  I  opened 
three  separate  abscesses  per  vaginam  and  put  a  drainage  tube 
into  each  ;  but  relief  was  not  satisfactory,  owing  to  incomplete 
drainage  and  my  inability  to  reach  the  tumor  in  the  lower  part 
of  the  abdomen.  Therefore  the  radical  vaginal  operation  was 
undertaken  August  25th,  1894.  Pus  was  evacuated  from  the 
different  pockets,  and  it  was  evident  that  any  less  radical  ope- 
ration would  have  been  without  avail.  In  order  to  reach  the 
large  abscess  in  the  lower  abdomen  one  of  my  assistants  was 
requested  to  steady  it  by  pressure  from  above.  This  pressure, 
unfortunately,  was  too  energetic,  because  when  I  examined 
bimanually  again,  not  being  able  to  reach  the  tumor  to  evacuate 
the  pus,  I  found  that  it  had  disappeared.  It  was  therefore  clear 
that  rupture  had  taken  place.  The  patient's  condition  was,  how- 
ever, so  exceedingly  low,  owing  to  her  illness  and  the  time 
already  consumed  in  operation,  that  it  was  evident  that  she 
could  not  possibly  stand  the  shock  of  an  additional  abdominal 
section  and  washing  out  of  the  abdomen,  which  should  have 
been  done,  and  would  have  been  proceeded  with  had  death  on 
the  operating  table  not  been  a  certainty  if  undertaken.  I 
therefore  trusted  to  washing  out  the  abdomen  as  thoroughly  as 
possible  by  means  of  a  rubber  tube  carried  through  the  opening 
made  by  removal  of  the  uterus,  and  packed  a  long  strip  of  gauze 
into  the  peritoneal  cavity  for  drainage,  a  large  size  rubber  tube 
having  been  placed  in  the  centre  of  it,  through  which  it  was 
thought  the  pelvic  cavity  could  be  washed  out  sufficiently. 
Death  on  the  third  day  from  septic  peritonitis. 

The  autopsy  showed  that  the  purulent  fluid  which  had  es- 
caped from  the  abscess  had  not  been  washed  out  of  the  abdomen, 
but  "had  disseminated  through  the  whole  peritoneal  cavity.  I 
believe,  therefore,  that  the  resulting  death  cannot  justly  be 
ascribed  to  the  operation  advocated  by  me.  It  certainly  would 
also  have  been  impossible  to  operate  successfully  per  abdomen 
primarily. 

In  addition  to  these  complicated  cases  which  could  only  have 
been  operated  upon  per  vaginam,  I  will  narrate  another  case,  on 
account  of  the  subsequent  complicating  features,  in  which  the 
uterus  and  adnexa  could  have  been  removed  per  abdomen  : 

Case  IX.— Mrs.  F.,  set.  36,  had  been  an  invalid  for  seventeen 
years  in  consequence  of  recurrent  pelvic  inflammation.     The  ill- 
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ness  is  ascribed  to  a  puerperium.  The  woman  had  been  during 
her  whole  illness  under  nearly  constant  care,  on  two  occasions  for 
a  longer  period  in  the  largest  hospital  devoted  to  diseases  of 
women  in  this  country.  She  had  irregular  and  profuse  men- 
struation, the  flow  recurring  in  from  two  to  three  weeks  after 
cessation  and  then  continuing  from  one  week  to  twenty  days. 

Diagnosis. — Chronic  metritis  and  endometritis;  chronic  peri- 
metritis and  bilateral  salpingitis. 

This  patient  was  under  my  care  exactly  eight  months  without 
any  relief  before  I  consented  to  do  a  radical  operation,  for  which 
she  originally  consulted  me.  Kadical  operation  on  March  25th, 
1894.  In  this  instance  ligatures  were  used.  The  left  Fallopian 
tube  contained  a  moderate  amount  of  pus  ;  the  right  adnexa 
were  not  removed,  on  account  of  inaccessibility  due  to  displace- 
ment and  adhesions  (they  were  subsequently  removed  by  me 
per  abdominal  section  when  the  attempt  was  made  to  do  plastic 
ureteral  work).  In  this  case  the  left  ureter  was  injured,  as 
the  uretero-vaginal  fistula  which  resulted  showed.  My  friend 
Dr.  Howard  Kelly  endeavored,  upon  my  invitation,  to  implant 
the  ureter  into  the  bladder  per  abdominal  section,  but,  owing 
to  the  adhesions  present,  unfortunately  failed.  I  hereby  express 
my  thanks  to  Dr.  Kelly  for  his  kindness.  The  patient  declined 
to  undergo  further  attempts  to  restore  the  ureter  into  the  blad- 
der by  plastic  operation,  and  therefore  I  reluctantly  consented 
to  remove  her  kidney.  Here,  too,  unusual  difficulties  were  en- 
countered owing  to  malposition  of  the  organ. 

The  patient  finally  made  an  excellent  recovery,  and  enjoys 
better  health  now,  according  to  her  own  statements,  than  she 
ever  did  subsequent  to  the  beginning  of  her  illness. 

We  must  always  have  satisfied  ourselves  that  the  disease  is 
bilateral  and  of  such  degree  that  the  adnexa  cannot  be  saved, 
before  resorting  to  such  radical  operation.  Neither  is  it  proper 
to  do  anything  beyond  making  the  ordinary  incision,  washing 
out,  and  draining  in  a  simple  pelvic  abscess.  It  is  only  in  the 
multiple  pelvic  abscesses,  when  we  have  tried  everything  in  our 
power  and  when  we  have  recurrent  attacks  of  pelveo-peritonitis, 
that  we  are  justified  in  operating  in  the  manner  described. 

Neither  are  we  justified  in  resorting  to  a  radical  operation  if 
we  make  the  diagnosis  of  unilateral  pyosalpinx,  especially  if  the 
tube  is  adherent  in  the  cul-de-sac  of  Douglas,  thus  making  it  ac- 
cessible for  an  incision  and  drainage  per  vaginam.     If  we  are 
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really  dealing  with  a  pyosalpinx  the  result  is  not  apt  to  be  per- 
manent :  then  an  abdominal  section  should  be  done  if  trouble  is 
renewed  and  we  have  reason  to  believe  that  one  tube  or  a  part 
of  a  tube  can  be  saved  with  the  corresponding  ovary. 

The  latter  may  be  called  tinkering  by  some,  but  I  call  it  con- 
servative surgery,  and  a  Burgery  which  requires  judgment  and 
skill  for  its  proper  performance.  The  evidence  is  so  great  in 
its  favor  by  many  surgeons,  as  Polk,  Barrows,  August  Martin. 
Mackenrodt,  and  others  besides  myself,  that  I  deem  it  super- 
fluous to  say  anything  further  to  substantiate  my  views. 

What  is,  however,  the  mortality  of  the  radical  vaginal  opera- 
tion compared  to  removal  of  the  appendages  per  abdomen  '. 

Operations.  Cases. 

Pean  has  ..150  with  1  death;  of  these  there  were  with  suppuration,  not  stated 

"       '  "  not  stated 

'       "       "  "  100 

' "  55 

ii       ■<       ..       ii       .i  <i  42 

"  "  65 

25 

"       "       "       "       "  "  8 

"       "       "       ••  "  8 

751  32  303 

This  makes  a  total  number  of  751  cases  with  32  deaths,  or  4.3 
per  cent  mortality.  Of  these  751  patients  we  have  the  state- 
ment that  303  were  suppurative,  although  the  number  of  pus 
cases  was  much  greater,  Pean  and  Doyen  not  making  any  state- 
ments as  to  how  many  patients  had  abscesses  ;  and  of  these 
303  patients  over  ten  per  cent  could  not  possibly  have  been 
radically  operated  upon  by  any  other  method  with  the  slightest, 
degree  of  hope  for  a  successful  result.  Yet  there  was  only  a 
mortality  of  6.2  per  cent  among  the  303  pus  cases. 

A  collection  of  356  cases  which  were  kept  under  observation 
after  operation  show  96,  34  per  cent,  of  permanent  cures. 

Abdominal  salpingo-oophorectomies  have  not  been  brought 
below  an  average  of  5.7  per  cent ;  this  gives  nearly  1£  per  cent 
in  favor  of  the  vaginal  operations.  In  the  Pittsburg  Medical 
Review  for  1S8S,  among  the  422  abdominal  sections  recorded, 

1  Henrotin  had  one  death,  due  to  tubercular  hemoptysis,  on  the  forty -second 
day  after  operation. 

*The  death  in  my  case  I  have  counted  in  to  avoid  criticism,  although  justly 
it  should  not  be  included,  as  may  be  seen  by  the  report  of  the  circumstances. 


Jacobs   . . 

.149     ' 

'      3 

Doyen  . . . 

.  61     " 

3 

Richelot  . 

.169     ' 

'     11 

Bouffart.. 

.  52     ' 

2 

Segond.. . 

.120     ' 

•     11 

L.  Landau 

.  30     ' 

'      0 

Henrotin1. 

.     8    ' 

'      0 

Boldt- 

.  12     ' 

'       1 
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there  are  115  for  disease  of  the  adnexa,  10  deaths  =  8.7  per 
cent  mortality.  Of  the  115  cases  only  43  had  suppuration;  of 
these  there  was  a  mortality  of  44  per  ceDt.  How  great  the 
mortality  is  in  abdominal  total  hysterectomies  for  diseased  ad- 
nexa I  do  not  know,  but  I  have  serious  doubts  that  when  we 
have  a  report  of  500  cases  the  figures  will  show  such  low  rate. 
I  have  done  the  latter  for  such  condition  but  once,  and  this 
with  favorable  result.  Although  the  case  would  have  been  dif- 
ficult per  vaginam,  judging  from  the  bimanual  examination,  I 
found  it  quite  easy  of  execution  per  abdomen.  Yet,  for  the 
reasons  previously  given,  I  prefer  the  vaginal  operation. 

All  objections  so  far  brought  against  the  radical  vaginal  opera- 
tion fall  to  the  ground  as  void  when  placed  in  the  face  of  experi- 
ence. In  the  Gynecological  Congress  at  Brussels  this  was  shown, 
and  to  a  greater  extent  since.  Although  I  do  not  agree  with 
everything,  in  the  main  1  join  those  who  have  preceded  me  in 
advocating  this  operation.  It  cannot  be  shown  that  there  is  less 
danger  of  injury  to  the  ureters  or  intestines  in  the  difficult  cases 

per  abdomen  than  per  vaginam— facts  have  so  far  proven  this 

neither  is  it  necessary  to  finish  the  operation  if  once  begun*  as 
was  claimed  by  some  at  the  meeting.  The  opening  in  the  cul- 
de-sac  of  Douglas  amounts  to  nothing,  and  in  ordinary  cases  a 
diagnosis  can  usually  be  made  through  it  as  readily  as  by  a  short 
exploratory  abdominal  section. 

Getting  all  the  pus  foci  out  is,  of  course,  frequently  impos- 
sible, neither  is  it  necessary  ;  get  out  the  main  part,  and  in  addi- 
tion all  that  you  can,  and  the  case  will  turn  out  well.  It  is, 
however,  equally  impossible  to  always  get  out  all  foci,  etc.,  per 
abdomen,  and  yet  the  cases  recover. 

By  post-puerperal  septicemia  I  mean  a  low  septic  condition 
following  a  puerperium — a  sepsis  of  less  intense  variety,  from 
a  clinical  standpoint,  than  the  acute  or  virulent  septicemia,  the 
difference  depending  upon  the  variety  of  cocci  which  caused 
the  poisoning.  It  may  manifest  itself  locally  by  pelvic  peri- 
tonitis, pelvic  cellulitis,  the  various  forms  of  pelvic  abscess, 
including  pyosalpinx  (which  is  always  bilateral,  in  my  expe- 
rience, in  this  class  of  cases),  or  a  combination  of  two  or  more 
forms  of  pelvic  inflammation.  No  one  should  doubt  the  possible 
existence  of  pelvic  cellulitis  which  I  have  mentioned ;  I  have 
seen  it  a  number  of  times  and  have  proven  it  in  two  instances 
by  abdominal  section,  expecting  to  find  pus  tubes  embodied  in 
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perimetritic  exudates,  but  found  the    appendages   practically 

normal. 

A  therapeutical  question  of  the  utmost  and  gravest  importance 
presents  itself  in  dealing  with  cases  of  acute  general  puerperal 
septic  peritonitis— cases  in  which  there  is  nothing  in  the  uterus, 
previous  treatment  has  been  without  avail,  and  the  patients,  so 
far  as  I  have  seen  them,  invariably  succumbed.  I  confess  that 
I  am  in  despair  as  to  the  outcome, no  matter  what  the  treatment 
adopted  may  consist  of.  Dr.  Outerbridge  has  reported  two 
cases  in  which  he  performed  abdominal  section  with  removal 
of  the  appendages,  and  both  cured,  and  there  have  been  a  few 
other  such  cases  with  favorable  results  reported. 

I  have  opened  the  abdomen,  with  removal  of  the  adnexa, 
washing  out  the  peritoneal  cavity,  and  introduction  of  a  drainage 
tube  for  the  intentional  subsequent  abdominal  irrigation,  four 
times,  the  first  time  about  six  years  ago.  There  was  no  neces- 
sity of  washing  out  the  abdomen,  for  the  patients  all  promptly 
died  of  shock.  Four  times  I  have  removed  the  puerperal 
uterus  per  vaginam,  as  first  advocated  by  Halbertsma,  of  Am- 
sterdam, under  like  circumstances,  and  they  died  of  their  sepsis 
in  from  one  to  three  days.  Yet  I  believe  the  latter  procedure 
to  be  in  the  right  direction. 

Dr.  Joseph  Price  is  quoted  as  having  reported  a  number  of 
cures  by  abdominal  section,  and,  doubting  the  correctness  of  such 
reports,  I  had  a  personal  interview  with  him,  from  which  it 
became  clear  that  he  had  been  misunderstood.  He,  at  the  time 
of  my  interview  three  years  ago,  had  not  saved  a  single  case  of 
this  description,  according  to  his  own  statement.  What  he  did 
was  that  he  removed  pyosalpinx  sacs  which,  in  consequence  of 
the  puer periu m,  lit  up  a  puerperal  (?)  fever  and  peritonitis.  Of 
course,  under  such  circumstances,  we  know  that  abdominal  sec- 
tion is  indicated,  and  the  removal  of  the  distended  pus  tubes  will 
not  infrequently  save  life.  This,  however,  is  a  condition  far  dif- 
ferent from  the  acute  septic  peritonitis  of  which  I  speak. 

AVhy  is  this  procedure  nearer  the  right  direction  than  abdomi- 
nal section  with  removal  of  the  adnexa  ? — an  operation  which  I 
do  not  consider  logical,  nor  am  I  able  to  comprehend  how  it  can 
cure  such  a  case.  The  poison  does  not  travel  into  the  peritoneal 
cavity  by  the  route  of  the  Fallopian  tubes  alone,  but  by  the  way 
of  the  numerous  lymphatics ;  and  the  uterus  remaining  in  situ, 
the  poisoning  continues :  the  system   has  become  infected  as  a 
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whole.  The  difficulty  lies  in  our  inability  to  diagnose  just  when 
it  becomes  necessary  to  resort  to  such  course.  We  endeavor  to 
evade  such  operation  by  all  the  means  known  to  us-curetting 
oi  such  diseased  endometrium  ;  irrigating  the  cavity,  either  con- 
sent or  intermittent  irrigation ;  packing  it  with  iodoform  gauze  ■ 
alcoholic  stimulation.  When  the  patient  steadily  grows  worse 
we  take  up  as  the  dernier  ressort  abdominal  section,  or,  as  I  have 
done  in  my  last  four  cases,  vaginal  hysterectomy  of  the  enlarged 
flabby  puerperal  uterus  with  hyperemic  Fallopian  tubes. 

I  believe,  if  in  a  case  where  we  have  ascertained  that  there  is 
nothing  in  the  interior  of  the  uterus  causing  the  sepsis,  but  that 
the  uterus  itself  is  the  infectious  focus ;  if  we  see  that  the  patient 
does  not  react  promptly  in  a  favorable  way  to  the  therapeutics 
used;  if  we  then  resort  to  the  vaginal  radical  operation,  with- 
out waiting  to  almost  the  last  moment,  as  I  have  unfortunately 
heretofore  done,  our  chances  of  success  will  be  greater.  A 
long,  sterilized  rubber  tube  is  carried  as  high  up  as  possible  into 
the  abdominal  cavity,  and  this  washed  copiously  with  warm 
saline  solution.  Drainage  is  procured  in  a  more  satisfactory 
manner  than  by  a  tube  per  abdomen.  If  the  puerperal  sepsis  is 
due  to  double  pyosalpinx  the  same  treatment  is  preferable  to 
abdominal  section.  If  the  vagina  is  too  small  to  permit  the 
removal  of  such  enlarged  uterus  it  can  be  removed  in  sections. 
It  is  not  difficult  to  put  the  clamps  on,  and,  the  vessels  having 
thus  been  secured,  the  organ  can  be  halved  under  the  guidance 
of  the  finger.  Time  is  an  important  element,  and  this  is  gained 
by  the  application  of  clamps. 

My  conclusions  are  that  the  removal  of  the  uterus  and  adnexa 
for  bilateral  disease  of  such  extent  that  loth  appendages  must 
be  sacrificed,  as  ascertained  by  the  history  and  examination,  is 
preferable  to  the  abdominal  operation,  on  account  of  the  more 
favorable  immediate  and  remote  results.  That  it  is  more  logi- 
cal to  expect  a  favorable  termination  from  vaginal  hysterec- 
tomy in  acute  puerperal  septicemia  and  septic  peritonitis,  if  the 
uterus  is  the  causative  factor  of  the  poisoning,  than  from  ab- 
dominal salpingo-oophorectomy  with  flushing  and  drainage  of 
the  peritoneal  cavity. 

[P.  S.— Since  the  writing  of  this  paper  four  additional  cases 
have  been  operated  upon  successfully  by  the  author,  so  far  as 
the  immediate  result  was  concerned.] 
54  West  51st  street. 
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My  object  in  selecting  the  operation  of  Cesarean  section  as  a 
subject  for  discussion  this  evening  was  not  because  I  wished  to 
review  an  old  subject,  so  thoroughly  and  ably  studied  by  Harris, 
Lusk,  Garrigues,  Lungren,  and  others,  but  simply  to  try  and  in- 
terest yon  for  a  few  minutes  by  bringing  to  your  attention  the 
results  of  my  work  in  the  performance  of  that  operation.  For 
that  purpose  I  have  invited  those  upon  whom  it  has  been  my 
privilege  to  operate  to  be  present  this  evening. 

My  experience  has  been  limited  to  three  cases,  all  of  which 
have  been  successful,  saving  the  life  of  both  mother  and  child. 
I  consider  this  success  largely  due  to  my  method  of  operating, 
and  I  wish,  therefore,  to  call  the  attention  of  the  Society,  as  the 
title  of  my  paper  indicates,  to  the  technique  of  the  operation, 
and  lay  stress  upon  what  I  consider  to  be  some  of  the  most 
essential  features.  As  you  may  be  aware,  there  is  in  the  pro- 
fession at  the  present  time  a  difference  of  opinion  as  to  the  best 
method  of  delivering  the  child  and  of  suturing  the  uterus,  many 
operators  claiming  that  to  make  a  long  incision  and  raise  the 
uterus  out  of  the  abdomen  before  incising  it  is  the  best,  while 
others  claim  (myself  among  the  latter)  that  such  a  procedure, 
although  perhaps  it  is  a  saving  of  time,  is  attended  by  dangers 
which  more  than  overbalance  all  that  may  be  gained  in  time. 

That  I  may  not  be  misunderstood  and  my  effort  be  successful 
in  clearly  setting  forth  the  points  at  issue,  let  us  criticise  the 
first  method  and  note  the  dangers  attending  it— that  of  making 
the  long  incision  and  everting  the  uterus  before  incising  it.  To 
be  sure  it  is  a  saving  of  time,  at  the  expense  of  an  enormous  inci- 
sion through  the  abdominal  walls,  extending  from  a  point  about 
an  inch  and  a  half  above  the  pubic  arch  to  one  two  and  a  half 
inches  above  the  umbilicus,  before  the  uterus  can  be  readily 
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lifted  from  its  position.  This  can  be  quickly  done,  for  when 
the  abdomen  is  once  opened  it  is  easy  with  scissors  to  extend  the 
incision  from  one  to  the  other  of  the  points  I  have  mentioned. 
The  uterus  is  then  lifted  from  the  abdominal  cavity,  an  elastic 
cord  thrown  about  it,  and,  to  prevent  the  escape  of  blood  and 
amniotic  fluid  into  the  abdomen  through  this  large  incision,  a 
sheet  of  rubber  dam  is  incised  and  stretched  over  the  uterus  (as 
was  done  by  Dr.  Coe  in  his  last  operation,  and  which  I  believe 
to  be  a  most  excellent  precaution).  Incision  of  the  uterus  and 
delivery  of  the  fetus  and  placenta  can  now  be  accomplished  to 
the  best  advantage  to  the  operator,  but  at  what  an  expense  to 
the  mother !  Provided  it  heals  by  first  intention,  an  ugly-look- 
ing scar  extending  almost  the  entire  length  of  her  abdomen; 
certainly  a  weakened  linea  alba,  and  consequently  much  greater 
liability  to  the  formation  of  hernia  than  if  the  incision  had  been 
that  of  an  ordinary  celiotomy,  especially  if  the  person  proves 
to  be  an  unruly  or  careless  patient.  No  more  apt  illustration 
of  this  danger  can  be  cited  than  that  of  Dr.  Coe's  recent  case, 
who,  from  her  own  carelessness  and  negligence  in  obeying  in- 
structions, was  obliged  to  submit  to  four  abdominal  sections,  the 
first  a  Cesarean  section,  the  second  and  third  for  hernia  follow- 
ing the  first,  while  the  fourth  was  for  the  removal  of  a  second 
pregnancy. 

The  second  point  at  issue  is  the  method  of  suturing  the  ute- 
rus. Here,  as  you  well  know,  all  operators  have  so  far  claimed 
that  the  use  of  interrupted  silk  sutures  is  the  best,  and  practise 
that  method.  Why  so?  What  advantages  has  this  method 
over  others,  and  why  should  interrupted  sutures  be  advocated 
in  preference  to  some  others  ?  Also,  why  cannot  some  other 
suture  be  used  to  just  as  good  advantage?  I  believe  I  am  jus- 
tified in  asking  these  questions  from  the  results  obtained  in 
my  own  cases  with  the  use  of  an  entirely  different  suture  and 
method  of  applying  it.  I  claim  that  the  use  of  the  continuous 
catgut  suture  as  applied  by  myself  has  many  advantages  over 
the  best  method  of  interrupted  sutures  of  silk,  because  (1)  it 
brings  the  entire  depth  of  the  uterine  incision  into  much  closer 
apposition  than  does  the  interrupted  silk  suture  ;  (2)  it  prevents 
the  danger  of  leakage  between  the  sutures  and  the  formation  of 
small  blood  clots  between  the  edges  of  the  wound ;  (3)  it  short- 
ens the  wound  very  much  ;  (4)  it  is  a  completely  buried  suture 
from  beginning  to  end,  with  the  exception  of  where  the  suture 
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pips  on  the  surface  of  the  uterus  simply  to  catch  the  perito- 
neum ;  (5)  there  is  no  necessity  of  rolling  in  the  cut  surfaces 
with  this  method ;  (6)  there  cannot  possibly  be  any  eversion  of 
the  lips  of  the  wound  ;  and  (7)  it  is  not  more  liable  to  be  a  sep- 
tic suture  when  introduced  or  to  become  septic  afterward  than 
is  that  of  silk,  if  both  are  properly  prepared.  It  is  claimed  that 
catgut  is  a  dangerous  suture  owing  to  the  liability  of  the  knot  to 
untie  or  the  catgut  to  stretch  and  allow  a  gaping  of  the  wound. 
That  opinion  is  justifiable  respecting  the  suture  when  used  as  an 
interrupted  one,  but  I  am  not  advocating  such  a  method.  In  a 
few  short  hours  the  abdominal  surface  of  the  uterine  wound  is 
covered  with  lymph  and  the  peritoneal  cavity  perfectly  safe  so 
far  as  that  incision  is  concerned.  In  a  short  time,  eight  or  nine 
days,  the  catgut  is  absorbed  and  the  wound  is  a  clear  and  healthy 
one  with  perfect  union.  Not  so  with  the  use  of  silk  ;  it  is  not 
absorbed,  but  must  become  encysted  until  Nature  has  had  time 
to  disintegrate  the  silk  fibre  and  dispose  of  it  in  her  own  way. 
There  is  less  liability  of  adhesions  taking  place  between  the  ute- 
rine and  abdominal  walls  in  using  the  catgut  suture,  for  the  rea- 
son, as  I  have  already  stated,  that  the  latter  is  so  quickly  covered 
over  with  lymph.  The  one  point  along  the  line  where  there 
would  be  any  danger  of  adhesions  taking  place  would  be  at  the 
lower  angle  of  the  incision  where  the  catgut  is  tied,  and  that, 
as  the  bladder  is  filled,  is  protected  by  the  latter.  Especially 
is  this  method  of  suturing  advantageous  in  cases  like  my  last, 
where  it  becomes  necessary  to  make  the  operation  a  second  time. 
There  is  no  danger  of  cutting  down  upon  an  encysted  suture 
from  the  previous  operation,  as  in  the  case  of  repeated  Cesarean 
section  reported  by  Lungren,1  where  he  used  silver-wire  sutures, 
and  the  second  section  of  the  uterus  revealed  an  encysted  suture 
of  the  first  section. 

As  to  the  best  time  for  doing  the  operation,  some  advocate 
waiting  until  labor  has  commenced,  if  possible,  in  order  to  se- 
cure free  drainage  from  the  uterus  by  the  os  being  dilated  by 
natural  labor  pains,  while  others  advocate  the  elective  operation. 
Prof.  Garrigues,  in  his  report  of  the  first  operation  upon  iny 
third  patient,  in  reviewing  the  subject  deems  the  best  time  for 
operation  to  be  when  labor  pains  have  become  strong  and  fre- 
quent ;  still  I  notice  in  the  after-report  of  this  case  that  he  ope- 
rated two  weeks  before  full  term.  From  my  own  experience,  if 
1  American  Journal  of  Obstetrics,  1881,  p.  79. 
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it  can  be  done,  I  believe  in  the  elective  operation,  giving  one 
plenty  of  time  to  prepare  for  it,  and,  so  far  as  we  are  able  to 
reckon  the  day,  to  make  the  operation  at  least  four  or  five  days 
previous  to  the  expected  natural  delivery. 

I  have  only  a  criticism  to  offer  concerning  repeated  Cesarean 
section  and  its  results.  I  refer  you  to  the  report  of  Dr.  Coe's 
last  case,1  in  which  he  quotes  the  authority  of  Dr.  Harris,  of 
Philadelphia,  as  stating  that  there  have  been  thirteen  repeated 
Cesarean  sections  in  the  United  States,  with  three  deaths,  one 
woman  dying  after  her  third  section.  In  the  twenty-five  sections 
performed  upon  twelve  women  by  fifteen  different  surgeons,  the 
maternal  mortality  was  accordingly  twelve  per  cent,  the  fetal 
twenty-eight  per  cent.  I  believe  we  should  be  governed  largely 
by  circumstances  in  the  management  of  such  cases,  dependent 
upon  the  patient's  walk  of  life,  the  history  of  hereditary  disease, 
and  the  complications  which  may  surround  the  first  operation. 
In  my  first  case  I  allowed  the  tubes  and  ovaries  to  remain, 
although  in  my  judgment  I  should  have  removed  them.  In  the 
two  remaining  cases,  although  it  is  the  only  child  they  have,  I 
considered  it  better  to  remove  the  appendages,  and  did  so. 

A  brief  history  of  each  case  will  be  all  that  I  shall  attempt  at 
the  present  time. 

Case  I. — A.  D.,  aged  16.  A  dwarf  from  curvature  of  the 
spine  in  the  lumbar  region  ;  height  1  feet  6  inches.  Physical 
examination  indicated  that  she  was  in  about  the  fifth  month 
of  pregnancy.  The  pelvis  showed  marked  deformity,  and  its 
various  measurements,  taken  at  the  time  with  as  much  care  as 
possible,  were  approximately  as  follows :  The  brim  of  the  pelvis 
was  contracted  antero-posteriorly ;  the  width  of  the  symphysis 
pubis  was  2-|  inches;  distance  between  the  tuberosities  of  the 
ischium,  2|  inches ;  from  coccyx  to  inner  border  of  the  symphysis, 
2^-  inches  ;  from  anus  to  symphysis,  1£  inches.  The  mother  was 
told  of  the  condition,  and  the  dangers  of  inducing  premature  de- 
livery were  explained  to  her,  and  to  that  she  strongly  objected. 
Soon  after  this  examination  arrangements  were  made  for  the 
patient  and  she  was  sent  into  my  service  at  Kan dall's  Island  Hos- 
pital, where  she  was  allowed  to  remain  until  she  was  at  full  term. 
During  this  time  (nearly  four  months)  her  suffering  was  com- 
paratively slight,  and  that  from  pressure  of  heart  and  lungs.     On 

1  Published    in    the   August  and  September  numbers  of  the  New  York 
Polyclinic. 
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February  14th,  1889,  her  labor  commenced,  and  toward  the  next 
morning  the  sac  ruptured  and  a  portion  of  the  amniotic  fluid 
escaped.  I  was  sent  for  at  mid-day  on  February  loth.  The 
patient  had  then  been  in  labor  twenty-four  hours  and  the  os 
had  dilated  to  the  size  of  a  shilling.  She  was  at  once  brought 
to  the  operating  room,  put  under  the  influence  of  ether,  and 
delivered  in  the  manner  I  shall  hereafter  describe.  The  child 
is  reported  to  have  died,  at  the  age  of  6  months,  of  cholera 
infantum. 

Case  II. — This  case  presents  an  interesting  history,  from  the 
fact  that  it  was  her  third  pregnancy,  two  previous  children  hav- 
ing been  born  dead,  the  first  after  compression  of  the  head 
sufficient  to  kill  the  child,  although  it  was  a  small  one  (after  she 
had  been  twenty-four  hours  in  labor),  on  May  28th,  1890  ;  and 
the  second  on  August  6th,  1891,  craniotomy  being  performed 
only  when  it  was  deemed  necessary  to  save  the  life  of  the 
mother.  She  did  not  consult  a  physician  again  until  she  was 
for  the  third  time  seven  months  pregnant.  She  gave  the  follow- 
ing history:  F.,  aged  26.  She  matured  at  18.  Her  menses 
appeared  regularly  every  four  weeks,  but  rather  scanty  and 
continuing  only  one  or  two  days.  She  married  at  22,  having 
enjoyed  good  health  up  to  that  time.  Her  family  history  is 
negative.  She  expected  to  be  at  full  term  on  February  11th  ; 
I  therefore  anticipated  natural  delivery  by  four  days. 

The  actual  pelvic  conditions  which  determined  me  to  resort 
to  the  Cesarean  section  were  as  follows:  external  conjugate  dia- 
meter, 6^-  inches ;  iliac  spines,  7\  inches ;  iliac  crests,  9  inches ; 
true  conjugate  (estimated),  2f  inches  ;  diagonal  conjugate,  3^ 
inches  ;  transverse  conjugate,  3  inches  ;  circumference  of  pelvis, 
29J  inches.     The  patient  made  an  uninterrupted  recovery. 

Case  III.— M.  W.,  aged  26,  born  in  New  York  City.  So  far 
as  can  be  learned  her  family  history  is  negative.  In  early  life 
she  suffered  from  some  form  of  constitutional  trouble  attended 
with  the  formation  of  abscesses  about  the  pelvis.  She  men- 
struated at  14,  with  some  pain.  Married  at  18,  and  two  years 
later,  February  24th,  1888,  she  was  admitted  to  Charity  Hospi- 
tal for  delivery.  Here  it  was  discovered  that  she  had  a  pelvis 
so  deformed  as  to  preclude  the  possibility  of  the  delivery  of 
a  living  child  naturally.  The  measurements  were  as  follows  : 
The  patient  is  4  feet  9^  inches  high.  The  pelvis  measured  ; 
between  the  anterior  superior  spines  of  the  ilium,  7£  inches  ; 
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greatest  distance  between  the  two  crista?  ilii,  8i  inches;  Bau- 
<-!eloc;jiie's  diameter,  6£  inches  ;  between  the  posterior  superior 
spines  of  the  ilium,  2%  inches  ;  between  the  trochanters,  10 
inches.  Vaginal  examination  revealed  great  narrowness  of  the 
transverse  diameter  of  the  whole  pelvis,  a  narrow  pubic  arch, 
and  a  true  conjugate  little  more  than  three  inches.  Cesarean 
section  was  performed  by  Prof.  Garrigues,[of;.tlris  city,  within 
two  weeks  of  full  term.  The  child  lived  two  years.  The  long 
incision  was  made  and  the  uterus  delivered  from  the  abdominal 
cavity  before  being  incised.  The  incision  extended  from  within 
an  inch  and  a  half  of  the  pubic  bone  to  two  and  a  half  inches 
above  the  umbilicus.  "With  the  exception  of  some  trouble  with 
a  gathered  breast  the  patient  made  a  good  recovery. 

She  became  pregnant  a  second  time  about  August  6th,  1893, 
after  a  lapse  of  five  years,  and  she  expected  to  reach  full  term 
on  or  about  May  14th, .1894.  The  operation  was  made  on  May 
10th,  anticipating  natural  delivery  by  three  days.  An  incision 
was  made  through  the  abdominal  walls  about  four  inches  and  a 
half  long.  The  uterus  was  found  to  be  bound  to  the  abdominal 
walls  and  intestines  by  numerous  adhesions,  one  being  especially 
firm,  more  than  four  inches  broad  and  two  inches  long,  extend- 
ing from  the  site  of  the  former  incision  to  and  involving  the 
entire  right  broad  ligament.  This  adhesion  rendered  it  impos- 
sible to  properly  cast  the  elastic  ligature  about  the  uterus  in 
order  to  control  hemorrhage,  and  I  was  obliged  to  puncture  the 
adhesion  in  its  lower  segment  and  carry  the  ligature  through  it 
and  around  the  uterus.  The  uterus  was  incised  in  the  median 
line,  as  in  the  two  former  cases,  but  a  little  to  one  side  of  the 
former  incision.  The  child  was  delivered  from  the  uterus 
easily,  but  the  adhesions  prevented  the  delivery  of  the  latter 
from  the  abdominal  cavity  to  such  an  extent  that  I  was  obliged 
to  rotate  the  uterus  about  the  adhesion  and  deliver  it  sideways 
from  the  cavity.  When  this  had  been  accomplished  and  the 
placenta  removed,  the  uterine  incision  was  closed  with  catgut 
suture,  both  ovaries  and  tubes  removed,  and  an  attempt  made  to 
remove  the  broad  adhesion  between  the  side  of  the  uterus  and 
the  abdominal  wall.  This  occupied  some  time,  but  did  not 
seem  to  complicate  the  result  in  any  way.  The  incision  was 
closed  without  trouble,  and  it  is  needless  to  say  that  the  patient 
made  an  uninterrupted  recovery,  the  only  rise  of  temperature 


22         DUDLEY:    TUB    TECHNIQUE    OF    THE    CESAREAN    SECTION. 

being:  due  to  a  gathering  in  the  breast  which  had  troubled   her 
at  the  former  delivery. 

The  technique  of  the  operation  as  performed  by  myself 
since  my  first  case  in  1889,  and  which  I  claim  is  far  superior  to 
the  improved  Sanger  operation,  is  as  follows : 

The  patient  is  properly  prepared  as  for  any  ordinary  celiotomy. 
If  possible  chloroform  should  be  administered  in  preference  to 
ether,  as  rapidity  in  bringing  the  mother  under  the  influence  of 
the  anesthetic  is  quite  essential  to  the  well-being  of  the  child. 
An  incision  is  made  through  the  abdominal  walls  sufficiently, 
large  to  admit  of  an  easy  introduction  of  the  hand  and,  so  far 
as  we  are  able  to  judge,  to  readily  admit  of  the  delivery  of  the 
child.  An  incision  six  inches  in  length,  extending  from  a  point 
one  and  a  half  inches  below  the  navel  to  within  an  inch  and  a 
half  of  the  pubic  bone,  is,  I  believe,  quite  sufficient.  The  hand 
and  forearm  are  then  introduced  through  the  incision  and  swept 
about  the  uterus  to  note  the  position  of  any  adhesions,  should 
they  by  chance  exist.  (The  importance  of  this  preliminary 
examination  of  the  external  surface  of  the  uterus  was  aptly 
illustrated  in  my  third  case.)  If  no  such  complications  exist  a 
loop  of  elastic  cord  is  then  grasped  between  the  fore  and  middle 
fingers  and  quickly  carried  through  the  incision,  over  the  fundus 
of  the  uterus,  and  down  to  the  cul-de-sac  behind  it.  The  ends 
are  then  given  to  an  assistant,  who  is  directed  to  make  steady 
traction  upon  them  and  thus  hold  the  uterus  against  the  pubic 
arch.  This  serves  a  threefold  purpose :  (1)  it  maintains  the  ute- 
rus firmly  against  the  abdominal  incision  and  thus  prevents  leak- 
age or  the  escape  of  blood  and  amniotic  fluid  into  the  abdominal 
cavity;  (2)  it  cuts  off  sufficient  blood  supply  from  the  uterus  to 
prevent  hemorrhage  when  the  uterus  is  incised,  although  not 
enough  to  cut  off  completely  the  circulation  to  the  child ;  and 
(3)  it  acts  as  an  assistance  in  delivering  the  uterus  through  the 
abdominal  incision  as  the  child  is  being  delivered  from  the  ute- 
rus. The  uterus  is  then  quickly  incised  along  its  anterior  sur- 
face, without  reference  to  the  position  of  the  placenta,  until  the 
fetal  sac  is  reached.  During  this  procedure  a  second  assistant 
makes  firm  pressure  upon  the  abdominal  wall  from  above  down- 
ward and  forward,  his  duty  being  to  hold  the  upper  portion  of 
the  uterus  firmly  against  the  abdominal  incision ;  as  the  child 
is  being  delivered  he  gradually  presses  the  uterus  out  of  the 
abdomen  through  the  incision  as  it  contracts  upon  itself.     All 
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this  work   is  done  uDder  constant  irrigation  with  hot  boiled 
water. 

Some  operators  advise  delivering  the  child  by  the  occiput,  if 
possible,  claiming  that  there  is  some  danger  of  the  uterus  con- 
tracting around  the  child's  neck  and  imprisoning  the  head  in  the 
pelvis;  but  I  have  so  far  been  indifferent  to  the  position  of  the 
child,  delivering  that  portion  of  the  fetus  which  presents  first 
through   the  incision.     In  my  first  case  I  grasped  the  child  by 
the  feet ;  in  the  second  by  the  head  ;  and  in  the  third  it  was  the 
breech  which  presented.     1  lose  no  time  in  tying  the  cord,  but 
quickly  clamp  it  with  two  pairs  of  pedicle  forceps  and  cut  the 
cord  between.     While  this  is  being  done  by  myself  my  assistant 
has  pressed  the  uterus  through  the  abdominal  incision  and  sur- 
rounded it  with  hot  aseptic  towels.     The  irrigation  of  boiled 
water  is  now  changed  to  one  of  bichloride  of  mercury  1 :  5000, 
and  the  uterine  cavity  irrigated  while  the   placenta  is   being 
detached.     The  stimulation  of  the  hot  water  and  the  action  of 
the  bichloride  upon  the  muscular  structures  cause  the  uterus  to 
firmly  contract.    Still  continuing  the  irrigation,  the  uterine  inci- 
sion is  closed  with  three  rows  of  catgut  sutures  used  as  a  con- 
tinuous stitch ;  the  first  row  beginning  at  the  inner  edo-e  of  the 
upper  angle  of  the  incision  and  including  the  decidua  and  inner 
muscular  coats  of  the  organ.     This  row  of  sutures  is  continued 
to  the  lower  angle  of  the  incision  under  irrigation,  and  when 
drawn  together  they  close  the  uterine  cavity.     Without  cutting 
or  tying  the  catgut  the  second  row  is  carried  back  to  the  upper 
angle  of  the  uterine  incision,  including  the  various  layers  of 
muscular  structure  and  uterine  sinuses,  care  being  taken  to  pass 
the  needle  through  the  cut  extremities  of  all  the  sinuses  that  are 
visible.     By  these  two  rows  of  sutures   three-quarters  of  the 
depth  of  the  uterine  structures  have  been  brought  into  close 
apposition  and  both  layers  of  sutures  are  buried ;  while  the  third 
and  last  row  of  sutures  must  close  the  peritoneal  surface  of  the 
uterus  and  are  not  completely  buried,  but,  without  cutting  the 
cutgut,  the  stitch  is  inserted  so  as  to  allow  it  to  just  appear 
on  the  peritoneal  surface  of  the  uterus,  the  over-and-over  stitch 
being  continued  from  above  downward  until  the   suturing   is 
complete  and  the  catgut  tied  at  the  lower  angle  of  the  incision. 
When  this  has  been  completed  the  elastic  cord  is  removed  from 
about  the  uterus  and  the  circulation  allowed  to  resume.     There 
may  possibly  be  some  oozing  along  the  line  of  the  cut  for  a  few 
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moments  after  the  rubber  ligature  is  removed,  but  in  the  cases 
I  have  operated  upon  not  enough  has  occurred  to  require  any 
ligatiug  of  vessels,  the  application  of  a  hot  sponge  for  a  few 
minutes  being  quite  sufficient  to  stop  all  bleeding.  Bichloride 
irrigation  is  now  changed  for  the  hot  boiled  water.  The  uterus 
and  surrounding  abdominal  walls  are  thoroughly  cleansed  and 
dried,  and  the  organ  restored  to  its  proper  position  in  the  pelvis. 
In  my  last  two  cases  I  tied  and  removed  both  tubes  and  ovaries, 
and  in  neither  case  did  the  removal  of  the  appendages  in  any 
way  complicate  the  result.  After  the  uterus  is  restored  to  its 
normal  position  the  pelvic  cavity  is  thoroughly  irrigated  and 
sponged  dry  ;  for,  although  I  do  not  allow  any  blood  or  amniotic 
fluid  to  escape  into  the  pelvis,  I  guard  against  the  bare  possi- 
bility by  thorough  irrigation  of  the  latter  for  safety's  sake,  and 
I  do  not  find,  as  some  operators  claim,  that  thorough  irrigation 
of  the  pelvic  cavity  after  celiotomy  is  a  dangerous  procedure,  if 
care  is  taken  to  make  a  proper  toilet  of  the  peritoneum  afterward. 
The  abdominal  incision  is  then  closed  with  three  rows  of 
sutures,  two  of  catgut,  as  is  my  custom  in  all  cases  of  celiotomy 
without  drainage  from  above.  I  do  not  consider  it  necessary  to 
vary  the  after-treatment  from  that  usually  carried  out  after  any 
ordinary  celiotomy.  The  bowels  are  moved  within  twenty-four 
hours,  and  the  mother  is  treated  as  though  she  had  been  de- 
livered of  her  child  by  the  via  naturalis. 
640  Madison  avenue. 
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In  France  and  in  Chicago  the  number  of  women  who  ride 
bicycles  is  said  to  be  large;  in  Brooklyn  their  numbers  are 
increasing  rapidly,  and  the  exercise,  in  a   contagious  form,  is 

1  Read  before  the  New  York  Obstetrical  Society,  November  20th,  1894. 
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reported  to  be  spreading  even  in  New  York.  The  question 
comes  to  us  constantly  as  to  the  healthf  ulness  and  desirability  of 
the  bicycle  for  women.  As  far  as  the  literature  in  our  depart- 
ment goes,  there  has  been  no  published  opinion  yet.  It  is  im- 
portant, therefore,  that  we  should  be  able  to  give  out,  if  not  a 
definite  and  conclusive  answer,  at  least  a  provisional  one. 

Among  that   most  difficult  class  of  questions  which  present 
themselves  daily — the  regulation  of  the  daily  lives  of  our  mild 
or  chronic  cases — one  may  safely  say  that  there  is  no  problem 
which  bothers  us  more  than  the  prescription  for  exercise.     It  b 
would  be  ridiculous,  if  it  were  not  pitiable,  to  note  how  limited  % 
is   woman's  chance    for   physical    development  outside  of   her     L 
household  duties.     For  instance,  in  the  Greater  New  York  I 
believe  there  is  no  opportunity  for  a  woman  to  take  a  swim  in       I 
the  cooler  months  except  in  a  poor  little  tank  of  very  cold  water 
in  the  cellar  of  a  Turkish  bath.     The  inheritance  of  false  habits 
— house  habits,  dress  habits,  nerve  habits,  and  work  habits — 
has  brought  it  about  that  the  demand  for  exercise  facilities  is      / 
small.     It  is  supposed  to  be  sufficient  outdoor  exercise  for  the 
sister  to  wave  her  handkerchief  from  the  grand  stand.     It  is  this 
limitation  of  her  scope  that  is  the  real  cause  of  the  good  woman's 
doubting  question  why  God  intended  women  to  suffer  during 
in.Anstri|fl|-jnp   ^nd  l.ahftf — 'pmfr™f-  normal   and  therefore  nor- 
mally painless.     So  early  do  these  false  habits  cripple  a  girl  that 
Dr.  Pettit,  Director  of  Physical  Culture  in  the  Adelphi  Aca- 
demy in  Brooklyn,  states  that  the  older  girls  cannot  compete  in 
any  way  with  the  younger  ;    and  as  one  example  of  the  differ- 
ence it  may  be   said  that  the  girls  of  14  can  jump  one  foot 
higher  than  those  of  18.     So  unused  is  the  average  woman  to 
exercise  that  muscle  work  for  its  own  sake  presents  none  of  the 
delight  and  after-glow  which  man  usually  gets  from  it.     To  her 
the  gymnasium  often  means  dull  routine,  as  our  schoolboy  calis- 
thenics did,  though  sword  practice  and  fencing,  the  Highland 
jig,  and  high  kicking  be  part  of  the  sport;  the  bowling  alley 
"means  broken    corset   bones   under   one-sided,  sudden   strain; 
dancing  is  done  in  a  bad  atmosphere,  in  wrong  dress,  during 
sleep  hours  ;    and  horseback  riding,  especially  at  a  trot  or  with 
the  close  seat,  is  a  jouncing  of  the  pelvic  organs,  with  their  sup- 
ports stretched  taut  by  the   snug  corset  that  the  tailor-made 
basque   demands.     Only   the   summer   presents  loopholes,  and  \ 
through  swimming  and  lawn  tennis,  climbing,  sailing,  and  row- 
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ing,  is  found  development  of  muscular  energy  whereby,  in  the 
absence  of  ill-judged  enthusiasm  and  overtire,  much  good  may 
be  accomplished. 

The  horse  versus  the  bicycle. — Bicycle-riding  has  certain 
advantages  over  the  present  style  of  horseback-riding.  The 
fashionable  contorted  seat  does  not  develop  the  body  symmetri- 
cally, and  the  awkwardness,  due  to  the  fact  that  the  transverse 


Fig.  1.— A  side  view  of  the  largest  muscle  that  holds  up  the  pelvic  contents,  the  levator 
ani,  with  the  uterus  in  its  hammock-like  sweep.  Semi-diagrammatic.  RPO,  right  pubic 
origin  ;  L  P  O,  left  pubic  origin  ;  R I  O  and  L  I  O,  right  and  left  ischial  origins. 

diameter  of  the  pelvis  and  the  transverse  diameter  of  the  upper 
trunk  do  not  correspond,  means  strain,  to  say  nothing  of  the 
useless  effort  a  trotting  gait  entails.  When  women  get  into  the 
habit  of  riding  part  of  the  time  with  the  stirrup  on  the  right 
side  and  part  with  the  stirrup  on  the  left,  one  objection  to  the 
spinal  rotation  and  the  unsymmetrical  development  will  be  over- 
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come ;  and  it  is  to  be  presumed  that  eventually  they  will  all 
ride  astride  as  their  great-grandmothers  did  before  the  days  of 
Elizabeth.  The  expense  precludes  this  form  of  exercise  for 
most  women.  Cheapness,  safety,  accessibility,  and  the  small< 
amount  of  preparation  required  are  all  on  the  side  of  the  wheel, 
and  hold  good  to  an  even  greater  degree  for  the  woman  than 
for  the  man.     I  myself  am  a  converted  horseman. 
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Fig.  2.— A  side  view  of  the  way  the  uterus  is  swung  between  two  bony  points,  as  an  indi- 
cation of  the  importance  of  muscular  vigor  in  the  utero-sacral  ligaments.  From  a  frozen 
section. 

The  sewing  machine  and  the  bicycle. — The  question  has  been 
*  often  asked  how  it  is  that  we  will  advise  women  to  ride  a  wheel 
while  a  strong  stand  has  been  taken  against  the  sewing  machine 
on  account  of  the  harm  it  may  do  to  the  pelvic  organs.  It 
seems  to  me  that  the  conditions  under  which  the  two  forms  of 
leg  exercise  are  taken  vary  radically.     A  woman  at  the  sewing 
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machine  must  stoop  to  focus  her  eyes  accurately  on  the  point  at 
which  the  needle  is  at  work,  and  must  drive  the  material  along 
in  accurate  lines  under  the  rapidly  moving  needle,  within  the 
margin  of  'one-sixteenth  of  an  inch.  Such  a  position  in  the 
corseted  woman  brings  a  strong  pressure  to  bear  on  the  pelvic 


Fig.  3.— The  valveless  veins,  with  the  varicose  conditions  that  may  ensue  from  strain  dur- 
ing waist  constriction.    The  veins  are  from  a  dissection  by  Ruedinger,  the  rest  from  Stratz. 


contents  by  means  of  the  lower  part  of  the  busks,  or  metal  front 
pieces  on  the  corsets,  at  a  time  when  her  pelvic  inclination  is 
lessened,  while  it  permits  increased  abdominal  pressure  to  act  on 
her  pelvic  cavity  directly  from  above.  Now,  with  this  increased 
intra-abdominal  and  pelvic  pressure,  in  the  presence  of  waist 
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constriction  that  forcibly  dams  back  the  blood  in  ovarian  and 
hemorrhoidal— veins  that  are  valveless  and  that  empty  themselves 
in  the  area  of  maximum  pressure— her  active  leg  muscles  are 
pumping  an  increased  supply  of  blood  into  the  iliacs  and  lower 
vena  cava ;  then  during  this  venous  congestion  we  find  the  psoas 
muscles,  against  the  lower  and  inner  edges  of  which  the  ovaries 
and  tubes  lie,  working  more  or  less  vigorously.  In  addition 
to  this  the  action  of  the  limb  is  distinctly  a  constrained  one, 
and  somewhat  resembles  the  tension  on  the  whole  lower  leg  in 
working  the  pedals  of  an  organ,  but  without  the  free  and  com- 
pensating body  balancing  that  the  arm  work  of  playing  the 
organ  necessitates.     And,  lastly,  the  indoor  motion  is  a  series  of 


Fig.  4.— Girl  bending  forward  at  work,  with  pelvic  inlet  nearly  level,  and  pressure  from 
the  corset  steels  gaining  free  access  to  the  pelvic  organs. 

very  short  excursions  in  rapid  succession,  while  the  road  ma- 
chine calls  for  a  full,  slow  sweep  of  the  whole  leg — the  differ- 
ence between  jerking  and  swinging. 

If  a  woman  rides  a  bicycle,  stooping  well  forward  while 
dressed  in  a  snug  corset,  with  her  saddle  rather  far  back  so  as  to 
be  obliged  to  thrust  forward  on  her  pedals  rather  than  to  walk 
up  and  down  on  them,  and  with  a  very  low  gearing,  we  have 
conditions  somewhat  analogous  to  those  under  which  she  plays 
on  the  sewing  machine  ;  but  should  she  wear  loose  body  cloth- 
ing and  sit  upright,  so--thai^er_weigliti&Jiorjie^ar^eIy_oii  her 
tuberosities,  with  a  level  saddle  placed  fairly  well  forward,  the 
thrust  is  chiefly  downward,  the  increased  intra-abdominal  pres- 
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sure  is  lacking,  the  leg  work  is  very  different  from  that  on  the 
other  machine,  and  all  the  objectionable  features  are  eliminated 
except  the  liability  to  excessive  indulgence. 

On  the  circulation  what  will  be  the  effect? — It  will  be  that  of 
any  general  exercise  plus  specialized  supply  and  return  flow  of 
blood  to  the  parts  that  do  most  of  the  work — namely,  the  leg 
muscles.  Therefore  the  pelvis  will  undoubtedly  be  subjected  to 
a  much  increased  rapidity  of  circulation;  the  pelvic  vessels  with 
their  muscular  coats,  the  pelvic  muscles  which  are  taking  part 
in  the  general  tension,  the  whole  of  the  pelvic  floor  and  the  or- 
gans above  it,  all  will  receive  a  well-defined  stimulus,  and  by 
degrees  a  permanently  increased  tone,  from  regulated  riding.     I 


Fig.  5. 


Fig.  6. 


Fig.  5.— Conditions  favoring  retroversion  :  the  full  bladder  with  increase  in  the  pressure 
from  above  that  is  produced  by  any  waist-narrowing  device,  and  which  does  particular 
harm  during  effort. 

Fig.  6.— Conditions  favoring  anteflexion  :  the  effect  of  the  pressure  on  the  lower  abdo- 
men in  bending  the  uterus  forward  when  the  bladder  is  empty. 

speak  whereof  I  do  know,  and  I  have  but  to  point  to  the  cases 
where  a  flabby  and  relaxed  condition  rapidly  rallied  under  this 
influence. 

I  have  no  striking  cases  and  no  large  number  of  them  to  pre- 
sent ;  the  subject  is  too  new.  I  am  simply  writing  an  introduc- 
tion to  the  study  of  it. 

What  attractions  has  the  bicycle  for  women  f — It  is  an  out- 
door exercise,  necessarily.  It  is,  after  the  first  shyness  from 
conspicuousness  of  position  and  garb  has  worn  away,  in  itself  an 
alluring  form  of  exercise,  with  the  exhilarating  elements  of  speed 
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in  motion,  companionship,  competition,  and  exploration  of  un- 
known roads  in  park  or  neighboring  country.  It  furnishes  the 
wife  a  means  of  comradeship  in  exercise  with  her  husband. 

In  it  we  seem  to  have  found  at  last  a  form  of  outdoor  muscle 
work  which  attracts  women  and  entices  them  to  many  hours  in 
the  open  air.  It  possesses  all  the  advantages  of  walking  or 
climbing,  with  the  additional  advantages   of   the   shake-up   of 


Fig.  7.— Ruedinger's  frozen  section  with  all  structures  and  tissues  removed  except  mus- 
cle (and  the  bones),  to  show  that  muscular  tissue  will  give  us  a  sketch  of  all  the  important 
parts.     Uterus,  bladder,  rectum,  vagina,  urethra  are  hollow  muscular  organs  or  tubes. 

horseback,  or  of  one  of  Dr.  Taylor's  machines,  the  body-balanc- 
ing of  canoeing,  some  of  the  swing  of  skating,  and  a  sample  of 
what  flying  will  be  like.  It  exercises  a  large  number  of  muscles 
— far  more  than  any  one  who  has  never  tried  it  supposes.  Ask 
the  beginner  how  much  body  balance  there  is  about  it,  or  the 
expert  who  steers  without  touching  the  handles.  Ask  the  wo- 
man who  sits  upright,  holding  tightly  to  her  handle  bars  as  she 
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works  u |)  a  grade,  how  much  arm  and  shoulder  pull  there  is  in 
it.  Ask  the  woman  who  knows  how  to  pedal  properly  whether 
all  the  muscles  of  her  legs  are  not  tired. 

I  am  sure  you  will  agree  with  me  that  unless  the  mus- 
cular tone  of  the  pelvic  organs  is  improved  we  cannot  expect 
our  chronic  catarrhs  and  varicose  vessels  and  hypersensitive 
local  nerves  to  show  any  improvement.  Personally  I  believe 
that  in  all  the  milder  degrees  of  chronic  pelvic  disorder,  such  as 
do  not  call  for  operative  interference,  rightly  regulated  exercise 
constitutes  one  of  our  best  if  not  our  chief  resource,  and  we  all 
know  that  this  resource  has  been  very  little  used.     When  I  see 


Fig.  8.— Two  tracings  from  the  same  patient,  with  and  without  a  loose  corset. 


a  young  girl  with  a  well-marked  anteflexion,  tender  and  some- 
what enlarged  ovaries,  and  considerable  cervical  endometritis, 
suffering  very  severely  each  month,  so  that  she  is  confined  to  her 
bed  for  three  or  four  days  and  vomiting  and  pale  during  the 
first  few  hours — when  I  see  such  a  case  rapidly  relieved  by  judi- 
cious muscular  work,  though  the  condition  returns  at  first  when- 
ever she  drops  her  exercises ;  and  when  I  see  this  condition  of 
things  not  once  but  many  times,  I  am  constrained  to  believe  we 
neglect  the  best  means,  although  we  may  cure  her  by  long-con- 
tinued local  applications,  or  galvanism,  or  dilatation,  or  curetting. 
It  seems  to  me  probable  that  there  is  no  single  exercise  that 
will  so  efficiently  develop  muscular  tone  in   the   pelvic  floor  aa 
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this.  Two  cases  of  hopelessly  relaxed  pelvic  floors,  which  neither 
faithful  Swedish  movements  nor  restoration  by  plastic  operation 
would  prevent  from  sagging,  and  which  I  finally  felt  constrained 
to  believe  must  be  irremediably  injured  by  atrophy  as  the  result 
of  pressure  during  labor,  have  remarkably  improved  in  tone 
from  a  few  months'  riding.  It  is  hardly  necessary  to  draw  your 
attention  to  the  difference  in  the  position  of  the  organs  within 
the  pelvis  when,  in  the  presence  of  a  badly  torn  perineum,  the 
levator  ani  is  vigorous  or  relaxed.  In  one  case  the  anus  is 
drawn  far  forward  toward  the  subpubic  arch  and  there  is  no 
prolapse ;  in  the  second  case,  even  though  the  perineal  body  be 
uninjured,  the  sagging  0f  the  sacral  segment  and  the  distance 
between  the  posterior  commissure  and  the  subpubic  arch  readily 
permit  hernia  of  the  organs  within.  It  is  possible,  too,  that  the 
relief  to  the  hemorrhoidal  condition  which  a  judicious  use  of  the 
bicycle  brings  about  is  due,  not  only  to  the  local  massage,  but  to 
the  improved  tone  of  the  muscular  coat  extending  up  the  bowel 
from  the  anus. 

Sexual  Excitement. — A  very  grave  objection  has  been  made 
to  the  use  of  the  bicycle  among  women,  which,  if  true,  would 
induce  us  to  be  exceedingly  cautious  in  ever  suggesting  this 
exercise.  It  has  been  said  to  beget  or  foster  the  habit  of  mas- 
turbation. One  of  the  very  able  women  who  teach  physical 
culture  in  Xew  York  told  a  medical  friend  of  mine  that  a  pupil, 
who  claimed  a  rather  varied  experience  in  sexual  pleasures,  said 
that  she  could  not  ask  a  more  satisfactory  development  than 
could  be  obtained  from  the  saddle  of  her  bicycle.  Dr.  Vance 
has  observed  a  case  of  an  overwrought,  pallid,  somewhat  ema- 
ciated girl  of  15,  whose  saddle  was  arranged  so  that  the  front 
pommel  rode  upward  at  an  angle  of  about  35°,  who  stooped  for- 
ward noticeably  in  riding,  and  whose  actions,  during  the  time 
when  he  had  good  opportunity  to  observe  her,  strongly  suggested 
to  him  the  indulgence  we  are  considering. 

I  have  had  a  thorough  search  made  in  the  literature,  but  can 
find  no  cases  bearing  on  this  subject.  It  is  perfectly  conceiv- 
able that  under  certain  conditions  the  bicycle  saddle  could  both 
engender  and  propagate  this  horrible  habit.  The  saddle  can  be 
tilted  in  every  bicycle  as  desired,  and  the  springs  of  the  saddle 
can  be  so  adjusted  as  to  stiffen  or  relax  the  leather  triangle.  In 
this  way  a  girl  such  as  the  one  mentioned  could,  by  carrying  the 
front  peak  or  pommel  high,  or  by  relaxing  the  stretched  leather 
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in  order  to  let  it  form  a  deep,  hammock-like  concavity  which 
would  fit  itself  snugly  over  the  entire  vulva  and  reach  up  in 
front,  brine:  about  constant  friction  over  the  clitoris  and  labia. 
This  pressure  would  be  much  increased  by  stooping  forward, 
and  the  warmth  generated  from  vigorous  exercise  might  further 
increase  the  feeling.  But  if  the  rider  sits  upright  and  has  her 
saddle  moderately  taut  and  fairly  level,  the  weight  rests  upon 
the  buttocks  and  but  trifling  pressure  is  brought  anywhere  upon 
the  vulva  as  the  legs  swing  well  apart.  Moreover,  there  is  ana- 
tomical reason  to  believe  that  right  posture  will  diminish  erotic 
tendency  ;  the  general  effect  on  man  is  such,  and  this  is  prob- 
ably due  to  the  numbness  from  the  pounding  his  nervi  erigentes 
get.  The  woman's  pudic  nerve  is  readily  caught — in  case,  dur- 
ing vaginal  examination,  she  shows  suspicious  signs — by  the 
finger  in  the  vagina  pressed  outward  toward  the  ischial  rami,  and 
any  feeling  quenched.  This  massage  the  saddle  also  effects. 
Patients  of  whom  one  can  ask  these  questions  and  trust  for  a 
complete  answer  are  few  and  far  between,  and  therefore  I  pre- 
sent few  statements  on  this  subject.  These  witnesses,  with 'one 
exception,  testify  against  sexual  excitation,  though  one  of  them 
admits  freely  that  she  was  formerly  in  the  habit  of  relieving 
herself  manually.  Our  Continental  confreres,  whose  patients 
speak  frankly  in  matters  of  sexual  feeling,  will  have  to  give  us 
clinical  information  on  this  subject.  I  believe  that  there  is  very 
slight  danger  of  the  habit  being  started  or  fostered  with  the  pre- 
cautions I  have  mentioned.1 

The  importance  of  right  dressing  in  oicycling.  —  Nearly 
all  the  objections  to  the  use  of  the  wheel  made  by  medical  men 
involve  the  supposition  that  whatever  jouncing  and  straining  the 
pelvic  contents  are  subjected  to  must  necessarily  be  under  a 
snug  corset  and  with  the  woman  bending  forward.  It  has  been 
stated  that  these  are  distinctly  hurtful  conditions,  and  under 
these  conditions  our  patients  must  understand  clearly  that  they 
are  running  risks,  although  there  is  no  doubt  that  many  women 
take  the  exercise  thus  and  not  only  suffer  no  harm  but  get 
benefit. 

We  must  therefore  instruct  our  patients  that  certain  modi- 
fications of  their  dress  are  necessary.     To  direct  that  the  corset 

1  In  the  discussion  several  gentlemen  emphasized  freedom  from  this  danger 
from  their  patients'  experience,  and  it  was  reported  to  them  that  any  pressure 
sufficient  to  bring  the  sensation  gave  pain. 
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be  taken  off  merely  leaves  a  narrow  girdle  of   pressure  from 
numerous  waistbands  instead  of  the  former  distributed  pressure, 
does  as  much  physical  harm  as  it  does  good,  and  insures  an  un- 
comely figure.     To  replace  a  corset  by  a  health  waist  or  corset 
waist,  leaving  the  waistbands  as  before  or  the  basque  of  the 
former  girth,  is  to  make  an  improvement  of  relatively  small  value, 
although  thereby  the  most  harmful  factor  in  the  corset,  the  rigid 
front  steels,  will  have  been  banished.    To  advocate  a  health  waist 
with  larger  measurement  for  the  body  girth  of  the  dress  is  a  long 
sweep  in  advance,  and  one  to  which  we  must  often  resort  in  that 
class  of  cases  in  whom  the  trunk  muscles  are  so  flabby  that  the 
removal  of  the  corset  insures  a  more  or  less  constant  backache. 
In  some  patients  it  is  as  far  as  we  can  succeed  in  going,  but  my 
own  studies,  detailed  before  the  American  Gynecological  Society 
two  years  ago,  have  convinced  me  that  the  health  waist  should 
not  be  countenanced  except  as  a  temporary  expedient  where  the 
breasts  are  large  or  flabby.     A  breast  support  hung  from  the 
shoulders  overcomes   this   objection.     The   Delsarte   girdle  or 
strophium  may  be  mentioned  as  one  of  three  or  four  good  models. 
The  woman  on  a  bicycle  is  at  an  advantage  as  compared  with 
the  woman  on  horseback,  as  custom  does  not  enforce  the  tailor- 
made,  hour-glass,  shop-window  figure,  and  she  can  wear  a  jacket 
open  in  front  with  a  shirt  waist  beneath  it. 

The  best  and  simplest  form  of  dress  from  the  hygienic  stand- 
point—and it  may  be  said  also  from  the  aesthetic  standpoint,  if 
we  are  to  judge  by  the  strikingly  beautiful  costumes  which  are 
said  to  be  common  in  the  streets  of  Paris  and  exceedingly  rare 
here — the  best  and  simplest  costume  is  made  up  of  :  First, 
a  union  garment,  which  is  a  combination  of  undershirt  and 
drawers  in  one  piece,  whereby  the  pressure  and  the  ridge 
caused  by  the  band  of  the  ordinary  drawers  are  done  away  with. 
The  drawers  are  no  longer  hung  on  the  waist  line,  overlapping 
the  lower  end  of  the  undershirt  is  avoided,  with  the  consequent 
double  thickness  of  material  at  a  part  of  the  body  wThere  bulk 
is  especially  unsightly.  Second,  shoes,  stockings,  and  a  short 
pair  of  equestrian  tights  from  knee  to  waist,  and  a  pair  of  leg- 
gings buttoned  up  the  side  of  the  leg  to  meet  the  equestrian 
tights  above  the  knee.  This  prevents  any  objectionable  ex- 
posure of  the  leg  from  the  skirt  blowing  up.  Third,  a  male 
costume,  with  as  much  or  as  little  fulness  or  length  to  the 
trousers  or  bloomers  as  the  rider  may  elect.     There  can  be  no 
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doubt  that  eventually  this  will  be  the  costume  in  which  women 
will  ride.  It  will  be  only  a  matter  of  time  until  the  woman 
astride  on  horseback  and  the  woman  in  knickerbockers  awheel 
will  be  taken  as  much  a  matter  of  course  as  is  the  accepted 
bathing  costume.  Or,  third,  instead  of  trousers,  a  shortened 
skirt.  This  suit  may  be  skirt  and  jacket,  or  in  one  piece  (as 
ulster  or  princesse),  with  fulness  in  the  front  and  rear  instead  of 
sides.  It  is  advisable  to  line  the  skirt  with  silk  or  satin,  that 
the  knee  may  slip  easily  against  it, and  the  cloth  should  be  heavy 
enough  to  withstand  blowing  by  the  wind. 

Case  I. — A  neurotic  patient  with  membranous  dysmenorrhea 
and  some  cervical  catarrh. who  suffers  incessantly  from  a  moderate 
backache,  is  freed  from  the  backache  for  a  time  after  each  bi- 
cycle ride,  and  her  nervous  balance  is  markedly  improved  after 
each  ride,  while  exercise,  with  her,  always  means  smaller  or  absent 
membrane. 

Case  II. — A  patient  suffering  mildly  from  melancholia,  who 
has  had  dysmenorrhea,  leucorrhea,  backache,  and  sufficient  dis- 
comfort to  prevent  her  from  assuming  the  household  control  for 
her  husband  and  her  boy ;  wakeful,  agitated,  constipated,  and 
with  a  small  appetite,  cold  hands  and  feet,  came  under  my  care  for 
laceration  of  the  cervix  and  perineum.  Both  were  repaired,  with 
a  handsome  result,  and  she  was  faithful  in  a  course  of  Swedish 
movements  designed  to  give  tone  to  her  utterly  relaxed  pelvic 
floor.  Notwithstanding  the  architectural  improvement  her  ca- 
tarrhs continued.  Two  months  of  wheeling  have  cured  them 
and  have  given  power  to  her  levator,  that  I  began  to  fear  must 
be  hopelessly  incapacitated  by  atrophy  following  some  injuries 
during  labor  which  examination  could  not  detect. 

Case  III.  is  that  of  a  patient  with  very  much  the  same  condi- 
tion, except  that  her  nervous  system  was  steadier  and  she  was 
somewhat  obese. 

Case  TV. — A  nullipara  with  an  old  retroversion,  which  is 
comfortably  held  in  normal  position  by  a  pessary ;  does  not 
regain  sufficient  tonicity  to  the  supports  to  do  without  the  ring. 
Riding  is  giving  what  previous  months  of  activity  did  not,  and 
during  her  rides  the  hard-rubber  Smith  pessary  never  makes  its 
presence  known. 

Cases  V.  and  VI.  are  practically  the  same,  for  the  wheel  is 
especially  adapted  to  such. 

Case  VII. — A  young   woman,  originally  robust,  over-anxious 
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about  her  children,  and  the  house  imprisonment  thereon  conse- 
quent, with  a  life  habit  of  waist  constriction  which  developed 
the  usual  atrophies  about  the  trunk,  active  and  otherwise  well 
built,  but  complaining  of  constant  backache,  was  suffering  from 
membranous  dysmenorrhea  with  relaxed  uterine  supports  and 
retroversion.  An  operation  had  no  effect  in  removing  the 
causes,  and  treatment,  therefore,  none  in  diminishing  the  dis- 
tresses. The  use  of  the  wheel,  however,  promises  already  large 
results,  both  locally  and  generally. 

Case  YIII. — This  patient  had  frequent  attacks  of  posterior 
parametritis  and  is  of  fragile  build.  The  exercise  on  a  light 
wheel  on  good  roads  is  so  easy  that  she  has  steadily  gained,  has 
overcome  her  constipation  (an  important  argument  for  the 
wheel),  and  has  gone  long  without  a  relapse. 

Summary. — Under  proper  conditions  of  costume  and  posture, 
with  care  that  the  exercise  be  gradually  increased  and  properly 
graded  for  the  individual  case,  and  where  there  is  no  acute  in- 
flammation to  contraindicate  it,  bicycling  will  probably  show 
itself  capable  of  large  results  as  an  agent  in  curing  pelvic  dis- 
orders, since  it  is  one  of  the  few  exercises  which  attract  women. 

In  view  of  women's  disabilities,  and  the  disadvantages  under 
which  she  has  suffered  in  attempts  to  obtain  interesting  and 
beneficial  muscular  exercise,  it  seems  hardly  too  much  to  say 
that  the  promise  from  the  bicycle  is  far-reaching.  Through  it 
and  the  habits  it  will  engender  we  look  for  better  dress,  freer 
dress,  shorter  dress  in  bad  weather  ;  for  better  exercise,  for  out- 
of-door  activity,  for  steadier  nerves,  stronger  muscles,  painless 
periods,  easy  labors. 


PELVIC    MASSAGE  IN   GYNECOLOGY.1 


W.   H.   RUMPF,   M.D., 
Chicago,  m. 


I  take  the  liberty  to  present  to  your  Society  this  evening  a 

paper  upon  pelvic  massage,  a  subject  which  I  think  has  received 

too  little  attention  from  American  gynecologists.     The  excellent 

1  Thesis  read  before  the  Chicago  Gynecological  Society,  November  16th, 
1894. 
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results  which  massage  lias  given  us  in  the  treatment  of  many 
surgical  and  medical  diseases  are  universally  recoguized.  Mas- 
sage is  indicated  in  all  cases  in  which  it  is  desired  to  help  Nature 
improve  the  circulation,  either  by  absorption  of  the  products  of 
exudation  or  by  increasing  the  tonicity  of  tissues  that  have  be- 
come inactive  and  congested.  These  pathological  conditions  are 
more  liable  to  occur  in  the  uterus  and  its  appendages  than  in 
any  other  organs  in  the  body  ;  therefore,  if  pelvic  massage  can 
be  made  practicable,  its  use  is  certainly  indicated.  The  experi- 
ence of  excellent  gynecologists  both  of  this  country  and  Europe 
has  proven  that  it  is  practicable,  and  the  results  obtained  have 
been  very  good. 

The  technique  of  pelvic  massage  is  not  easy  to  acquire  and  is 
difficult  to  learn  from  written  description.  These  are,  I  think, 
the  chief  reasons  why  so  little  use  has  been  made  of  it  and  why 
many  have  discarded  it  as  impracticable.  The  fact  that  it  origi- 
nated from  a  man  who  was  not  a  physician  justifies  scepticism. 
However,  it  is  neither  liberal  nor  logical  to  discard  it  for  this 
reason. 

The  originator  of  the  system,  Thure  Brandt,  of  Stockholm, 
was  a  teacher  of  Swedish  gymnastics.  The  first  incentive  to 
this  new  train  of  thought  was  given  him  in  1847,  when  a  man 
came  to  him  with  acute  prolapse  of  the  rectum.  He  put  the 
patient  in  the  Trendelenburg  position  and  tried  to  gradually 
force  his  right  hand  deep  into  the  pelvis  in  the  left  hypogas- 
trium.  He  hoped  in  this  way  to  pull  the  prolapsed  rectum  into 
place.  At  the  same  time  he  made  a  series  of  quick  vibrating 
motions  over  the  prolapsed  bowel  to  increase  the  tonicity  of 
the  intestinal  muscles.  The  cure  was  complete  and  permanent. 
Some  years  later  it  occurred  to  him  to  try  the  same  method  in 
prolapse  of  the  uterus,  and  in  1861  he  successfully  treated  his 
first  case.  His  success  in  cases  which  had  hitherto  been  con- 
sidered almost  incurable  soon  drew  the  attention  of  Swedish 
physicians  to  pelvic  message. 

However,  Brandt  had  to  contend  against  a  great  array  of 
adverse  and  spiteful  criticism,  and  it  was  not  until  Schultze,  of 
Jena — a  man  of  unimpeachable  reputation,  who  at  the  instigation 
of  Profanter,  of  Vienna,  consented  to  test  a  number  of  cases 
that  were  turned  over  to  Brandt  for  treatment— warmly  indorsed 
the  method  that  this  addition  to  therapeutics  becamely  widely 
known.     The  outcome  of  this  test  was  published  by  Profanter 
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and  indorsed  by  Schultze  in  1S87,  and  since  that  time  the  disci- 
ples of  Brandt  have  rapidly  increased  in  number  and  the  litera- 
ture on  the  subject  is  now  quite  extensive. 

The  general  indications  for  the  use  of  massage  are  well  stated 
by  Vineberg '  in  his  excellent  paper  published  several  months 
ago.  They  are  the  following:  "  Kesidua  of  inflammatory  pro- 
cesses; cicatricial  contractions  ;  thickening  and  shortening  of  the 
several  uterine  ligaments  ;  wide,  loose  adhesions  cementing  to- 
gether the  peritoneal  surfaces  ;  firm,  stout  cords  and  bands  pass- 
ing from  organ  to  organ  or  from  organ  to  pelvic  wall ;  displace- 
ments and  fixations  of  the  uterus,  tubes,  and  ovaries."  The 
contraindications  are  pus  and  malignant  growths. 

Before  entering  more  fully  into  the  indications  as  regards  the 
specific  pathological  conditions,  I  will  say  a  few  words  about  the 
technique  of  pelvic  massage. 

The  patient  lies  with  her  hips  resting  on  the  end  of  a  low 
couch,  with  the  thighs  and  legs  flexed,  and  the  feet  resting  on  a 
chair  placed  about  a  foot  from  the  end  of  the  couch.  The  ope- 
rator sits  at  the  left  of  the  patient  and  introduces  one  or,  better, 
two  fingers  of  the  left  hand  into  the  vagina,  passing  his  arm 
under  the  left  knee  of  the  patient.  The  sole  purpose  of  the 
fingers  in  the  vagina  is  to  raise  or  fix  the  parts  to  be  treated. 
The  massage  is  done  entirely  with  the  right  hand. 

The  first  objection  commonly  made  to  massage  is  that  it 
arouses  erotic  sensations  and  may  lead  to  masturbation.  There 
is,  however,  very  little  irritation  if  the  fingers  are  kept,  as  they 
should  be,  on  the  floor  of  the  perineum,  away  from  the  clitoris, 
and  perfectly  quiet. 

After  having  introduced  the  fingers  of  the  left  hand,  the  right 
hand  is  placed  on  the  abdomen,  passing  from  above  under  the 
skirts,  which  have  previously  been  loosened  at  the  waist.  The 
patient  is  entirely  covered  ;  she  is  resting  on  an  ordinary  couch 
and  not  a  fear-inspiring  operating  table,  and  will  give  infinitely 
less  trouble,  as  regards  contraction  of  the  abdominal  muscles, 
than  when  in  the  usual  position  for  examination.  The  massage 
may  now  be  commenced.  Great  tenderness  may  make  this  dif- 
ficult, but  is  not  a  contraindication,  because  tenderness  alone  is 
an  indication  for  massage.     It  should  consist  of  gentle,  circular 

1  Vineberg,  H.  M.  :  "Two  Years'  Experience  in  Pelvic  Massage,"  Ameri- 
can Journal  of  Obstetrics.  1893,  xxvii.,  161.  392. 
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motions  in  the  direction  of  the  venous  circulation  of  the  organ 
to  be  manipulated.  Brandt  himself  gives  this  rule  :  u  Begin  all 
massage  gently,  more  in  the  surrounding  of  the  diseased  part, 
and  when  the  first  tenderness  has  disappeared  bear  on  more 
heavily,  taking  short  rests  in  between.  Stop  the  massage  gently 
as  you  began,  and  finish  by  placing  the  hand  flat  on  the  abdo- 
men or  by  making  a  few  short,  vibrating  motions.'9 

This  procedure  should  be  repeated  daily;  the  time  of  each 
treatment  should  be  about  ten  minutes.  Menstruation  is  not 
necessarily  a  contraindication;  in  fact  the  treatment  will  often  be 
found  most  beneficial  at  that  time  for  the  relief  of  dysmenorrhea. 
It  may  be  difficult  at  times  to  exclude  the  contraindications — 
that  is,  pus  and  malignant  growths.  The  massage  itself  aids  ma- 
terially in  making  accurate  diagnoses.  The  pain  which  makes 
it  difficult  to  accurately  outline  the  organs  at  the  first  examina- 
tion is  in  itself  an  indication  for  the  massage.  It  is  astonishing 
how  much  relaxation  can  be  obtained  by  the  use  of  massage  for 
a  few  minutes. 

An  important  factor  in  pelvic  massage  is  the  contractility  of 
the  uterus.  Arendt1  and  other  investigators  have  shown  that 
any  uterus,  after  being  manipulated  for  some  time,  will  contract. 
This  is  most  strikingly  illustrated  in  the  puerperal  uterus,  but  it 
is  very  frequently  noticed  during  the  massage  of  a  non-puerperal 
uterus,  and  it  is  easier  to  map  out  from  its  surroundings  a  uterus 
that  is  hard  than  one  which  is  soft  and  flabby.  I  believe  that 
examination  of  patients  in  narcosis  to  verify  diagnosis  can  be  dis- 
pensed with  in  a  great  many  cases  by  the  use  of  massage.  The  pa- 
tient is  really  being  examined  during  the  whole  time  of  the  treat- 
ment; the  rapid  circular  motion,  by  removing  the  congestion,  helps 
to  relieve  the  tenderness,  and  by  beginning  the  massage  in  the 
periphery  of  the  seat  of  pain  the  patient's  attention  is  diverted 
from  the  pain.  Thus  the  hand  is  gradually  pressed  more  deeply 
into  the  pelvis,  and  at  each  treatment  some  thickening  or  adhesion 
will  be  discovered  which  was  not  so  apparent  at  the  previous 
examination. 

Another  and  most  valuable  result  which  is  obtained  inciden- 
tally from  massage  treatment  is  the  regulation  of  the  action  of 
the  bowels.  In  all  cases  in  which  there  is  chronic  constipation 
— and  the  exceptions  are  few — the  treatment  should  be  con- 

1  Arendt :  "  Contractility  of  the  Uterus,"  Transactions  Tenth  Internat.  Med. 
Congress,  Berlin,  1890. 
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eluded  by  making  the  circular  movements  for  a  few  minutes 
along  the  ascending,  transverse,  and  descending  colon,  and  the 
results  have  been  very  gratifying.  This  natural  mode  of  regu- 
lating the  bowels  has  a  good  effect  in  turn  on  the  other  pelvic 
organs  by  relieving  the  pressure  from  distended  intestines  on 
blood  vessels.  The  importance  of  general  treatment  in  gyne- 
cology is  often  overlooked,  and  the  tampon  frequently  gets  the 
credit  when  the  cathartic  pill  really  deserves  it.  I  believe  that 
Brandt  has  had  better  success  than  his  disciples  because  he  has 
laid  so  much  stress  on  general  treatment,  and  especially  on 
Swedish  gymnastics.  If  carried  out  properly  and  scientifically 
the  latter  will  undoubtedly  be  of  material  aid.  But  the  busy 
gynecologist  cannot  afford  the  time  necessary  to  direct  these 
exercises ;  they  form  a  special  branch  of  study,  and  the  acquire- 
ment of  a  proper  knowledge  of  this  branch  would  require  many 
months  of  practical  work. 

I  will  review  briefly  some  of  the  more  important  pathological 
conditions  in  which  massage  has  been  found  particularly  useful. 
The  first  of  these  is  retrodeviation  of  the  uterus.     A  typical, 
chronic,  fixed  retroflexion  with  firm  adhesions,  thickening  and 
infiltration  of  all  ligaments,  and  large  congested  uterus,  has  always 
been   a  gynecological   bugbear.     The  forcible  breaking  of  the 
adhesions,  according  to  Schultze,  is  often  very  dangerous,  often 
causes  fresh  lesions  which,  healing  by  cicatricial  contraction,  will 
render  the  wearing  of  a  pessary  impossible  and  make  the  patient's 
condition  worse  than  before.     In  such  cases  the  object  of  the 
massage  is  to  relieve  the  pain  and  congestion,  to  gradually  raise 
the  uterus  from  its  fixed  surroundings,  and,  finally,  to  keep  it  in 
position.     The  first  of  these  requirements  is  nearly  always  ful- 
filled ;  the  second  is  more  difficult  and  the  third  the  most  diffi- 
cult of  accomplishment.    By  pulling  at  the  adhesions  every  day, 
and  by  this  perfectly  mechanical  method  increasing  the  circula- 
tion, the  regeneration  of  the  muscular  and  elastic  tissues  of  the 
ligaments  is  facilitated  and  at  the  expense  of  the  tissue  foreign 
to  the  ligaments — namely,  the  fibrous  tissue  which  has  increased 
in  consequence  of  inflammation.     In  other  words,  massage  helps 
Nature  to  restore  to  the  organs  their  normal  tonicity  by  mechani- 
cally removing  the  obstacles  which  impede  proper  circulation.    A 
factor  in  the  treatment  which  assists  the  massage  proper  is  the 
lifting  of  the  uterus  for  the  purpose  of  stretching  the  adhesions. 
Although  the  uterus  is   being  constantly  lifted   by  the   inner 
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fingers  during  massage,  Brandt  has  also  devised  a  very  ingenious 
method  of  accomplishing  this  from  the  outside.  This  manipula- 
tion requires  an  assistant,  who  fixes  the  uterus,  parallel  with  the 
os  sacrum,  between  his  two  fingers  in  the  vagina  and  his  outer 
right  hand.  The  operator  now  places  his  hands  under  the  right 
hand  of  the  assistant,  the  ulnar  sides  of  his  hands  close  around  the 
uterus,  grasp  it  and  pull  it  upward  toward  the  navel.  After  a 
little  practice  this  is  easily  accomplished  and  traction  will  be  ex- 
erted not  only  on  the  posterior  but  also  on  the  anterior  or  vesico- 
uterine adhesions  which  frequently,  by  shortening  the  anterior 
vaginal  wall,  prevent  perfect  reposition  of  the  uterus.  On  this 
procedure  depends  principally  the  successful  fulfilment  of  the 
third  requirement — namely,  retaining  the  uterus  in  its  proper 
place. 

The  second  pathological  condition  calling  for  pelvic  massage 
is  chronic  para-  and  perimetritis.  In  these  conditions  the  liga- 
ments are  thickened  by  the  products  of  inflammation.  This 
thickened  mass  compresses  vessels  and  nerves  and  causes  a  host 
of  distressing  symptoms.  In  these  cases  the  massage  should 
always  be  given  gently  at  first,  and  may  afterward  be  increased 
so  that  even  the  whole  right  hand  or  fist  may  be  used. 

The  third  pathological  condition  in  which  massage  may  be 
useful  is  chronic  metritis ;  and  the  fourth,  prolapse  of  the  uterus. 
The  successes  obtained  in  the  treatment  of  prolapse  have  appa- 
rently been  obtained  only  by  Brandt  and  a  few  others,  and  I  be- 
lieve that  in  this  pathological  condition  we  must  first  resort  to 
other  methods  of  treatment.  In  the  forms  of  prolapse  in  which 
the  pelvic  floor  is  comparatively  solid  and  not  weakened  by  peri- 
neal lacerations,  in  which,  in  other  words,  the  prolapse  is  due 
simply  to  a  relaxation  of  the  supporting  ligaments  of  the  uterus 
from  subinvolution,  Brandt's  treatment  may  produce  good  re- 
sults. In  the  other  forms  of  prolapse  the  perineum  must  first  be 
restored. 

In  conclusion  let  me  say  that  I  do  not  consider  massage  a  cure 
for  all  diseases  of  the  female  generative  organs.  It  is  in  many 
cases  only  a  helping  therapeutic  agent.  The  curette  has  its 
undisputed  right  in  diseases  of  the  uterine  mucosa  in  which  an 
increased  or  unhealthy  growth  of  the  glandular  or  interstitial 
tissue  has  taken  place.  The  tampon,  pessary,  and  douche  also 
have  their  place  as  valuable  adjuvants.  I  should  like  to  claim 
for  massage,  however,  not  only  the  right  to  be  named  in  text 
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books  as  a  therapeutic  agent,  but  as  an  agent  which  deserves  a 
place  in  the  front  rank. 

I  have  treated  nearly  one  hundred  cases  in  private  and  dis- 
pensary practice  by  pelvic  massage,  and  hope  to  report  the  more 
important  of  these  at  a  future  period.  Suffice  it  to  say  here  that 
my  results  in  most  cases  have  been  satisfactory,  both  to  my  pa- 
tients and  myself,  and  in  many  cases  all  previous  methods  of 
treatment  had  failed  to  effect  any  improvement.  I  count  as  one 
of  the  most  gratifying  features  of  my  results  that  I  have  been 
able  to  save  many  ovaries  from  extirpation. 
87  East  Eighteenth  street. 


RESTORATION  OF  INTESTINAL   CONTINUITY  WITHOUT 
MECHANICAL  DEVICES.1 


W.   E.   B.  DAVIS,   M.D., 
Birmingham,  Ala. 


So  much  has  been  written  recently  on  the  subject  of  intestinal 
surgery  that  I  hesitate  to  add  anything  to  what  has  already  been 
said.  Conclusions  have  been  drawn  from  many  experiments  on 
lower  animals  by  surgeons  of  experience  and  by  others  anxious 
to  gain  reputations  as  abdominal  surgeons.  Enthusiasts  for 
special  operations  and  for  special  devices  have  claimed  for  their 
special  technique  and  operations  more  than  has  been  sustained 
by  the  experience  of  unbiassed  workers.  It  is  not  the  purpose  of 
this  paper  to  claim  originality  for  any  special  technique  or  ope- 
ration, but  rather  to  consider  the  various  operations  and  to  show 
that  mechanical  devices  can,  in  the  great  majority  of  cases,  be 
better  dispensed  with  by  the  surgeon  who  has  had  much  experi- 
ence in  intestinal  work  either  on  the  lower  animal  or  on  the 
human  intestine.  Still  there  is  a  place  for  the  anastomosis  bone 
plates,  catgut  plates,  and  other  devices  of  this  sort,  and  the 
Murphy  button,  but  the  experienced  surgeon  will  find  the  field 
of  their  application  very  limited.  These  devices  are  of  great 
assistance  to  the  surgeon  of  limited  experience  in  this  class  of 
work,  and  should  be  recommended  in  the  event  of  an  operation 
having  to  be  done  by  one  who  has  not  had  the  opportunity  of 

1  Read   at  the  seventh  annual  meeting  of  the   American  Association  of 
Obstetricians  and  Gynecologists. 
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becoming  skilled  in  suturing  the  intestine.  The  Murphy  button 
is  a  valuable  device  for  cholecystenterostomy  and  is  superior  to 
anything  yet  suggested  for  that  purpose.  The  button  is  so  small 
that  it  can  pass  through  the  intestine  without  causing  any  trouble, 
and  it  can  be  depended  upon  with  almost  absolute  certainty  to 
produce  satisfactory  adhesion  and  a  competent  opening  between 
the  gall  bladder  and  intestine.  Still,  as  I  have  stated  in  a  paper 
read  before  the  American  Medical  Association,  I  believe  this 
operation  has  but  a  limited  application  ;  that  in  those  cases 
where  there  is  a  stone  in  the  duct  the  duct  should  be  opened 
and  the  stone  removed  and  thus  the  continuity  of  the  duct  estab- 
lished. But  this  paper  does  not  deal  with  that  part  of  the  sub- 
ject, and  I  would  refer  to  my  remarks  in  the  sixth  volume  of  the 
Southern  Surgical  and  Gynecological  Association  Transactions 
for  a  more  complete  discussion. 

It  is  pretty  generally  conceded  that  the  contraction  after  anas- 
tomotic operations  on  the  intestine  will  ultimately  be  at  least 
one-half  the  original  opening.  So  in  doing  anastomosis  this 
must  be  borne  in  mind,  and  an  operation  which  does  not  make 
the  connection  sufficiently  large  to  allow  of  this  amount  of  con- 
traction is  not  to  be  recommended.  The  Murphy  button  will 
not  accomplish  this,  inasmuch  as  it  cannot  be  larger  than  the 
calibre  of  the  gut,  and  the  Senn  bone  plate  cannot  be  made  large 
enough  for  that  purpose.  The  catgut  plate  of  J.  D.  S.  Davis 
may  be  made  of  any  size,  inasmuch  as  it  is  cut  from  catgut  discs 
of  large  size,  but  it  is  not  equal  to  the  stitch  method  in  the  hands 
of  the  experienced  surgeon.  Still,  it  is  superior  to  the  other 
anastomotic  plates,  with  perhaps  the  exception  of  the  rawhide 
plate  of  Robinson,  which  can  be  made  of  any  size.  The  Murphy 
button  is  objectionable  from  the  fact  that  the  opening  cannot  be 
made  sufficiently  large  for  permanent  results,  but  has  the  advan- 
tage of  not  requiring  the  outside  safety  stitch,  and  hence  the 
operation  can  be  done  very  quickly  even  by  the  inexperienced 
intestinal  operator,  and  should  be  recommended  where  time  is 
very  important  and  where  the  surgeon  has  not  become  familiar 
with  the  stitch  methods;  for  even  though  obstruction  should 
follow,  a  subsequent  operation  could  relieve  it.  I  make  this 
suggestion  from  the  fact  that  where  time  is  so  important  a  factor 
the  operation  would  usually  be  a  life-saving  one. 

The  favorable  results  which  are  reported  by  Dr.  Murphy  can- 
not be  considered  reliable,  from  the  fact  that  his  statistics  are 
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based  upon  reports  sent  him  by  a  large  number  of  operators. 
Of  course  those  who  are  successful  in  their  operations  are  glad 
to  report  to  him  at  once,  while  those  who  are  unsuccessful  gene- 
rally say  nothing  to  him  about  their  failures.  Therefore  his 
statistics  cannot  be  considered  in  any  sense  reliable.  It  will 
require  a  good  deal  more  time  to  demonstrate  the  dangers  which 
are  incident  to  the  use  of  the  button.  Certainly  a  non-absorbable 
material  of  the  size  of  the  button  in  the  intestine  is  a  great 
objection  to  it.  He  reports  a  case  in  which  the  button  was  found 
in  the  stomach,  and  gives  as  an  explanation  that  perhaps  the 
intestine  became  atrophied  and  was  not  large  enough  to  allow 
the  passage  of  the  button.  I  am  sure  that  his  explanation  is  in- 
correct and  that  the  button  was  thrown  into  the  stomach  owing 
to  retrostalsis.  There  is  usually  vomiting  after  all  operations  of 
this  sort,  and  the  button  is  more  liable  to  be  thrown  above  than 
to  be  directed  downward.  I  would  suggest,  in  the  cases  in  which 
the  button  is  used  in  the  stomach  or  in  the  gall  bladder,  that  the 
part  for  the  inside  of  the  intestine  be  made  larger  than  the  part 
that  goes  into  the  stomach  or  gall  bladder.  This  would  prevent 
this  complication  which  might  call  for  a  subsequent  operation. 
Dr.  Murphy  states  that  the  contraction  in  these  operations  is  due 
to  cicatricial  formation,  and  that  it  is  the  purpose  of  the  surgeon 
to  avoid  this  if  possible.  He  thinks  that  the  history  of  vesico- 
vaginal fistula  is  the  history  of  intestinal  approximation,  and  that 
the  opening  will  not  contract  produced  by  the  tissue  atrophy 
induced  by  the  button.  I  am  sure  that  time  will  prove  the 
correctness  of  his  conclusions. 

The  end-to-end  operation,  or  circular  enterorrhaphy,  is  a 
dangerous  procedure  from  the  fact  that  injury  to  the  mesenteric 
border  is  liable  to  produce  sloughing,  and  it  is  never  possible  to 
say  that  you  will  not  have  this  complication  follow  the  opera- 
tion;  besides,  any  stitch  method  in  the  end-to-end  operation 
requires  so  much  time  that  it  should  be  objected  to  usually  on 
that  account.  The  Murphy  button  can  be  used  very  satisfac- 
torily for  this  purpose,  and  where  an  end-to- end  operation  is 
resorted  to  I  am  of  the  opinion  that  this  device  should  be  used, 
unless  the  surgeon  is  an  expert  in  intestinal  suturing.  However, 
the  button  is  liable  to  produce  the  same  condition  that  you  get 
after  stitching  the  ends  of  the  bowel— viz.,  perforation  and  gene- 
ral peritonitis.  The  end-to-end  operation  is  the  ideal  one,  but 
when  we  consider  the  dangers  of  this  procedure  it  would  seem 
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that  the  lateral  coaptation  should  be  resorted  to  in  the  cases  in 
which  circular  enterorrhaphy  could  be  done.  There  are  many 
cases  in  which  it  is  not  necessary  to  make  a  resection  of  the 
bowel  and  in  which  anastomosis  must  be  done,  and  in  these 
cases  I  am  convinced  that  the  stitch  method  should  be  adopted. 
Some  years  ago  I  conducted  a  number  of  experiments  with  circu- 
lar enterorrhaphy,  and  my  results  confirmed  the  conclusions  of 
others  who  have  worked  in  the  same  line,  that  it  is  an  unsafe 
procedure.  I  also  brought  the  bowel  together  by  what  has  been 
termed  a  circulo-lateral  enterorrhaphy.  In  this  operation  the 
ends  of  the  intestine  were  approximated  at  the  expense  of  the 
convexity  of  the  bowel,  in  such  a  manner  as  to  increase  the  cali- 
bre of  the  gut  to  any  extent  desired.  But  the  strain  on  the 
circulation  is  great,  and  a  large  proportion  of  these  cases  will 
not  be  successful.  In  this  operation  of  circulo-lateral  enteror- 
rhaphy the  mesentery  of  the  resected  gut  is  left  in  situ  and  the 
ends  of  the  intestines  are  brought  together  by  through-and- 
through  interrupted  sutures  which  are  tied  on  the  inside  of  the 
bowel.  They  are  continued  on  each  side  until  the  bowels  are 
approximated  to  about  one-half ;  then  an  incision  is  made  so  as 
to  increase  the  calibre  of  the  gut,  and,  after  the  corners  are 
trimmed  off,  the  same  plan  of  suturing  is  continued,  the  last  one 
being  turned  in.  An  uninterrupted  suture  is  then  taken  through 
the  peritoneum  and  muscular  layers  of  the  intestine  around 
the  incision.  The  mesentery,  which  has  been  left,  is  brought 
around  the  wound  of  the  intestine  and  kept  in  place  by  stitches. 
But,  as  I  have  said,  this  is  a  dangerous  procedure  and  should 
not  be  resorted  to,  although  it  would  appear  at  first  very  practi- 
cable. The  Abbe  method  of  stitching  the  bowel  in  intestinal 
anastomosis  is  thus  described  : 

•'  Bring  the  two  surfaces  that  it  is  proposed  to  unite  well  up 
in  the  wound,  and  surround  them  by  small  compresses  of  gauze 
or  towels,  or  flat  sponges  wrung  out  of  hot  water. 

"  Have  at  hand  a  half-dozen  cambric  needles  threaded  with 
ordinary  finest  black  embroidery  silk  that  has  been  well  boiled 
and  kept  in  alcohol.  Cut  in  lengths  of  not  more  than  twenty-four 
inches  and  tie  with  a  single  knot  at  the  eye  of  the  needle,  with  one 
end  cut  to  within  two  inches.  Apply  two  parallel  rows  of  con- 
tinuous Lembert  suture,  a  quarter  of  an  inch  apart  and  an  inch 
longer  than  the  proposed  cut.  Leave  each  thread  with  its  needle 
attached  at  the  end  of  its  row.     Now  open  the  bowel  by  scissors, 
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cutting  a  quarter  of  an  inch  from  the  sutures,  both  rows  of  which 
are  to  remain  on  one  side  of  the  cut.  Make  the  bowel  opening 
four  inches  long.  Apply  clamps  temporarily  to  several  bleed- 
ing points,  pinching  the  entire  thickness  of  the  cut  edge  without 
hesitation.  Apply  no  ligatures.  Treat  the  opposing  bowel  in 
the  same  manner.  The  clamps  remaining  in  situ,  the  parts  are 
quickly  rinsed  with  water.  Another  silk  suture  is  now  started 
at  one  corner  of  the  openings  and  unites  by  a  quick  overhand 
the  two  cut  edges  lying  next  the  first  rows  of  sutures.  The 
needle  pierces  both  mucous  and  serous  coats,  and  thus  secures 
the  bleeding  vessels,  from  which  the  clamps  are  removed  as  the 
needle  reaches  them.  This  suturing  is  then  continued  around 
each  free  end  in  turn,  and  all  bleeding  points  are  thus  secured 
more  quickly  than  by  ligature.  The  serous  surfaces  around 
these  buttonholes  are  then  rapidly  secured  by  a  continuation  of 
the  sutures  first  applied,  the  same  threads  being  used,  the  one 
nearest  the  cut  edge  first.  The  united  parts  are  again  rinsed 
with  water  and  dropped  into  the  abdomen." 

In  cases  of  resection  the  ends  of  the  bowel  are  invaginated 
and  sewed  with  a  double  continuous  Lembert  suture.  After 
the  completion  of  the  anastomosis  the  ends  of  the  intestine  are 
attached  to  the  bowel  by  a  few  Lembert  stitches.  The  opera- 
tion of  Abbe  is  a  plausible  one,  but  I  do  not  regard  it  so  safe 
or  reliable  as  the  one  which  I  will  describe  and  which  has  proven 
satisfactory  in  the  experimental  work  of  my  brother  and  my- 
self. The  incision  is  not  made  so  long  as  in  the  case  of  Abbe 
and  is  about  three  inches  in  length.  In  the  case  of  gastro- ente- 
rostomy the  intestine  and  stomach  are  both  brought  into  the 
wound  and  an  incision  three  inches  in  length  made  in  both. 
Interrupted  sutures  are  taken  through  the  coats  of  the  bowel 
and  stomach  around  the  entire  length  of  the  incisions,  and  are 
tied  on  the  inside,  the  last  stitch  being  tied  on  the  outside  and 
turned  in.  A  continuous  outside  safety  stitch  through  the  peri- 
toneal and  muscular  walls  is  then  taken.  In  bringing  the  small 
intestine  together  the  same  procedure  is  followed,  the  inter- 
rupted through-and-through  stitch  of  large  silk  being  taken  in- 
stead of  the  overhand  stitch  as  recommended  by  Abbe,  and 
only  one  row  of  outside  sutures,  which  may  be  interrupted  or 
continuous,  preferably  the  latter.  This  operation  can  be  done 
very  quickly  and  is  more  reliable  than  the  various  ones  with 
mechanical  aids  to  anastomosis.     Particularly  is  this  method  of 


4s  GUNNING  :    ELECTRICITY   OF    LOW    A.MPERAGE    IN 

operating  valuable  in  cases  of  simple  stricture  of  the  bowel  ;  and 
there  will  he  a  great  many  of  these'cases  now,  inasmuch  as  there 
are  more  operations  done  on  the  intestines.  In  case  of  simple 
stricture  it  is  only  necessary  to  incise  the  bowel  two  inches 
longitudinally  on  its  convexity  and  to  bring  it  together  by  the 
interrupted  through-and-through  sutures,  somewhat  similar  to 
the  Ileineke-Mikulicz  pyloro-plastic  operation.  The  incision 
divides  the  stricture,  and  the  ends  of  the  wound  are  brought  to- 
gether by  catching  each  end  of  the  incision  with  a  double  tena- 
culum and  brino-ino-  them  together.  The  wound  is  sutured 
transversely  to  the  long  incision,  the  stitches  taken  alternately 
from  the  angles  of  the  wound,  the  last  stitch  being  taken  in  the 
middle  and  pushed  to  the  inside.  After  these  through-and- 
through  stitches  have  been  taken,  which  hold  the  wound  in 
proper  position,  an  outside  safety  continuous  Lembert  stitch  is 
passed  around  the  wound.  This  relieves  the  constriction  with- 
out the  use  of  any  foreign  substance  in  the  bowel,  and  is  an  ope- 
ration which  should  have  a  general  and  very  successful  applica- 
tion. The  operation  for  the  relief  of  stricture  of  the  rectum 
and  certain  portions  of  the  sigmoid  flexure  may  be  performed 
by  the  use  of  the  Murphy  button  as  described  by  Dr.  Bacon,  of 
Chicago.  The  application  of  the  button  in  such  cases  is  a  very 
simple  and  practical  procedure.  Also,  its  application  in  certain 
operations  on  the  rectum  for  the  removal  of  malignant  growths 
is  to  be  advised  in  bringing:  the  two  ends  of  the  bowel  together. 
This  was  suggested  by  Dr.  Walker,  of  Detroit,  and  is  a  modifi- 
cation of  the  Kraske  operation. 
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I  have  chosen  this  subject  because  I  venture  to  think  that  it  is 
one  which  has  not  received  the  degree  of  attention  from  the 
profession  that   its   importance  demands.     The   views   I    have 

1  Read  before  the  New  York  Obstetrical  Society  November  6th,  1894. 
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advanced  are  the  result  of  experiment  and  observation  carefully 
made  and  recorded  by  me,  covering  a  period  of  several  years. 
The  cases  in  this  paper  have  been  selected  for  illustration.     I 
have  had  ample  opportunity  of  watching  their  course  and  pro- 
gress, and  have  relied  on  the  facts  as  presented  by  their   records 
more  than  upon  the  remarks  and  published  statements  of  the 
over-enthusiastic  or  of  those  who  object  to  and  deny  the  value 
of  electrical  treatment,  or  upon  the  finely  drawn  and  high-tinted 
theories  of  those  who  are  nearly  ignorant  of  the  first  principles 
of  electro  physics  and  the  therapeutic  use  of  electricity,  having 
never  thoroughly  tried  it  in  practice,  but  have  theorized  about 
it  and  even  ridiculed  its  success.     (Like  the  old  lady  who  came 
iu  to  see  the  doctor.     After  the  doctor  had  carefully  examined 
her  and  expressed  his  opinion  as  to  the  cause  of  her  trouble, 
she  asked:  " Well,  doctor,  how  do  you  propose  to  treat  me?" 
"  By  electricity,"   the  doctor  replied.     With   a   long,  dejected 
countenance  she  looked  at  the  doctor  and,  shaking  her  head, 
said:  "Doctor,    I   don't  think   that  would    do  me   any  good." 
"Why   not?"   asked    the    doctor.     "Well,"   she   replied,    "to 
tell  the  truth,  I  was  struck  by  lightning  three  times  last  sum- 
mer and  it  didn't  do  me  any  good.")     Static  electricity,  gentle- 
men ;  nothing  the  matter  with   the  current,  only  in  the  method 
of  its  application.     Now,  if  they  are  not  ignorant,  they  are  too 
busy  to  attend  in  person  to  the  application  of  electricity,  so  dele- 
gate to  the  assistant,  nurse  or  wife,  who  are  ignorant  (as  regards 
the  electricity),   the  treatment  of  the  patient.     As  a  necessary 
consequence  the  results  are  nil,  and  the  whole  line  of  electro- 
therapeutics is  condemned  by  them  as  a  plaything,  a  psychic  in- 
fluence, a  placebo  and  useless.     Apropos  of  the  above,  this  is  what 
a  physician  published  in   one  of   our  recent  medical  journals 
about   the  electrical    current   and    the    cases   he    had   treated: 
He  states:     "In  my  use  of  the  primary  faradic  current  from 
the  battery  I  use  [not  named]  I  have  an  arrangement  by  which 
the  whole  number  of   cells  [did   not  say   how    many]  can   be 
brought  to  bear  upon  the  coil.     This  permits  a  greater  electro- 
motive  force.      In    this   way    we   get   a   greater   quantity   and 
strength  of  electric  current,  and  the  chemical   effects  are  en- 
hanced.    I   have   been   able   under  certain    circumstances  [not 
named]  to  obtain  a  strength  of  current  as  high  as  thirty  mil- 
amperes  from  the  primary  faradic  current   by   this   method." 
Another  publishes  his  experience  with  six  hundred  milamperes 
from  a  storage  battery.     Is  it  any  wonder  that  the  mind  of  the 
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profession    is    in    a   state  of  unrest    after  reading    sneh    arti- 
cles 1 

By  the  term  "  inter-polar  "  is  meant  a  condition  influenced  or 
induced  by  electricity  when  the  electrodes  are  placed  in  such 
position  that  the  tissue — whether  muscle,  nerve,  or  tumor — to 
be  acted  upon  must  have  both  poles  resting  on  it.  More  properly 
speaking,  the  term  "inter-polar"  is  one  whose  purpose  is  only 
to  indicate  that  both  poles  are  not  placed  upon  the  abdominal 
walls  over  the  tumor,  but  that  one  electro 'Je  (the  positive)  is 
placed  upon  the  abdominal  surface  of  the  tumor  and  the  other 
electrode  (the  negative)  is  to  be  placed  inside  of  the  body  at  the 
most  prominent  presenting  surface  of  the  tumor.  When  it  is 
in  the  vagina  and  there  applied,  it  is  called  "intra vaginal"; 
when  in  the  rectum,  "intrarectal."  Inmost  cases  the  vagina 
will  be  used.  When  using  the  electrode  in  the  rectum  it  must 
be  borne  in  mind  that  the  rectum  is  more  sensitive  to  the  elec- 
tric current  than  the  vagina,  and  in  consequence  the  stimula- 
tion to  its  walls  often  excites  peristaltic  action  and  produces  the 
sensation  of  a  desire  to  defecate;  however,  after  a  few  applica- 
tions the  rectum  becomes  accustomed  to  the  current  and  this 
difficulty  is  overcome.  By  a  current  of  low  amperage  is  meant 
any  strength  below  seventy-five  milamperes,  in  contradistinction 
to  the  three  hundred  milamperes  used  by  Apostoli,  and  usually 
employed  with  a  naked  electrode  made  of  platinum  or  block 
tin,  applied  to  the  tumor  through  the  uterine  canal  or  by  punc- 
ture made  through  the  vaginal  walls. 

When  using  a  low  amount  of  current  in  the  treatment  of 
uterine  fibroids,  it  is  better  to  keep  out  of  the  uterine  canal  and 
never  use  a  naked-pointed  electrode,  but  to  make  the  application 
through  an  electrode  with  a  non-metallic  surface.  The  following 
(see  accompanying  cut)  instrument,  made  by  the  Jerome  Kidder 
Manufacturing  Company  of  New  York,  is  one  that  has  in  my 
hands  met  the  requirements.  It  is  an  electrode  having  a  mov- 
able insulated  cup  with  a  metallic  interior,  which,  when  ready 
for  use,  should  have  a  layer  of  clay  completely  covering  the 
metal  surface  and  filling  the  cup  nearly  to  the  line  of  its  border. 
This  cup,  being  movable,  can  be  readily  fixed  to  any  angle  to 
meet  the  part  perfectly  for  application,  and,  having  the  back 
insulated,  the  only  tissues  receiving  the  current  are  those  covered 
by  the  clay  surface ;  therefore  there  is  no  loss  of  energy.  When 
using  a  small  amount  of  current  the  battery  need  not  be  a  large 
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one.     One  composed  of  twenty  Leclanche  cells  will  furnish  the 
necessary  current  when  the  electrodes  here  suggested  are  used. 

The  abdominal  electrode  should  be  about  live  by  twelve  inches 
in  size,  made  of  sheet  lead,  having  a  connecting  post  soldered  to 
the  middle  portion  of  it  for  the  attachment  of  the  connecting 
cord.  The  lead,  being  soft  and  pliable,  is  easily  bent  to  fit  the 
surface  of  the  abdomen.  This  plate  should  be  covered  with 
potter's  clay  to  make  close  contact  with  the  skiu.  Cotton  lint 
does  very  well,  but  requires  more  battery  power.  The  reasons 
I  now  give  for  the  non-puncturing  plan  and  the  keeping  out  of 
the  uterine  canal  are  that,  in  my  experience,  I  find  that  often 
I  cannot  reach  the  tumor  nearly  so  well  by  the  uterine  canal ;  or 
the  electrode  may  slip  out  of  position,  or  it  may  become  non- 
insulated.  I  have  seen  the  uterine  canal  charred  and  burned 
until  the  canal  was  large  enough  to  allow  the'introduction  of  my 


little  finger,  without  producing  much  effect  upon  the  tissues  of 
the  tumor.  I  believe  that  the  absorption  of  the  tumor  is  not 
increased  by  this  process  of  suppuration,  and  I  also  believe  that 
the  suppurating  burn  opens  a  way  for  the  absorption  of  septic 
germs.  Many  cases  have  been  recorded  where  uterine  colic, 
elevation  of  temperature,  inflammatory  exudation  or  abscess 
(after  electrical  puncture)  have  resulted.  This  complication  is 
very  likely  to  follow  a  puncture  of  cystic  fibromata,  and  cases 
have  been  reported  (under  this  heading)  of  death.  Occasionally 
it  happens  that  intrauterine  applications  have  failed  to  check 
hemorrhage.  Another  objection  to  intrauterine  application  is 
the  impossibility  of  inserting  the  electrode  into  the  uterine  canal 
in  the  case  of  large  fibroids,  and  that  the  entire  action  of  change 
in  the  tumor  is  produced  by  the  electric  energy.  So  believing, 
I  determined  to  give  the  matter  a  fair  trial  by  using  the  electric 
current  without  causing  a  denuding  of  the  surface  tissues.  The 
test  showed  that  the  energy,  free  from  cauterization,  must  receive 
all  the  credit. 
Method  of  Application. — Wash  the  surface  of  the  skin  with 
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diluted  vinegar,  after  which  apply  the  external  electrode  in 
position  over  the  abdominal  surface  of  the  tumor.  This  should 
be  the  first  thing  done,  so  that  by  the  time  the  other  electrode 
is  applied,  the  connection  with  the  battery  made,  and  all  is  in 
readiness  for  the  treatment,  the  skin  of  the  abdomen  is  moist 
and  offers  but  little  resistance  to  the  current  and  less  pain  is 
given  to  the  patient.  The  next  thing  in  order  is  the  covering 
of  the  metal  surface  of  the  internal  electrode  with  a  layer  of 
moistened  clay,  filling  the  cup  to  its  border;  then  flex  the  cup 
parallel  with  the  handle,  thus  adapting  the  instrument  to  the 
fissure  of  the  vulva,  and  introduce  it,  following  the  plan  for 
placing  a  pessary.  When  inside  the  vagina  turn  the  screw  in 
the  handle  until  the  proper  flexion  is  secured  for  close  contact 
with  the  parts  selected  for  the  concentration  of  current.  After 
it  is  in  position  make  connection  with  the  battery,  then  press 
firmly  on  the  internal  electrode  and  turn  on  the  current. 

In  this  age  of  aseptic  care  the  treatment  of  uterine  fibroids 
may  be  carried  out  as  well  by  keeping  the  electrode  out  of  the 
uterine  canal  and  the  puncturing  spear  from  being  plunged  into 
unknown  tissue  beyond,  which  may  be  uterine  or  tumor,  and  the 
focussing,  so  to  speak,  of  the  current  at  another  unknown  spot 
that  may  miss  the  tissues  of  the  tumor  entirely  and  cause  a 
sloughing  or  even  perforation  of  the  uterine  walls. 

Results. — I  have  found  the  plan  presented  in  this  paper  to 
produce  better  results  than  applications  made  in  the  uterine 
canal  or  by  puncture,  and  I  recommend  it  besides  for  the  follow- 
ing reasons  :  1.  The  life  of  the  patient  is  not  risked  to  any  de- 
gree by  inflammation  or  sepsis.  2.  Xo  risk  is  run  of  produc- 
ing a  stenosis  in  the  canal.  3.  It  does  not  cause  so  much  pain  or 
uneasiness. 

It  should  be  used  :  1.  "When  the  tumor  has  marked  adhesions 
(used  before  operating  it  will  reduce  adhesion).  2.  When  an 
operation  is  not  practicable.  3.  When  patients  refuse  to  be  ope- 
rated upon. 

Illustrative  Cases.  Case  I. — This  patient  came  under  my 
treatment  about  four  years  ago,  after  having  been  the  rounds 
from  one  to  another,  all  discouraging  operation  by  the  knife. 
One  or  two  whom  she  consulted  suggested  electricity.  She 
was  50  years  old,  single,  a  brain-worker,  thin,  anemic,  poorly 
nourished,  appetite  poor,  bowels  constipated — in  fact,  a  move, 
ment   of   the    bowels    was   only   secured    after  laxatives  were 
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taken  and  great  exertion  was  made  on  the  part  of  the  patient. 
She  had  pain  in  the  back,  irritable  bladder,  and  sometimes 
strangury.  Upon  introducing  the  linger  into  the  vagina  the 
roof  was  found  hard  and  nodulated,  pressing  forward  on  the 
bladder.  This  nodular  condition  extended  backward,  taking  in 
the  cervix  and  body  of  the  uterus,  leaving  only  a  point  of  the 
ceiwix  normal.  The  floor  of  the  vagina  presented  about  the 
same  condition  as  the  roof,  only  it  was  more  rounded.  The 
depth  of  the  vagina  was  filled  with  a  tumor.  She  was  about 
the  size  of  a  pregnant  woman  at  seven  months.  Examination 
per  rectum  revealed  the  nodules  extending  up  as  far  as  the 
upper  third  of  the  sacrum  under  the  tumor  and  nearly  filling  the 
cavity  up  to  the  sacrum.  The  space  was  so  small  between  the 
tumor  and  sacrum  that  it  was  with  the  greatest  difficulty  a  small 
catheter  could  be  passed.  This  case  was  treated  without  punc- 
ture, with  an  average  strength  of  current  of  one  hundred  railam- 
peres  of  five  minutes'  duration,  given  twice,  sometimes  thrice  a 
week.  The  rectum  became  normal  in  size.  The  tumor  moved 
in  its  contraction  in  the  following  manner:  upward,  backward, 
and  laterally.  The  uterus  became  mobile  ;  the  vagina  increased 
in  size.  The  patient  was  permitted  to  marry,  coitus  did  not 
cause  distress,  and  she  is  at  the  present  time  well,  well  nourished, 
and  the  tnmor  is  about  gone.  It  can  only  be  felt  by  forced  con- 
joined manipulation,  and  was  a  few  months  ago  not  larger  than 
a  hen's  egg. 

Case  II. — This  case  had  an  experience  similar  to  Case  1  and 
was  treated  at  the  same  time.  She  had  been  seen  by  several  of 
our  Fellows  and  an  operation  had  been  advised.  There  was  a 
nodular  form  of  tumor,  composed  of  three  fibroids  the  size  of 
goD3e  egg*,  located  svell  down  in  the  vagina.  Electricity  was  ap- 
plied as  in  the  formar  case,  but  using  only  a  current  of  seventy- 
five  milamperes  as  an  average.  This  tumor  has  about  disap- 
peared, so  much  so  that  the  patient  cannot  find  it  herself.  She 
has  improved  in  like  maimer  as  Case  1.  She  was  married  ; 
menses  are  regular,  occasionally  rather  profuse ;  age  45  years, 
and  is  the  mother  of  one  child. 

Case  III. — A  single  woman,  35  years  old  ;  profuse  menses. 
Her  tumor  was  about  the  size  of  a  cocoanut,  and  the  ute- 
rus seemed  to  occupy  the  centre  of  it  and,  except  the  extreme 
end  of  the  cervix,  was  entirely  hidden.  On  either  side  of  the 
cervix  was   a  tumor    the  size   of  an    English  walnut,  pushing 
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down  the  walls  of  the  vagina.  An  operation  had  been  advised 
by  a  Fellow  of  this  Society.  This  case  has  been  treated  about 
five  months  with  an  average  current  of  sixty  milamperes.  To- 
day the  uterus  is  nearly  out  of  the  mass  and  the  tumor  is  at- 
tached to  the  posterior  portion.  On  examination  it  feels  like  a 
large,  subinvoluted  uterus  retroverted.  Her  general  symptoms 
are  improved  and  she  feels  "something  like  herself  again." 

Case  IY. — This  case  was  sent  me  by  Dr.  Warren  Schoonover, 
of  this  city;  had  been  seen  by  a  Fellow  of  this  Society;  an 
operation  was  advised.  The  tumor  was  the  size  of  a  man's  fist, 
situated  on  the  right  side  of  the  uterus,  nearly  tilling  the  space 
between  this  organ  and  the  pelvic  bone  ;  it  was  hard  and  sensi- 
tive ;  she  had  rather  profuse  menses,  was  anemic,  with  general 
symptoms  as  in  the  cases  just  mentioned.  This  case  was  treated 
as  the  former  ones,  using  an  average  current  of  forty  milam- 
peres. To-day  I  examined  her  and  found  the  tumor  nearly 
gone,  the  tubes  and  surrounding  organs  and  tissues  nearly  nor- 
mal. 

Case  Y. — A  young  Irishwoman  about  33  years  old  had  been 
flowing  profusely,  month  in  and  month  out,  for  two  years  ;  had 
been  through  the  usual  course  of  treatment  for  hemorrhage 
without  success;  operation  advised.  There  was  a  large  tumor 
tilling  the  cavity  of  the  pelvis  from  the  uterus  to  the  pelvic  bone 
on  right  side ;  could  readily  be  seen  through  abdominal  wall. 
This  case  has  had  about  the  same  treatment  and  dose  of  electri- 
city as  Case  4.  I  examined  her  to-day.  The  tumor  has  become 
very  small,  and  she  menstruates  regularly  and  has  done  so  for 
several  months.  This  case  was  sent  by  Dr.  Alexander  Hadden, 
of  this  city. 

Cases  3,  4,  and  5  have  received  applications  of  the  interrupted 
galvanic  current,  of  about  the  same  amperage  (or  as  much  as 
the  patient  can  bear  comfortably),  after  the  treatment  by  the 
constant  current,  the  effect  of  which  is  to  cause  a  more  complete 
contraction. 

Summary. — There  is  no  evidence  that  operations  are  safer  or 
surer  in  their  results  than  electricity.  Many  cases  are  reported 
cured  (and  I  have  seen  quite  a  number  of  that  sort)  when  they 
have  been  simply  relieved  from  the  immediate  effects  of  the 
tumor,  but  suffer  more  than  before. 

In  looking  over  the  records  of  the  New  York  Board  of 
Health  I  find  that  in    one  year  the  entire  number  of   deaths 
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from  uterine  fibroids  was  twenty-six — eleven  died  from  fibroid 
as  a  direct  cause,  fifteen  died  from  the  effects  of  the  operation. 
In  another  year  twenty-five  cases  of  death  were  reported  from 
uterine  fibroid — seven  died  from  fibroids  as  a  direct  cause, 
seventeen  died  as  the  result  of  the  operation.  This  per  cent 
seems  to  be  somewhat  different  from  the  statistics  in  journals; 
and  if  the  disease  itself  would  kill  only  this  per  cent,  what  is 
the  use  of  increasing  the  mortality  by  operating?  Electricity 
would  have  relieved  or  cured  most  of  the  cases  now  numbered 
among  the  silent.  No  matter  how  it  be  used,  it  could  never  have 
such  a  record  of  deaths. 
640  Madison  avenue. 


SARCOMA   OF  OVARIES. 


A.   H.   CORDIER,   M.D., 

Lecturer  on  Abdominal  Surgery,  Kansas  City  Medical  College, 

Kansas  City,  Mo. 


The  application  of  the  term  sarcoma  (flesh)  merely  implies 
that  this  form  of  growth  macroscopically  resembles  flesh,  and 
some  writers  have  even  classified  these  growths  as  belonging 
solely  to  the  tumors  composed  of  muscular  fibres;  but  the 
modern  pathologist  tells  us  that  these  growths  are  ubiquitous, 
that  they  occur  in  any  locality  where  connective  tissue  is  found. 
The  occurrence  of  an  ovarian  sarcoma,  though  rare,  is  no  excep- 
tion to  this  rule.  Like  sarcomata  in  other  localities,  it  may  grow 
here  in  a  patient  of  any  age.  The  ovarian  stroma  normally  has 
an  abundance  of  connective  tissue  containing  spindle-shaped 
cells.  These  growths  are  of  rapid  development  and  usually 
return  after  removal,  and  from  this  tendency  are  malignant. 
There  seems  to  be  no  limit  to  the  size  these  growths  may  attain 
when  of  ovarian  origin. 

A  marked  disposition  exists  in  these  growths  of  the  ovaries  to 
become  attached  to  surrounding  organs  and  structure?,  making 
their  entire  removal  extremely  problematical  and  dangerous.  I 
have  seen  and  operated  on  two  such  growths.  In  one  case  the 
disease  had  affected  both  ovaries.1  This  beautiful  and  rare  spe- 
cimen I  have  in  my  possession  at  this  time. 

1  See  illustration  of  the  specimen  on  page  396  of  the  "American  Text  Book 
of  Gynecology." 
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These  growths  should  be  removed  as  early  as  discovered,  and 
before  attachment  to  surrounding  organs  precludes  the  proba- 
bility of  a  clean  extirpation. 

I  believe  the  disposition  of  ovarian  sarcomata  to  become  ad- 
herent to  surrounding  tissue  is  due  to  the  capillary  ruptures 
taking  place  over  the  surface  of  the  growth  as  a  result  of  the 
rapid  development  of  the  tumor.  While  they  are  truly  malig- 
nant, in  that  they  return  and  give  rise  to  metastasis,  they  are  not 
as  likely  to  do  so  as  the  truly  cancerous  growths. 

I  am  firmly  of  the  opinion  that  in  some  cases  of  early  removal 
cures  are  effected.  Sarcomata,  growing  as  they  seem  to  from 
immature  or  fetal  connective-tissue  cells,  would  naturally  be 
expected  to  be  found  in  localities  where  fetal  structures  and 
remains  are  to  be  found,  as  in  the  ovaries,  dermoids,  etc.  Ova- 
rian sarcoma  develops  here  primarily  and  is  usually  of  the 
spindle-celled  variety. 

Solid  tumors  of  the  ovary  are  of  rare  occurrence,  the  greater 
number  by  far  being  fibroma  and  sarcoma.  Both  of  my  cases 
were  of  the  round-celled,  or  most  vicious,  form  of  these  growths. 
My  cases  were  both  married  women  between  30  and  40  years  of 
age.  A  sarcoma  of  the  ovary  may  be  of  slow  growth,  extending 
over  a  period  of  years,  and  then  suddenly  take  on  rapid  devel- 
opment, undergo  cystic  changes,  and  become  more  malignant. 
Pain  is  not  a  necessary  accompaniment  any  more  than  that  pro- 
duced by  the  rapid  growth  of  any  other  neoplasm  in  this  locality. 
It  is  an  established  fact  that  sarcoma  is  disseminated  through  the 
venous  channels,  metastasis  occurring  in  the  line  of  blood  vessels 
from  the  growth,  especially  in  the  first  locality  where  the  blood 
passes  through  a  capillary  circulation.  Hence,  the  ovarian  veins 
emptying  into  the  renal  and  inferior  vena  cava,  the  first  favor- 
able site  for  a  deposit  would  be  in  the  lungs,  while  if  from 
adhesions  and  anastomosis  with  the  mesenteric  venous  system 
the  blood  would  first  pass  through  the  liver,  and  here  we  would 
also  find  metastatic  nodules. 

The  removal  of  an  ovarian  sarcoma  seems  to  offer  the  greatest 
prospect  of  a  permanent  cure  where  it  is  done  early,  as  the  ova- 
ries are  the  most  isolated  organs  in  the  body.  A  most  deceptive 
semifluctuating  feel  exists  in  the  rapidly  growing  sarcomata. 
The  fluid  wave,  seemingly,  is  as  distinct  as  that  in  a  moderately 
tense  cystic  ovarian  growth.  It  must  be  remembered  that  in 
most  instances  there  is  more  or  less  free  fluid  in  the  peritoneum 
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surrounding  the  growth,  but  with  due  care  in  examining  the 
case  this  source  of  possible  error  may  be  detected.  When  we 
recall  the  fact  that  a  fibrosarcoma  is  a  sarcomatous  degeneration 
of  a  fibroma  (a  benign  growth),  we  at  once  see  the  necessity  of 
an  early  removal  of  any  or  all  tumors  of  the  ovaries,  regardless 
of  size  or  histological  character. 

Remove  the  benign  growths  before  this  transformation  is 
begun  or  completed,  before  the  development  of  a  sarcomatosis, 
and  before  the  engrafting  of  malignant  cells  on  to  neighboring 
organs  and  structures  essential  to  life.  The  more  experience  I 
have  in  abdominal  work  the  more  firmly  am  I  convinced  of  the 
correctness  of  the  position  I  have  held  in  regard  to  the  life- 
saving  of  women  by  early  and  completed  surgery. 

The  remarks  regarding  ovarian  sarcoma  are  equally  applicable 
to  that  disease  of  the  ovary  known  as  papilloma. 

It  is  not  rare  to  find  both  ovaries  affected  in  cases  of  small, 
round-celled  sarcoma,  the  same  being  true  of  this  species  of 
sarcoma  in  the  testis  and  retina. 

Sarcoma  of  the  ovaries  is  about  four  times  more  frequent  in 
girls  under  15  years  than  in  adult  women.  Both  ovaries  are  not 
so  likely  to  be  affected  by  sarcomata  where  the  woman  is  ad- 
vanced in  years  when  the  disease  first  begins. 

Case.  Sarcoma  of  right  ovary;  recovery  from  operation. — 
Mrs.  B.,  of  Arkansas;  married  six  years;  no  children  and  no 
miscarriages.  Menstrual  history  negative  up  to  six  months  ago, 
when  she  had  a  few  periods  with  only  two  weeks'  interval. 

In  December,  1893,  she  first  noticed  an  enlargement  in  region 
of  right  ovary,  free  from  pain  at  that  time.  This  enlargement 
grew  rapidly  and  made  quick  inroads  into  her  general  health. 

For  the  last  three  months  she  has  been  having  more  or  less 
pain  in  the  growth,  and  its  increase  in  size  has  been  very  rapid 
and  her  general  health  has  suffered  proportionately.  An  exami- 
nation reveals  an  enlargement  of  the  abdomen  extending  two 
inches  above  the  umbilicus  and  completely  filling  the  right 
inguinal  and  lumbar  regions,  and  extending  far  to  the  left  of  the 
median  line ;  rather  irregular  in  outline  on  inspection  ;  pain- 
less to  touch,  hard  and  slightly  nodular,  but  feeling  very  much 
like  a  tense  multilocular  cyst;  having  a  semifluctuating  feel 
about  it;  more  or  less  movable  from  side  to  side;  no  glandular 
enlargement.  Vaginal  examination  shows  a  small  uterus  pushed 
to  left  and  posterior  to  the  growth;  free  fluid  surrounding  the 


58  TRANSACTIONS    OF    THE 

growth.  Taking  the  history  of  a  rapid-growing  (ten  months) 
tumor  in  a  young  woman,  and  the  marked  constitutional  effect 
so  early  manifested,  the  presence  of  free  fluid  and  the  nodular 
character  of  the  growth,  I  was  led  to  believe  I  had  to  deal  with 
a  sarcoma  of  the  ovary.  The  correctness  of  my  diagnosis  was 
verified  at  the  operation. 

Operation  October  5th,  1S94,  Dr.  H.  E.  Pearse  assisting. 
A  lono;  median  incision  was  made.  A  bladder  attachment  to 
the  growth  had  pulled  that  viscus  up  to  the  navel ;  this  wa& 
separated  and  the  bladder  permitted  to  drop  down.  An  omen- 
tal adhesion  was  ligated  and  cut.  The  surface  from  which  the 
bladder  was  dissected  bled  very  profusely,  in  fact  to  such  an 
extent  that  it  was  necessary  to  grasp  the  base  of  the  pedicle 
(broad  ligament)  with  large  tissue  forceps  and  cut  the  enormous 
growth  away  and  form  the  pedicle  afterward.  This  hastened 
the  operation  and  at  the  same  time  controlled  the  bleeding  from 
the  tumor.  A  large  quantity  of  grumous  material  escaped  from 
the  peritoneum  when  the  incision  was  made.  The  cavity  was 
cleansed  thoroughly.  The  appendix  vermiformis  was  adherent 
to  the  growth,  and  was  ligated  and  removed.  The  bladder  sur- 
face continued  to  bleed,  which  necessitated  the  packing  of  this 
locality  with  iodoform  gauze  ;  this  gauze  was  removed  on  the 
third  day;  drainage  tube  to  the  bottom  of  the  pelvis;  wound: 
closed  with  silkworm-gut  sutures. 

Patient  stood  the  operation  well  and  left  the  table  with  a 
pulse  of  76.  Operation  lasted  thirty  minutes.  Drainage  tube 
and  gauze  drained  large  quantities  of  blood-stained  fluid  for 
days  after  the  operation.     Patient  made  a  good  recovery. 
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Stated  Meeting.  November  6th,  1894. 

The  President,  Bacue  McEvers  Emmet,  M.D.,  in  the  Chair, 

Dr.  H.  C.  Coe  reported  the  following 

successful  case  of  symphysiotomy. 

He  presented  a  patient  upon  whom  he  had  performed  sym- 
physiotomy two  months  before  at  the  New  York  Maternity 
Hospital.     She  was  a  multipara,    get.  40,  who  had  previously 
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borne  a  dead  child  after  a  difficult  labor.  She  entered  the 
hospital  a  month  before  the  full  term  of  pregnancy  and  was 
carefully  examined,  the  pelvic  measurements  being  as  follows: 
between  spines,  9|  inches  ;  between  crests,  10|  inches;  external 
conjugate,  7  inches;  true  conjugate,  3^  inches. 

Labor  began  on  September  4th  and  had  continued  for  twenty- 
four  hours,  when  symphysiotomy  was  performed,  a  living  child 
being  extracted,  after  version,  without  especial  difficulty.  Con- 
siderable difficulty  was  experienced  in  opening  the  joint,  as  it 
was  situated  a  quarter  of  an  inch  to  the  left  of  the  median  line 
and  extended  outward,  the  opposed  surfaces  being  also  dove- 
tailed into  each  other,  as  it  were.  The  open  method  was  used 
(as  in  the  reporter's  two  other  cases),  and  the  wound  was  closed 
as  usual  with  sutures  of  silkworm  gut,  including  the  deep  fascia. 
Convalescence  was  absolutely  afebrile,  and  the  patient  was  al- 
lowed to  get  up  at  the  end  or  four  weeks.  Union  was  perfect, 
and  there  had  been  no  motion  at  the  joint  or  any  other  disability. 
The  child  weighed  eight  and  three  quarter  pounds  and  was  strong 
and  vigorous,  but  unfortunately  caught  cold  in  the  ward  and  died 
on  the  sixth  day. of  broncho- pneumonia,  as  shown  by  autopsy. 
No  evidence  of  injury  during  birth  could  be  found. 

The  speaker  alluded  to  his  third  case  of  symphysiotomy,  per- 
formed October  10th,  1894,  and  not  yet  reported,  as  the  patient 
was  still  in  bed,  though  her  convalescence  had  been  normal. 
The  child  was  extracted  after  version,  but,  through  unavoidable 
delay  in  disengaging  the  head  from  the  contracted  lower  seg- 
ment, it  was  so  asphyxiated  that  it  could  not  be  restored.  This 
difficulty  (contraction  of  the  cervix  around  the  child's  neck)  was 
encountered  in  the  five  cases  of  symphysiotomy  performed  at 
the  New  York  Maternity  Hospital  during  the  past  year,  where 
it  has  been  the  custom  to  deliver  by  version  and  extraction  rather 
than  with  forceps.  The  speaker  had  assisted  Dr.  Murray  in  per- 
forming a  sixth  operation  at  the  hospital  the  night  before,  in  a 
case  of  "simple  flattened  pelvis  with  a  conjugate  of  about  three 
inches,  where  delivery  of  a  living  child  was  effected  with  the  for- 
ceps, but  only  after  prolonged  traction  and  considerable  lacera- 
tion of  the  soft  parts.  He  was  still  undecided  as  to  which 
method  of  delivery  offered  the  better  chances  for  the  child  and 
involved  the  least  injury  to  the  mother.  In  the  case  just  cited, 
although  the  separation  at  the  pubic  joint  was  three  inches,  the 
gain  in  the  anteroposterior  diameter  was  certainly  disappoint- 
ingly small. 

Dr.  G.  M.  Edebohls.— I  have  examined  the  patient  and  find 
the  pubic  bones  closely  approximated.  There  seems  to  be 
perfect  union.  A  slight  indentation  of  the  interarticular  carti- 
lage at  the  lower  portion  of  the  arch  appeared  to  be  the  only 
variation  from  the  normal. 

Dr.  Egbkrt  H.  Grandin  presented 
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A    SPECIMEN    OF    A    MULTILOCULAR    OVARIAN    CYST 

removed  by  him.  lie  presented  the  specimen  as  a  rarity  now- 
adays when  the  sound  surgical  rule  was  observed  of  removing 
ovarian  cysts  when  small.  The  specimen  came  from  a  lady  of 
52  referred  to  him  by  Dr.  F.  M.  Warner.  It  contained  over  one 
gallon  of  fluid,  practically  tilling  the  abdominal  cavity.  There 
were  few  adhesions  and  the  operation  was  uncomplicated.  The 
patient  had  convalesced. 

Dr.  George  C.  Freeborn. — It  is  a  common  thing  to  find 
calcareous  deposits  in  the  walls  of  these  cysts.  I  think  it  is  due 
in  most  cases  to  coagulation  necrosis  and  after  we  have  a  deposit 
of  lime  salts. 

Dr.  Freeborn  presented  three  specimens,  as  follows : 

I.    A    SMALL    PAROVARIAN    CYST,    STILL    IN     THE    MESOSALPINX, 

SHOWING    THE    OVARY    ON     ONE    SIDE,    THE    TUBE 

RUNNING    OVER   THE    CYST   WALL. 

II.    A    CYST    OF    A    SIMILAR    CHARACTER, 

but  which  had  gone  a  little  farther  and  begun  to  burrow  in  the 
folds  of  the  broad  ligament,  and  pulled  the  tube  out  on  one  side 
so  that  the  end  of  the  tube  had  flattened  out  and  was  attached  to 
the  wall  of  the  cyst. 

III.    A    SMALL    DERMOID    IN    COMBINATION   WITH    A    COMMENCING 

CYST-ADENOMA,  WITH    A    COUPLE    OF    SMALL 

FOLLICULAR    CYSTS. 

Dr.  Edebohls  asked  about  the  differentiation,  from  the  patho- 
logist's standpoint,  between  a  parovarian  cystoma  and  an  ovarian 
cystoma  within  the  broad  ligaments. 

Dr.  Freeborn. — One  of  the  common  modes  of  diagnosis  is 
the  fluid.  A  parovarian  cyst  nearly  always  contains  a  straw- 
colored  serous  fluid.  An  ovarian  cystoma,  as  a  rule,  contains  a 
mucoid  material.  All  cysts  that  arise  from  the  parovarium  gene- 
rally contain  the  straw-colored  fluid.  But  there  are  cases  where 
nobody  would  risk  a  positive  diagnosis.  The  question  can  gene- 
rally be  settled  by  a  careful  microscopical  examination  of  the 
various  parts  of  the  wall  of  the  cyst.  We  now  believe  that  most 
cysts  of  the  ovary  are  a  species  of  cyst-adenoma.  They  all  take 
their  origin  as  an  adenoma  of  the  ovary.  As  they  go  on  and 
develop,  this  adenoma  becomes  cystic,  so  we  use  the  term  cyst- 
adenoma. 

Dr.  G.  M.  Edebohls  presented  a  specimen  illustrating 

A  PREGNANT  TUBE  IN  THE  ACT  OF  ABORTION. 

The  specimen  consisted  of  the  normal  left  ovary  and  the  left 
tuba  dilated  to  a  pear-shaped  tumor  ten  centimetres  in  length, 
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with  a  diameter  at  its  thickest  part  of  five  centimetres.  In  the 
fresh  state  the  surface  of  the  tube  presented  a  livid  blue,  in- 
tensely congested  appearance,  with  a  number  of  ramifying  large 
vessels,  mostly  of  the  venous  type.  The  walls  of  the  tube  were 
thickened  at  some  places,  much  attenuated  and  ready  to  burst  at 
others.  The  inner  half  of  the  tube  was  but  slightly  enlarged 
and  thickened  ;  the  outer  half  and  the  ostium  abdominale  were 
distended  by  an  intact  ovum,  the  fetus  being  still  completely 
enveloped  by  all  of  its  membranes,  the  latter  in  an  unbroken 
condition.  The  ovum  was  in  the  act  of  passing  through  the 
ostium  abdominale  into  the  peritoneal  cavity,  one-third  of  it 
being  already  free  of  the  tube  in  the  abdominal  cavity,  the  re- 
maining two-thirds  still  within  the  tube.  The  ostium  abdomi- 
nale, at  the  point  where  it  encircled  the  protruding  ovum,  was 
dilated  into  a  thin  ring  four  and  a  half  centimetres  in  diameter. 
There  was  no  indication  anywhere  of  a  rupture  of  the  tubal  wall. 

The  specimen  was  of  interest  from  the  fact  that  it  afforded  an 
opportunity  to  study  a  tubal  abortion  in  progress,  an  opportunity 
which  from  the  nature  of  things  would  only  be  afforded  by  the 
merest  luck  on  the  occasion  of  either  a  celiotomy  or  an  autopsy. 
Immediately  after  removal  of  the  specimen  the  slightest  pres- 
sure upon  the  pregnant  tube  would  have  sufficed  to  empty  it 
completely.  Indeed,  to  the  operator's  mind  it  seemed  probable 
that  the  tubal  abortion  would  have  been  found  completed  had 
the  operation  been  deferred  but  two  or  three  hours. 

The  age  of  the  ovum  it  was  impossible  to  determine  accu- 
rately from  the  history.  It  was  apparently  about  two  months. 
That  point,  however,  would  be  determined  by  Dr.  J.  Whitridge 
Williams,  of  Baltimore,  who  was  engaged  in  a  study  of  the  sub- 
ject of  extrauterine  pregnancy,  and  for  whom  Dr.  Edebohls 
wished  to  preserve  the  specimen  intact. 

The  patient,  K.  K.,  a  woman  of  26,  married  nearly  four  years, 
was  brought  to  him  for  examination  on  July  5th,  1894,  by  her 
physician,  Dr.  James  Geary.  She  began  to  menstruate  at  15  ; 
type,  four  to  five  days  every  four  weeks,  with  moderate  pain  on 
first  day  of  flow.  She  had  a  miscarriage  in  the  early  months  in 
May,  1891,  and  gave  birth  to  a  still-born  child  of  seven  months 
on  December  24th,  1893.  Seven  montbs  after  this  event  her 
periods  reappeared,  and  for  a  few  months  were  somewhat  ir- 
regular, the  intervals  varying  from  five  to  seven  weeks.  Last 
normal  menstruation  May  3d,  1894.  On  June  1st  the  flow  re- 
appeared, accompanied  by  severe  pains  in  the  left  groin.  Ever 
since  that  time,  a  period  of  five  weeks,  she  has  suffered  from 
irregular  bloody  discharges  and  persistent  pain  in  the  left  groin. 

Examination. — Right  tube  and  ovary  about  normal  in  size 
and  position.  Behind  and  to  left  of  uterus  a  globular  tumor 
eight  centimetres  in  diameter  and  quite  sensitive  on  pressure. 
Uterus  in  normal  ante  version,  slightly  enlarged.  Cervix  patu- 
lous and  soft,  with  some  eversion  of  the  mucosa.     Appendix 
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vermiformis  tender  on  pressure,  though  not  enlarged.  Right 
kidney  movable  eight  to  nine  centimetres. 

A  positive  diagnosis  of  pregnancy  of  the  left  tube  was  made 
and  celiotomy  with  curettage  of  the  uterus  advised. 

Operation  July  loth,  181)4-,  with  patient  in  good  general  con- 
dition. 

1.  Curettage  and  irrigation  of  uterus,  removing  a  small  quan- 
tity (two  teaspoonfuls)  of  decidual  membrane. 

•_'.  Celiotomy.  About  thirty  grammes  of  free  blood  in  the 
peritoneal  cavity.  Pregnant  left  tube  shelled  out  of  some  soft 
adhesions  and  removed  with  its  ovary.  Appendix  vermiformis, 
the  seat  of  a  mild  chronic  inflammation  and  adherent  to  the  right 
tube  and  ovary,  was  tied  off  at  its  base  and  removed.  The  right 
tube  and  ovary  appeared  fairly  normal,  with  this  exception,  that 
the  fimbriated  extremity  of  the  tube  grasped  the  ovary  and  was 
firmly  fixed  in  this  position  by  rather  strong  adhesions.  As  both 
the  patient  and  her  husband  were  very  desirous  of  offspring,  the 
ovary  was  liberated  from  the  grasp  of  the  tubal  ostium,  the  mu- 
cosa of  the  latter  stitched  to  its  peritoneal  covering,  and  the 
range  of  mobility  of  the  fimbriated  extremity  increased  by  a 
little  plastic  work  upon  the  outer  part  of  the  right  broad  liga- 
ment ;  fundus  uteri  attached  to  anterior  abdominal  wall  by 
a  single  catgut  suture,  temporary  suspension  only  being  contem- 
plated ;  closure  of  abdomen  without  irrigation  and  without 
drainage.     Patient  left  hospital,  a  well  woman,  August  6th,  1894. 

Dr.  Edebohls  next  presented  the  specimens  and  related  the 
histories  of  four  cases  in  which  he  had,  during  the  past  month, 
performed 

TOTAL    EXTIRPATION    OF   THE    UTERUS    UPON    VARIOUS    INDICATIONS. 

Three  of  the  cases  were  vaginal,  one  an  abdominal  hysterectomy. 
In  all  of  them  bloodless  enucleation  was  attempted,  with  more  or 
less  success,  as  will  appear  in  the  histories. 

Case  I.  Vaginal  hysterectomy  for  chronic  metritis  with 
fixed  retroversion,  chronic  salpingitis  and  pelvi-peritonitis. 
— The  patient,  M.  H.,  was  a  married  woman,  who  had  given 
birth  to  one  child  in  1878;  no  miscarriages.  She  was  sent  to 
him  by  her  physician,  Dr.  William  Hassloch,  in  April,  1894. 
Latterly  her  periods  had  become  more  frequent  and  profuse,  the 
loss  of  blood  being  frequently  quite  alarming.  Just  before  com- 
ing under  his  care  she  had  gone  through  an  attack  of  acute 
pelvi-peritonitis,  the  effects  of  which  were  still  plainly  recog- 
nizable by  the  bimanual.  This,  with  the  frequent  and  abundant 
losses  of  blood,  had  reduced  her  to  an  anemic  and  weak  con- 
dition. The  heart  sounds  were  so  feeble  that  he  advised  post- 
ponement of  operative  interference,  in  order  that  iron  and 
strychnine  might  be  afforded  an  opportunity  to  put  her  in  better 
condition. 
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He  saw  ber  again  in  October,  1894,  when  he  found  the  uterus 
enlarged  about  seventy-five  per  cent,  retroverted  in  third  degree, 
and  firmly  bound  down  by  adhesions  in  its  abnormal  situation ; 
tubes  and  ovaries  but  slightly  enlarged,  also  firmly  fastened  by 
adhesions.  Curettage  and  ventral  fixation,  with  or  without  sal- 
pingo-oophorectomy  as  called  for,  would  probably  have  sufficed 
to  cure.  In  the  light,  however,  of  more  recent  experience,  he 
considered  it  a  case  erainentlv  suitable  for  treatment  by  vaginal 
extirpation  of  the  uterus.  He  deemed  the  latter  operation  just 
as  safe  and  more  likely  to  cure  completely  and  permanently 
in  this  particular  case  than  the  operation  from  above  with  its 
necessary  separation  of  firm  adhesions  and  handling  of  bowels. 

Vaginal  hysterectomy  was  performed  on  October  5th.  A 
free  peritoneal  cavity  was  not  met,  the  uterus  being  adherent  all 
around  to  rectum,  intestines,  and  bladder.  The  uterus  and  inner 
two-thirds  of  left  tube  were  removed  by  enucleation.  The  ova- 
ries and  the  right  tube  could  not  be  brought  down  for  removal ; 
palpation,  however,  showed  that  they  were  of  about  normal 
consistence  and  not  materially  increased  in  size.  Peritoneum 
closed  by  running  Lembert  suture  of  catgut.  The  left  uterine 
and  the  right  ovarian  arteries  were  the  only  vessels  tied. 
Scarcely  a  tablespoonf  ul  of  blood  was  lost  during  the  operation ; 
no  after-bleeding.     Uneventful  convalescence. 

The  case  illustrates  well  one  of  the  drawbacks  of  the  vaginal 
operation.  When  the  tubes  and  ovaries  are  either  attached  high 
up  by  firm  adhesions,  or  more  especially  when  their  normal 
attachments  have  become  shrunken  and  atrophied  after  the 
menopause,  it  is  difficult,  and  may  sometimes  prove  impossible, 
to  remove  them  per  vaginam. 

Case  II.  Removal  per  vaginam  of  the  itterus,  a  suppurating 
intraligamentous  ovarian  cystoma,  and  a  pyosalpinx. — This 
operation  was  performed  on  It.  H.,  a  married  woman  of  3-1,  a 
patient  of  Dr.  C.  F.  Steiger.  Her  only  pregnancy  had  termi- 
nated in  the  birth  of  a  full-grown  child  in  July,  1881.  Since 
that  time  she  had  never  been  entirely  well,  and  several  times  had 
been  quite  ill  with  attacks  of  acute  pelvi-peritonitis,  one  of  which 
she  had  just  gotten  over  when  first  seen,  in  October,  1894. 

Examination  :  Uterus  somewhat  large,  in  fairly  normal  po- 
sition. To  its  left,  and  apparently  connected  with  it  by  a  broad 
pedicle,  a  rounded  hard  tumor,  about  thirteen  centimetres  in  di- 
ameter, filling  almost  completely  the  left  half  of  the  pelvis.  To 
right  of  the  uterus  a  tumor  some  five  centimetres  in  diameter, 
formed  by  the  right  adnexa.  Both  tumors,  as  well  as  the  entire 
pelvic  contents,  sensitive  on  pressure.  The  larger  tumor  was 
erroneously  taken  for  a  fibroma,  and  an  attempt  to  remove  it  and 
the  uterus  per  vaginam  decided  upon. 

Operation  October  19th,  1894.  The  uterus  was  first  enucle- 
ated. In  attempting  to  draw  down  the  tumor  to  its  left  by  the 
aid  of  volsella  forceps  the  latter  tore  out,  followed  by  a  gush  of 
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pus.  The  tumor  proved  to  be  a  suppurating  intraligamentous 
ovarian  c}rstoma,  some  thirteen  centimetres  in  diameter,  of  the 
left  side.  After  flushing  out  the  purulent  contents  the  sac  wall 
was  enucleated  piecemeal,  its  friable  structure  causing  it  to  re- 
peatedly tear.  The  right  tube,  converted  into  a  medium-sized 
pyosalpinx,  and  the  right  ovary  were  next  enucleated  and  re- 
moved. After  another  flushing,  followed  by  drying,  of  the 
lower  pelvis,  the  latter  was  somewhat  tirmly  packed  with  iodo- 
form gauze  for  the  purpose  of  drainage  into  the  vagina,  and  the 
patient  placed  in  bed.  Not  a  single  ligature  was  used  nor  a  ves- 
sel clamped  during  the  entire  operation.  The  only  bleeding  of 
account  came  from  the  vaginal  arteries,  and  that  soon  ceased 
spontaneously.  There  was  absolutely  no  after-hemorrhage. 
With  the  exception  of  an  ether  pneumonia,  patient  made  a 
smooth  convalescence  and  is  now  up  and  about  the  wards. 

Case  III.  Yaginal  hysterectomy  for  carcinoma  of  the  cervix. 
— I.  W.,  physician,  aged  32,  presented  a  well-marked  case  of 
epithelioma  of  the  cervix,  which,  during  the  two  weeks  she  was 
under  observation,  nearly  doubled  in  size.  The  entire  uterus 
was  removed  by  the  vaginal  route  on  October  25th.  The  case 
presented  nothing  of  special  interest,  except  that  an  attempt  was 
made  to  enucleate  the  uterus  as  in  the  other  cases.  The  attempt, 
however,  proved  a  dismal  failure.  The  bleeding  was  so  profuse 
that  he  was  compelled  to  proceed  in  the  ordinary  way  by  serial 
ligation  of  both  broad  ligaments.  At  the  request  of  patient  both 
ovaries  and  both  tubes,  previously  diagnosticated  as  healthy, 
were  allowed  to  remain.  Closure  of  peritoneum.  The  patient 
left  her  bed  to-day,  less  than  two  weeks  after  operation. 

The  method  of  enucleation  finds  a  limitation  in  cases  of  carci- 
noma uteri  as  we  ordinarily  see  them.  A  cervix  rotten  through 
forbids  the  attempt,  the  indication  being  to  get  as  far  away  as 
possible  from  the  diseased  tissues.  In  the  case  presented  this 
evening  the  carcinoma  was  confined  to  the  cavity  of  the  cer- 
vix and  the  os  externum  and  had  not  perforated  the  cervical 
wall. 

Case  IV.  Cello-hysterectomy  for  fibroma. — E.  W.,  aged  30, 
single,  was  referred  to  him  by  Dr.  I.  L.  Kortright,  of  Brookljm, 
who  had  made  the  diagnosis  of  fibroma.  The  operation  was 
performed  on  October  30th,  a  week  ago  to-day,  and  assumed  the 
form  of  a  total  extirpation,  by  way  of  the  abdomen,  of  the  tubes 
and  the  fibromatous  uterus,  the  healthy  ovaries  being  allowed  to 
remain.  After  opening  the  abdomen  work  was  begun  beneath 
the  outer  end  of  the  tubes,  enucleating  these  latter  from  the 
broad  ligaments,  and  catching  each  vessel,  as  it  was  divided,  with 
clamps.  After  making  an  anterior  and  a  posterior  peritoneal 
flap  the  enucleation  was  carried  down  on  either  side  of  the  ute- 
rus until  the  vagina  was  reached.  The  upper  end  of  the  latter 
was  then  cut  away  and  the  uterus  removed.  The  weight  of  the 
removed   specimen    was    exactly   three    pounds ;    it   measured 
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twenty  centimetres  in  length  by  fifteen  centimetres  in  its  lar- 
gest diameter,  and  proved  to  be  an  instance  of  multiple  fibro- 
mata. 

No  mass  ligature  was  applied  to  the  broad  ligaments.  The 
anterior  and  posterior  edges  of  the  broad  ligament  left  after 
removal  of  the  tabes  and  uterus  were  simply  sewn  together  by  a 
running  suture  of  catgut  traversing  the  pelvis  from  side  to  side. 
Whenever  a  clamp  was  met  holding  on  to  the  mouth  of  an  open 
vessel  a  turn  was  taken  arouud  the  latter,  a  running  knot  tied, 
the  clamp  removed,  and  the  suturing  proceeded  with. 

A.  not  inconsiderable  quantity  of  blood  was  lost — all  of  it, 
however,  coming  from  the  uterus  itself,  the  flow  only  termi- 
nating when  the  organ  was  completely  severed  at  all  points  from 
its  connections  with  the  broad  ligaments.  The  method  needs 
modification  in  the  direction  of  first  securing  the  uterine  arteries 
by  subperitoneal  ligature  applied  from  above,  as  usually  prac- 
tised bv  the  speaker.  This  would  prevent  the  return  flow  of 
blood  from  the  uterus  while  the  enucleation  is  proceeded  with. 
The  patient  has  thus  far  (one  week)  convalesced  uneventfully. 

Dr.  Edebohls  had  nothing  to  add  at  present  to  the  stand  taken 
bv  him  on  this  subject  at  the  meeting  of  October  2d,  lS9i,  other 
than  that  he  wished  to  advocate  enucleation  of  the  uterus  as  a 
whole  or  in  one  piece,  in  preference  to  removing  it  by  morcella- 
tion  as  practised  by  the  French  school,  in  cases  of  inflammatory 
diseases  of  the  pelvic  organs. 

Dr.  J.  E.  Janvrin  presented 

A    UTERUS    REMOVED   PER   VAGINAM   BY   ENUCLEATION, 

with  the  following  history :  The  specimen  which  I  present  is  a 
small  uterus  removed  on  November  1st  per  vaginam  by  enuclea- 
tion, no  ligatures  being  applied,  neither  forceps.  In  March  last 
I  performed  celiotomy  upon  this  patient,  removing  both  ovaries 
and  tubes,  the  left  ovary  being  tilled  with  pus.  On  account  of 
strong  adhesions  this  pus  sac  ruptured  during  the  operation. 
Gauze  drainage  through  the  lower  part  of  the  abdominal  incision 
was  resorted  to.  A  fistulous  track  was  the  result,  the  ligatures 
having  become  infected.  Some  two  months  later,  after  having 
tried  washing  out  very  thoroughly  through  this  fistulous  opening 
in  the  abdomen  almost  daily,  I  etherized  the  patient  and  made 
a  counter-opening  through  the  cul-de-sac,  at  the  same  time 
removing  the  ligatures  from  the  left  stump  (thoseon  the  right 
could  not  be  found),  cleansing  and  paring  the  fistulous  track 
through  the  abdominal  wall,  and  putting  in  a  rubber  drainage 
tube  through  and  through  from  abdominal  wall  to  vagina  At 
the  end  of  a  week  the  tube  was  removed,  another  inserted  from 
the  vagina  up  into  the  pelvic  cavity  and  held  in  position  by 
securing  it  to  the  cervix,  and  the  abdominal  wall  closed.  At 
the  en(f  of  two  weeks  more  the  discharge  through  the  tube  had 
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ceased,  the  tube  was  removed,  and  I  thought  everything  was 
satisfactorily  ended. 

A  few  weeks  later  pus  began  to  discharge  through  both  the 
abdomen  and  the  vagina.  Since  that  time  to  November  1st  it  has 
continued  to  discharge  daily,  with  no  apparent  decrease,  notwith- 
standing the  sinus  has  been  freely  washed  out  with  antiseptic 
solutions  almost  daily.  I  removed  the  uterus,  as  before  stated, 
on  November  1st,  in  order  to  establish  a  free  drainage  through 
the  vagina  and  also  to  hunt  for  the  other  ligature.  The  ligature 
could  not  be  found.  The  uterus  being  removed,  the  pelvic 
cavity  was  thoroughly  cleansed  and  an  iodoform-gauze  tampon 
inserted  from  the  vagina.  Prior  to  inserting  the  gauze  drain 
the  fistulous  opening  in  the  abdominal  wall  was  pared  and  the 
opening  closed  by  silver  sutures.  The  patient  is  in  excellent 
condition  and  I  trust  will  now  make  a  full  recovery.  As  will 
be  seen,  the  uterus  is  under-sized,  atrophy  having  taken  place 
to  a  certain  extent  since  the  removal  of  ovaries  and  tubes  last 
March.  Of  course  the  ovarian  arteries  were  ligated  at  that 
time,  consequently  I  did  not  have  them  to  deal  with  in  the  enu- 
cleation of  the  uterus.  Still,  the  uterine  wrere  there,  and  the 
others  of  smaller  size.  The  enucleation  was  accomplished  easily 
by  the  finger,  assisted  somewhat  by  the  Thomas  spoon  saw,  the 
vaginal  vault  having  been  first  opened  by  the  scalpel.  As  be- 
fore stated,  there  was  scarcely  any  bleeding  during  the  opera- 
tion, and  no  ligatures  were  applied. 

I  believe  this  is  the  third  case  of  removal  of  the  uterus  per 
vaginam  in  this  city  by  enucleation  and  in  which  no  ligatures 
or  compression  forceps  were  made  use  of.  The  other  two  cases 
are  the  one  presented  at  the  last  meeting  of  this  Society  by  Dr. 
Goffe,  and  the  specimen  presented  to-night  by  Dr.  Edebohls 
which  he  removed  on  October  19th.  In  all  three  cases  the  ute- 
rus was  small  and  there  were  no  adhesions.  There  was  also  no 
malignant  disease,  nothing  to  contraindicate  enucleation.  In 
fact,  they  were  just  the  kind  of  cases  in  which  the  operation 
could  easily  be  done. 

In  epithelioma,  carcinoma,  or  sarcoma,  or  in  cases  where 
strong  adhesions  existed,  I  would  not  try  to  remove  the  organ 
without  applying  ligatures.  On  the  contrary,  I  would  follow 
the  usual  method,  going  as  far  away  from  the  uterine  wall  as  is 
consistent  with  safety  to  the  ureters,  and  apply  my  ligatures  to 
the  broad  ligaments. 

Dk.  P.  F.  Mcnde. — The  subject  of  the  enucleation  of  the 
uterus  per  vaginam  is  by  no  means  so  new  a  one  as  it  would 
seem  to  be.  1  read  last  winter  a  report  of  a  case  by  Dr.  Key- 
burn,  of  Washington,  published  in  the  Medical  News,  in  which 
it  was  said  that  this  operation  had  been  performed  by  a  physi- 
cian of  Chicago.  I  had  some  doubts  as  to  the  correctness  of 
this  statement,  but  have  since  learned  that  Dr.  Edebohls  has 
seen  the  operation  performed  by  the  gentleman  in  question.     I 
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then  wrote  a  letter  to  the  Medical  JVeics,  referring  to  this  sub- 
ject not  criticising  Dr.  Keyburn,  but  expressing  my  surprise 
that  it  was  possible  to  enucleate  the  uterus,  for 'the  follow^ 
reason  :  As  ong  ago  as  1876,  in  the  Transactions  of  this  Society 
will  be  found  remarks  made  by  me  in  discussing  a  case  in  which' 
Dr.  INoeggerath  reported  removal  of  the  uterus  by  the  vagina 
by  clamping  off  the  ligaments,  in  the  course  of  which  remarks  I 
said  1  had  attempted  to  enucleate  the  uterus  in  two  instances  on 
the  cadaver  and  had  failed  entirely,  finding  it  absolutely  im- 
possible to  peel  out  the  body  of  the  uterus  from  its  peritoneal 
covering— that  the  peritoneal  covering  was  so  firmly  attached  to 
the  body  of  the  uterus  that,  except  by  dissection  with  a  knife,  it 
was  impossible  for  me  to  strip  it  off.  It  struck  me  as  curious 
that  what  I  could  not  do  on  the  cadaver  eighteen  years  aeo 
could  now  be  done  on  the  subject.  I  thought  that  possibly  the 
living  or  diseased  tissue  had  something  to  do  with  the  possibility 
of  enucleation  in  the  recently  reported  cases. 

Dr  Edebohls.— It  is  not  a  question  of  subperitoneal  enuclea- 
tion of  the  uterus:  it  is  extirpation. 

Dr.  Jaxvrin.— I  enucleated,  as  I  stated,  simply  because  it  was 
a  hrst-class  case  for  that  operation.  I  fully  agree  with  what  Dr 
I'olk  has  said,  and  Dr.  Edebohls  also,  that  in  the  majority  of  the 
cases  the  uterus  cannot  be  enucleated  in  this  way.  I  never 
would  attempt  it  in  any  case  in  which  there  was  carcinomatous 
or  epithehomatous  disease.  That  point  I  have  fully  dealt  with 
when  presenting  the  specimen.  1  do  the  operation  by  ligatino- 
much  more  safely  and  quickly  and  take  out  more  tissue,  which 
is  the  essential  thing  in  such  cases,  preserving,  of  course  the 
ureters;  and  for  that  reason  this  operation  has,  in  my  opinion,  a 
decidedly  limited  field. 

Dr.  Janvrin  also  presented  the  following  specimens: 

HEMATOMA    OF    LEFT   B  IOAD    LIGAMENT;     CYSTIC    DEGENERATION    OF 

RIGHT    OVARY. 

Miss  Z.,  aged  23,  an  invalid  for  the  most  of  the  time  during  the 
past  three  years,  and  under  treatment  by  one  of  the  older  gyne- 
cologists of  this  city  for  an  anteflexion  and  contracted  internal 
cervix,  first  consulted  me  on  October  16th  of  this  year.  I  found 
the  anteflexion  and  constricted  cervix,  also  slight  enlargement  in 
vicinity  of  left  ovary.  The  patient  was  so  nervous  and  sensitive 
that  it  was  impossible  to  make  a  satisfactory  examination  at  my 
omce.  I  found  enough  trouble,  however,  in  the  cavity  of  the 
uterus  to  warrant  curettage  and  dilatation,  and  accordingly  made 
arrangements  for  her  to  enter  my  sanitarium  for  thatVurpose 
and  for  a  careful  examination  under  ether.  October  20th,  under 
ether,  1  found  slight  enlargement  of  right  ovary  and  tube' and  at 
the  extremity  of  left  broad  ligament  a  tumor,  about  the  size  of  a 
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lemon,  which  I  took  to  be  an  ovarian  affair.  Notwithstanding 
this  condition  I  deemed  it  best  to  go  on  with  the  curettage  and 
dilatation,  which  was  carefully  done,  and  the  intrauterine  iodo- 
form-gauze  packing  also  applied.  On  the  following  day  the 
condition  of  the  pelvic  organs  was  explained  to  the  patient  and 
her  father,  and  permission  obtained  to  perform  celiotomy  within 
a  few  days.  October  25th,  celiotomy.  On  exploring  the  left 
pelvic  region  with  the  fingers  I  found  the  ovary  and  tube  per- 
fectly normal,  but  at  the  outer  extremity  of  the  broad  ligament 
and  upon  its  posterior  surface,  very  close  to  the  fimbriae,  I  found 
a  hematoma,  about  the  size  of  a  lemon,  lying  between  the  peri- 
toneum and  the  broad-ligament  tissue.  There  were  some  adhe- 
sions to  the  intestines,  which  were  separated  without  much  dif- 
ficulty, and,  working  very  slowly  and  carefully,  1  was  able  to 
enucleate  the  growth  without  rupturing  it.  There  was  practi- 
cally no  hemorrhage,  and  no  ligatures  were  applied.  The  right 
ovary  was  found  to  be  in  a  condition  of  beginning  cystic  de- 
generation and  strongly  bound  by  old  adhesions,  the  result  of 
previous  peritonitis.  The  tube  also  was  somewhat  enlarged  and 
firmly  bound  across  the  front  of  the  ovary.  This  ovary  and  tube 
were  removed.  On  account  of  some  oozing  from  the  cavity 
from  which  the  hematoma  was  enucleated  a  gauze  packing  was 
inserted  for  the  purpose  of  drainage.  Patient  had  a  great  deal 
of  nausea  and  vomiting  during  the  forty-eight  hours  following 
operation,  but  by  that  time  began  to  go  along  satisfactorily  and 
is  now  convalescing  rapidly.  The  ovary  removed  shows  cystic 
degeneration  in  its  early  state,  and  so  thoroughly  diffused 
throughout  the  structure  that  it  was  judicious  to  remove  the 
entire  ovary  and  tube.  The  hematoma  is  the  second  of  the 
kind  which  I  have  presented  to  this  Society.  It  is,  as  will  be 
seen,  enveloped  in  an  extremely  delicate  membrane.  A  portion 
of  the  peritoneal  covering  (on  its  posterior  and  free  surface)  can 
be  easily  seen  lying  upon  the  membrane  proper.  I  presume  that 
the  contents  are  simply  fluid  blood,  but  have  preferred  to  present 
the  specimen  as  removed  and  transfer  it  to  our  pathologist  for 
examination.  The  other  specimen  of  hematoma,  to  which  1  have 
just  referred  as  having  presented  to  the  Society  on  a  former 
occasion,  was  also  from  the  left  broad  ligament,  and  was  removed 
on  May  15th,  1891.  It  was  of  just  about  the  same  size  as  this 
specimen  presented  to-night,  but  its  contents  were  quite  firm, 
hard,  and  fibrinous  in  character.  It  was  associated  also  Math  a 
beginning  sarcomatous  degeneration  in  the  folds  of  the  broad 
ligament.  The  whole  broad  ligament  in  that  case  was  removed, 
and  the  patient  at  the  present  time,  three  and  a  half  years  sub- 
sequent to  the  operation,  is  in  perfect  health.  In  the  case  pre- 
sented this  eveniug  I  believe  the  hematoma  began  to  develop  in 
July  last  and  was  the  direct  result  of  a  severe  physical  strain 
which  the  patient  experienced  at  that  time. 
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Dr.  William  M.  Polk  presented 

two  specimens  of   uterus  and  tubes  of  cases  of   pyosalpinx 

in  which   the   operation  was   done  by  the  vagina,  ajsd 

specimens  in   two   cases   in  which   the   tubes  were 

taken  out  and  the  uterus  and  ovaries  left, 

also 

A    CASE    OF    A    SMALL    FIBROMA,    WITH    PYOSALPINX,    REMOVED    BY 

MORCELLATION. 

He  said  :  The  one  of  special  interest  represents  a  case  of 
the  ordinary  retroverted,  fixed  uterus,  such  as  is  met  with  in  our 
ordinary  practice — a  uterus  which  is  adherent,  in  retroversion, 
fixed  at  the  bottom  of  the  pelvis,  and  which  cannot  be  replaced 
by  manipulation  or  by  the  sound,  even  with  the  patient  under 
ether.  We  all  know  perfectly  well  what  this  condition  repre- 
sents and  how  we  have  treated  it  when  we  have  operated  from 
above.  I  operated  on  this  patient  from  below.  I  simply  made 
a  free  incision  and  separated  the  uterus  from  its  adhesions,  so  as 
to  have  it  quite  as  movable  as  it  had  been  before  it  became  adhe- 
rent. I  wished  to  see  what  could  be  done  with  the  uterus  under 
these  circumstances.  I  found  that  I  could  hold  it  against  the 
anterior  abdominal  wall  so  that  one  might  have  readily  fixed  it 
there  by  means  of  a  stitch  passed  from  without.  The  fingers 
within  the  peritoneal  cavity  were  capable  of  guiding  a  needle 
into  and  out  of  the  fundus  uteri,  avoiding  the  intestines  and 
omentum.  But  I  did  Alexander's  operation,  because  I  preferred 
that  method.  Before  doing  it  I  concluded  to  take  the  tubes  off 
and  leave  the  ovaries.  I  peeled  the  tube  out  in  the  same  manner 
Dr.  Edebohls  spoke  of,  then  I  retroverted  the  uterus  into  its  old 
position,  put  a  catgut  ligature  on  the  cornu,  just  for  safety's 
sake,  and  then  took  out  the  entire  tube.  This  I  did  on  both 
sides,  leaving  a  gauze  drain  in  the  wound.  Then  I  performed 
the  Alexander.  The  anatomic  result  was  excellent,  and  the 
therapeutic  result  up  to  the  present  time  has  been  as  good  as 
could  be  desired.  The  other  cases  represent  enucleation  of  the 
uterus  and  of  the  appendages  as  a  part  of  the  process  in  the  treat- 
ment of  pus  tubes.  In  any  of  these  cases  it  is  a  mistake  to  sup- 
pose that  you  depend  wholly  upon  touch.  By  the  use  of  proper 
retractors  you  can  gain  an  admirable  view  of  the  field  of  opera- 
tion. My  chief  interest  has  been  in  determining  if  I  could  take 
out  the  tube  and  leave  the  uterus.  To  accomplish  this  I  found 
that  it  was  oftentimes  necessary  for  me  to  cut  away  the  uterus 
from  its  attachments  to  one  urero-sacral  ligament,  so  that  my 
retractor  could  bring  it  well  forward  and  upward  and  give  me  a 
big  opening  through  which  to  work.  You  can  do  this  readily 
without  injuring  the  main  vessel,  the  uterine  arteries  or  the  ova- 
rian ;  but  even  after  it  has  been  done,  if  your  woman  has  a  male 
pelvis  and  has  within  it  a  good  deal  of  fat  and  connective  tissue, 
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you  will  have  a  very  difficult  procedure,  no  matter  how  well  you  con- 
duct it.  The  impression  I  have  derived  from  the  work  so  far  is 
this :  in  most  cases  it  is  a  great  benefit  to  the  patient,  because  it 
saves  her  from  injury  to  the  abdominal  wall  and  shortens  her 
convalescence,  but  it  is  a  more  difficult  procedure  for  the  operator. 

Dr.  Paul  F.  Munde  presented 

TUKEE   SPECIMENS    OF    ENTIRE    UTERUS    AND    ADNEXA    REMOVED   BY 
ABDOMINAL    SECTION. 

The  first  represented  a  sarcoma  of  the  body  of  the  uterus,  in 
which  the  diagnosis  was  made  by  the  curette  and  the  microscope. 
The  whole  uterus  was  removed,  the  vaginal  roof  being  com- 
pletely closed  by  sutures.  The  patient  had  suffered  for  many 
years  from  a  spasmodic  stricture  of  the  esophagus,  which  re- 
quired her  to  nourish  herself  exclusively  in  the  erect  position, 
with  the  assistance  of  strong  contractions  of  the  pectoral  muscles 
and  the  diaphragm.  After  the  operation  nutrition  was  carried 
on  through  a  stomach  tube,  and  all  went  well.  But  after  two 
weeks  this  plan  ceased  to  work,  and  it  was  found  necessary  to 
return  to  nutrition  in  the  erect  posture.  As  a  result  the  cicatrix 
in  the  vaginal  roof  gave  way,  the  small  intestine  prolapsed, 
became  adherent  and  gangrenous,  and  death  ensued  at  the  end 
of  the  fifth  week. 

In  the  second  case  there  was  also  sarcoma  of  the  body  of  the 
uterus,  and  the  whole  organ  was  removed,  together  with  two 
tubo-ovarian  cysts  the  existence  of  which  had  been  suspected 
but  not  clearly  made  out  beforehand.  These  cysts  were  com- 
pletaly  adherent,  and  prolonged  and  complicated  the  operation 
very  much.  The  vaginal  roof  was  completely  closed  by  sutures. 
The  patient  did  not  rally  well  from  the  operation,  and  died  after 
two  days  from  exhaustion. 

The  third  specimen  was  removed  a  week  ago  from  a  woman  40 
years  of  age,  who  had  suffered  from  meno-  and  metrorrhagia  for 
the  last  two  years.  The  indications  for  the  operation  were  the 
menorrhagia  and  the  rapid  growth  of  the  tumor  during  the  last 
year.  The  growth  extended  between  the  layers  of  the  right 
broad  ligament,  which  were  split  during  ligation  and  the  tumor 
shelled  out.  The  cervix  was  not  removed,  but  the  cervical  canal 
was  deeply  cut  out  and  united  with  deep  catgut  sutures.  The 
anterior  and  posterior  folds  of  peritoneum  were  brought  together 
with  numerous  interrupted  catgut  sutures,  the  silk  ligatures  to 
the  uterine  attachments  being  turned  in  and  buried,  and  the 
peritoneal  cavity  was  thus  completely  shut  off.  The  patient  is 
doing  well  and  is  out  of  danger,  except  a  troublesome  bronchial 
catarrh,  probably  due  to  the  anesthesia.  (She  made  a  complete 
recovery.) 

Dr.  Munde  would  like  to  mention  a  fourth  case,  the  specimen 
of  which  he  was  unable  to  show  this  evening,  where  he  removed 
a  proliferating  papillomatous  cyst   of   the   left   ovary,  and  the 
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whole  uterus  and  right  appendages  for  myoma  of  the  uterus, 
closing  the  peritoneal  cavity  completely  by  catgut  sutures.  The 
ovarian  cyst  was  pushed  up  to  the  diaphragm  by  the  uterine 
tumor,  which  was  of  old  standing,  and  the  cyst  burst  while  it 
was  drawn  out  of  the  incision.  To  the  possible  infection  of  the 
peritoneal  cavity  by  the  ovarian  fluid  may  be  due  the  septic 
peritonitis  to  which  the  patient  succumbed  on  the  fourth  day. 

These  are  the  only  four  cases  in  which  Dr.  Munde"  lias  removed 
the  entire  uterus  and  appendages  by  abdominal  section.  Allow- 
ing the  case  where  substantially  recovery  did  take  place  from 
the  operation,  death  after  five  weeks  resulting  from  the  unfortu- 
nate difficulty  in  feeding  the  patient,  there  are  two  recoveries 
and  two  deaths.  For  uncomplicated  tibroid  of  the  uterus  the  last 
operation  is  the  only  one  performed  by  Dr.  Munde,  although  he 
has  removed  the  uterus  for  fibroids  by  the  old  method  of  extra- 
peritoneal treatment  of  the  pedicle  in  twenty  cases  with  seven- 
teen recoveries. 

Undoubtedly  the  entire  removal  of  the  uterus  and  appendages, 
with  complete  closure  of  the  vaginal  roof  and  peritoneal  cavity 
by  sutures,  is  the  ideal  method.  It  has  seemed  to  Dr.  Munde 
from  his  small  experience  and  from  anatomical  consideration 
that  a  far  better  support  to  the  abdominal  viscera  is  given  if  the 
cervix  is  not  removed,  but  cut  out  and  covered  by  peritoneum 
as  in  the  last  case,  thus  forming  a  buttress  for  the  vaginal  and 
pelvic  roof.  Vaginal  drainage  after  a  clean  wound  and  perfect 
suturing  is  not  necessary. 

Dr.  Munde  wished  to* explain  the  infrequency  of  his  complete 
hysterectomies  for  fibroids  by  the  position  which  he  has  taken 
for  years,  and  still  maintains,  that  the  mere  existence  of  a  tibroid 
tumor  of  the  uterus  does  not  indicate  or  justify  the  removal  of 
the  uterus  and  appendages,  which,  in  his  opinion,  is  warranted 
only  by  the  rapid  growth  of  the  tumor,  the  impossibility  of 
arresting  or  controlling  the  monorrhagia,  and  the  deleterious 
influence  which  the  tumor,  by  pressure  on  neighboring  organs  or 
by  pain  or  inconvenience,  exerts  on  the  general  health  of  the 
patient.  In  his  opinion  by  far  too  many  hysterectomies  for 
fibroids  are  being  performed  nowadays.  An  operation  that  is 
not  necessary  should  not  be  performed,  even  if  it  always  results 
successfully. 

Dr.  Edebohls—  In  Dr.  Munde' s  first  case  the  patient  died 
because  of  the  giving  way  of  the  pelvic  floor  at  the  end  of  two 
weeks,  permitting  the  intestines  to  escape  into  the  vagina.  1 
allow  my  patients  to  sit  up  on  the  eighth  or  ninth  day  after  to- 
tal extirpation  of  the  uterus  from  below,  and  in  a  fairly  large 
experience  I  have  never  seen  any  giving  way  of  the  pelvic 
floor.  Was  there  anything  peculiar  about  the  case  to  explain  its 
giving  way  so  late  ? 

Dr.  Munde. — The  motions  that  the  patient  was  compelled 
to  2:0  through  in  order  to  nourish  herself,  as  she  insisted  upon 
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doing  after  a  while,  were  such  that  they  alone  caused  the  trouble, 
and  1  do  not  think  we  can  compare  this  case  with  a  case  where 
nourishment  is  taken  comfortably  and  naturally. 

Dk.  Coe. — We  are  constantly  hearing  a  sharp  distinction  made 
between  partial  and  total  extirpation — a  distinction  which  has 
always  seemed  to  me  to  be  au  unnecessary  refinement.  It  is  a 
minor  matter  whether  you  leave  a  little  nodule  of  a  cervix  at- 
tached to  the  vaginal  fornix  or  whether  you  remove  it.  I  know 
that  any  one  who  has  followed  his  cases  carefully  will  be  sure 
that  there  is  a  perfectly  solid  pelvic  floor  after  removing  the  en- 
tire uterus.  I  have  had  ten  cases  since  the  1st  of  September,  and 
the  results  are  perfect.  I  think  that  after  a  few  months  you 
could  hardly  tell  the  difference  between  one  of  those  cases  and 
one  in  which  the  cervix  was  left  in.  In  twenty  abdominal  hys- 
terectomies I  have  not  yet  seen  a  cervix  which  I  thought  was 
sufficiently  patent  to  allow  proper  drainage. 

Dr.  J.  H.  Gunning  then  read  the  following  paper,  entitled 

INTER-POLAR    APPLICATION    OF  ELECTRICITY   OF    LOW    AMPERAGE    IN 
THE    TREATMENT    OF    UTERINE    FIBROIDS.' 

Dr.  R.  A.  Murray. — Up  to  four  or  five  years  ago  I  had  little 
faith  in  electricity  in  the  treatment  of  fibroma.  I  looked  upon 
all  fibromata  which  presented  marked  symptoms  as  cases  for 
operation.  But  fibromata  do  not  give  a  very  large  mortality  of 
themselves,  and  the  fact  is  still  true  that,  in  spite  of  our  doing 
so  many  hysterectomies,  the  large  majority  of  them  are  not 
troublesome  to  the  patient  after  the  menopause.  But  I  do  not 
take  the  position  which  Dr.  Gunning  has  taken,  and  Apostoli 
also,  that  fibromata  can  in  the  majority  of  cases  be  cured  by 
electricity.  But  they  can  be  ameliorated  and  cured  as  regards 
symptoms,  and  I  will  present,  to  strengthen  the  position  Dr. 
Gunning  has  taken,  the  results  of  nine  cases  I  have  had  during 
the  last  two  years  which  I  have  treated  by  this  method — the 
introduction  of  the  positive  pole  into  the  vagina  and  the  nega- 
tive on  the  abdomen,  the  result  being  that  the  patients  have 
been  cured  as  regards  symptoms.  They  have  not  the  hemor- 
rhages to  such  an  extent  as  to  interfere  with  their  comfort ;  the 
tumor  has  been  diminished  ;  in  four  cases  where  there  were 
marked  adhesions  the  pain  had  been  so  diminished  that  the  pa- 
tient has  now  no  discomfort ;  in  two  other  cases,  where  the  con- 
dition of  the  patient  and  the  position  of  the  tumor  and  the  fixa- 
tion by  adhesions  were  such  that  no  intrauterine  application 
could  possibly  be  made,  those  patients  have  been  relieved  so 
much  that  they  have  been  able  to  get  around,  have  recovered 
their  health,  have  been  cured  in  two  of  the  cases  of  lung  trouble 
which  threatened  to  result  in  breaking  down.  In  only  two  of 
the  cases  out  of  the  nine  has  there  been  any  curetting  of  the 
1  See  original  article,  p.  48. 
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uterus.  In  those  two  cases  I  did  curette,  because  the  discharge 
at  one  time  became  foul.  Not  one  of  those  cases  would  allow 
me  to  operate  by  hysterectom}r.  One  case  in  particular  has 
tempted  me  to  offer  her  the  relief  that  would  be  occasioned  by  a 
hysterectomy.  It  is  a  peculiar  case,  that  of  a  dwarf  who  became 
a  woman  at  2  years  of  age.  At  19  she  came  under  my  care.  Ex- 
amination revealed  a  large  fibroma  extending  almost  up  to  the 
umbilicus.  She  would  not  hear  of  operation.  I  examined  her 
and  determined  the  size  of  the  fibroma  with  enlargement  of 
the  left  ovary.  At  the  menstrual  period  she  had  to  stay  at 
home  a  week.  That  case  I  treated  as  Dr.  Gunning  has  just 
stated.  Last  month  I  curetted  the  uterus  because  the  discharge 
was  foul.  The  tumor  now  is  four  fingers'  breadth  from  the 
umbilicus  toward  the  pubes,  having  diminished  that  much  ;  the 
outline  of  the  left  ovary  and  the  right  can  be  made  out,  and 
although  they  are  enlarged  there  is  no  enlargement  of  the  tube 
as  far  as  I  can  determine.  I  am  sure  she  is  in  far  better  con- 
dition than  if  I  had  taken  out  her  uterus.  Most  fibroids 
cause  symptoms,  first  by  their  pressure  and  the  resulting  peri- 
tonitis, which  can  be  relieved  by  electricity  ;  next  the  hem- 
orrhage, but  I  have  never  yet  seen  a  patient  die  from  hemor- 
rhage from  a  fibroid.  Then  they  have  trouble  through  the 
reflex  irritation  from  the  tumor,  just  as  a  patient  becoming 
pregnant  will  have  a  sick  stomach.  These  are  successfully 
treated  by  the  current.  If  we  have  fibroids  that  are  reducing 
the  patient  by  hemorrhages ;  if  at  the  end  of  the  menstrual 
period  we  always  have  a  foul  discharge;  if  at  the  same  time 
the  tube  is  enlarged  and  the  ovaries  fluctuating,  so  that  we  are 
sure  there  is  cystic  degeneration  or  there  is  rapid  growth,  I 
still  hold  we  should  operate.  But  I  believe  that  in  a  large  ma- 
jority of  the  cases,  by  the  application  of  a  very  moderate  cur- 
rent, say  about  thirty  milamperes,  the  patient  will  be  cured  as 
regards  the  symptoms. 

Dr.  Ralph  Waldo. — I  think  the  two  cardinal  points  of  the 
paper  are,  first,  to  keep  the  electrodes  out  of  the  uterus;  and, 
second,  to  use  currents  of  low  amperage.  The  question  of  the 
use  of  electricity  before  resorting  to  hysterectomy  hardly  needs 
discussion,  but  the  other  points,  as  to  keeping  out  of  the  cer- 
vix and  as  to  using  mild  currents,  I  think  are  quite  decidedly 
open  to  discussion.  I  think  all  of  us  who  follow  the  method 
will  And  that  the  tumors  will  diminish,  but  they  will  not  disap- 
pear. On  the  point  of  the  amperage,  it  seems  to  me  that  it  is 
unnecessary  for  us  to  go  beyond  one  hundred  milamperes,  and 
I  think  that  by  prolonging  the  current  in  a  large  majority  of 
cases  you  will  accomplish  just  as  much  by  keeping  below  fifty. 
I  think  that  is  based  on  the  fact  that  the  current  affects  the 
fibroid  and  the  hemorrhage  by  its  passage  through  the  tumor, 
rather  than  by  caustic  action  which  many  have  described  and 
which  undoubtedly  exists   where   you  use  the  high  current  in 
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the  n terns.  As  I  understand  Dr.  Gunning,  he  does  not  object 
t  i  hysterectomy  where  other  methods  do  not  give  relief.  No- 
body does. 

Dr.  A.  II.  Buckmaster. — Dr.  Waldo  made  a  remark  in  regard 
to  the  effect  of  the  current  between  the  poles.  I  think  I  demon- 
strated that.  I  opened  the  cavity  of  a  dog  and  passed  the  cur- 
rent directly  through  the  ventricles  of  the  heart.  I  then  cut  the 
tissue  out  and  examined  it  under  the  microscope,  and  found  that 
the  cells  had  become  granulated,  that  there  was  a  marked  micro- 

»pic  change.  Just  what  the  result  is  following  such  a  change, 
of  course  1  do  not  know,  but  the  cells  themselves  were  profoundly 
affected.  This  is  a  demonstration  of  the  fact  that  even  the 
smaller  currents  do  affect  these  tissues  between  the  poles  without 
any  escharotic  effect. 

Dk.  Augustin  II.  GrOELET. — I  want  to  congratulate  Drs. 
Gunning  and  Murray  on  the  results  they  have  been  able  to 
obtain  with  electricity,  and  say  that  they  are  better  than  any 
I  have  been  able  to  obtain  by  the  method  they  employed.  I 
think  it  is  generally  admitted  that  electricity  will  relieve  the 
symptoms  of  fibroids  ;  that  it  will  produce  some  shrinkage  in 
the  mass  ;  and  that  the  patient  may  be  rendered  comfortable  in 
the  majority  of  cases.  But  until  the  last  few  mouths  I  have 
been  discouraged  with  the  results,  other  than  those  mentioned, 
which  I  have  been  able  to  accomplish  with  this  agent  in  these 
conditions.  I  think  it  very  important,  in  the  use  of  electricity, 
to  discriminate  as  to  the  form  and  location  of  the  fibroid.  In 
subperitoneal  fibroids  vagino-abdominal  applications  are  perhaps 
better  than  intrauterine.  But  when  the  tumor  is  interstitial  I 
am  sure  that  the  intrauterine  applications  are  the  best.  I  think 
I  may  say  that  a  reduction  of  one-quarter  in  the  size  of  the 
tumor  is  all  that  I  have  been  able  to  accomplish  until  within  the 
last  few  months.  I  had  almost  given  up  this  method  of  treat- 
ment in  certain  cases,  and  was  advising  ligation  of  the  uterine 
arteries,  which  operation  I  have  done  a  few  times.  Lately  I 
have  been  able  to  obtain  a  result,  however,  which  is  somewhat 
remarkable.  A  patient  came  to  my  clinic  a  little  more  than  a 
year  ago  who  was  37  years  old  and  had  had  one  child.  Men- 
struation had  been  irregular  for  some  time  previous,  and  there 
was  an  interstitial  fibroid  reaching  nearly  to  the  umbilicus.  The 
patient  was  treated  faithfully  by  means  of  electricity  for  a  period 
of  about  eight  months,  the  applications  being  made  weekly  at 
first,  and  during  the  latter  part  of  the  period  once  or  twice  a 
month.  A  reduction  of  one-fifth  in  the  size  of  the  mass  was  all 
that  wras  accomplished,  but  the  patient's  symptoms  had  been 
relieved  and  her  general  health  was  greatly  improved,  for  she 
was  at  first  in  a  dreadfully  emaciated  condition.  She  was  told 
that  nothing  more  could  be  accomplished  by  treatment,  and  liga- 
tion of  the  uterine  arteries  was  urged.  She  objected  to  the  ope- 
ration, and  asked  that  the  treatment  be  continued,  as  her  condi- 
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tioa  bad  been  so  mucb  improved.  I  bad  bad  fair  results  witb 
zinc  electrolysis  applied  by  means  of  puncture  witb  a  zinc  needle 
tbrougb  the  vagina,  and  I  thought  I  had  noticed  in  these  cases  a 
greater  reduction  in  the  size  of  the  tumor  than  by  the  ordinary 
electrolysis.  I  therefore  told  my  assistants  during  the  summer 
to  make  applications  of  zinc  electrolysis  to  the  endometrium, 
and,  much  to  my  surprise,  on  my  return  in  the  fall  I  found  the 
tumor  greatly  diminished  in  size.  When  she  first  came  to  me 
the  uterine  canal  from  external  os  to  fundus  measured  five  and 
a  half  inches,  and  in  June  last,  before  zinc  electrolysis  was 
employed,  there  was  a  diminution  in  the  length  of  the  canal 
of  only  one-half  inch.  The  first  application  of  zinc  electrolysis 
was  made  June  22d,  and  this  was  repeated  June  2Sth,  July 
12th,  once  in  August,  once  in  September,  once  in  October,  and 
the  last  application  November  2d.  At  this  time  the  uterus 
measures  three  and  a  half  inches,  and  is  only  about  the  size  of  an 
ordinary  subinvoluted  uterus. 

There  is  an  advantage  in  this  method  of  treatment,  in  that  the 
strength  of  the  current  employed  is  very  materially  less  than 
that  employed  in  Dr.  Gunning's  or  Dr.  Murray's  cases.  I  sel- 
dom use  over  twenty-five  to  thirty  milamperes.  I  would  not 
regard  the  current  employed  by  these  gentlemen  as  low  for  the 
method  of  application  employed.  I  should  say  that  anything 
over  fifty  milamperes  was  high  for  vagino-abdominal  applica- 
tions. 

Dr.  J.  R.  Goffe. — This  seems  to  be  electricians'  night,  and  he 
is  a  pretty  bold  man  who  would  interpose  anything  in  the  steady 
flow  of  this  current.  But  I  want  to  call  attention  to  one  idea, 
and  that  is  that  these  electricians  are  more  or  less  responsible  for 
the  bad  percentage  of  the  operators.  They  boast  of  never  hav- 
ing any  deaths  from  the  use  of  electricity,  and  yet  it  is  the  ex- 
perience of  all  operators  in  this  line  of  work  that  the  worst  cases 
that  come  to  them  are  those  that  have  been  treated  previously 
by  electricity.  So  that,  while  the  patients  may  not  die  upon 
their  hands,  they  are  successful  in  avoiding  the  imputation  by 
putting  them  into  the  hands  of  the  operators,  whose  statistics  are 
made  very  bad  on  that  account. 

Dr.  A.'  P.  Dudley. — While  studying  in  Apostoli's  clinic  in 
Paris  I  never  heard  that  he  claimed  to  cause  a  complete  disap- 
pearance of  fibroids  by  electricity,  except  in  cases  where  they 
were  small  and  simple.  At  that  time  his  average  application 
was  one  hundred  and  fifty  milamperes  of  electricity,  and  of  course 
he  varied  that  according  to  the  size  of  the  tumor  he  had  to  deal 
with.  I  also  saw  some  cases  where  the  patient  had  been  cau- 
terized by  the  electricity,  and  in  one  case  cancer  had  sprung  up 
on  the  site  of  the  cauterization.  In  all  cases  he  used  an  intra- 
uterine electrode.  Beginning  with  one  hundred  and  fifty  milam- 
peres as  the  standard,  the  workers  in  electricity  have  gradually 
worked  down.     In  my  work,  especially  intrauterine,  I  am  very 
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careful  not  to  use  too  strong  a  current,  and  I  found  that  in  cases 
where  this  care  was  not  exercised  leucorrhea  followed  the  appli- 
cation. While  not  an  exponent  of  electricity,  still  1  think  there 
are  cases  where  it  is  not  only  justifiable  hut  the  best  method  to 
apply. 

Dr.  Murray. — I  have  stated  that  the  current  I  use  is  about 
thirty  milamperes,  and  I  relieve  the  symptoms.  I  think  Dr. 
Goffe's  remarks  are  well  answered  by  saying  that  if  the  patients 
were  benefited  by  electricity  they  would  not  go  to  the  surgeon, 
so  of  course  they  get  the  worst  cases.  I  say  right  here,  as  be- 
fore, that  J  am  in  favor  of  laparatomy  for  fibroids  if  the  symp- 
toms are  sufficient  to  indicate  it,  but  if  I  can  rid  my  patients  of 
discomfort  by  electricity  I  think  I  am  doing  my  duty  as  a  sur- 
geon to  give  them  electricity.  If  this  fails,  then  do  a  hysterec- 
tomy. 

Dr.  Gunning  (in  closing)  said  :  In  reply  to  Drs.  Murray  and 
AValdo  in  regard  to  the  growth  and  disappearance  of  the  tumor,. 
I  said  in  the  paper  that  these  tumors  had  become  so  small  that 
you  could  scarcely  find  them.  In  fact,  they  are  often  no  larger 
than  the  stump  and  thickening  of  the  tissues  after  an  operation. 
That  is  good  enough  for  me.  I  do  not  ask  that  this  treatment 
shall  take  the  place  of  operations  when  the  tumors  can  be  easily 
removed  ;  but  the  kind  of  cases  I  do  ask  you  to  try  the  current 
upon  are  those  cases  operated  on  where  you  take  out  the  uterus, 
ovaries,  and  in  fact  clean  out  the  pelvic  cavity  and  bring  the 
product  here  in  bottles.  I  have  seen  surgeons  find  it  necessary 
to  make  four  incisions  and  large  flaps  in  the  abdominal  wall  to 
get  a  tumor  out,  and  it  was  considered  good  surgery  to  have  the 
patient  reach  the  bed  alive.  In  these  cases,  gentlemen,  I  ask 
that  you  use  electricity. 

Regarding  the  leucorrhea  spoken  of  by  Dr.  Dudley,  I  have 
found  it  a  part  of  the  process  and  one  of  the  means  by  which 
we  get  rid  of  the  tumor.  I  am  pleased  that  Dr.  Goffe  is 
speaking  about  "  electricians."  Of  course  they  are  the  makers  of 
these  instruments,  and  not  the  users  of  the  current.  If  there 
is  anything  that  is  apt  to  give  Dr.  Gofle,  and  others  who  take 
the  same  position,  a  chill,  it  is  the  subject  of  electricity.  He 
charges  it  with  producing  conditions  that  make  it  necessary  for 
operating.  Be  that  as  it  may,  I  have  and  do  use  electricity  to 
relieve  and  overcome  the  conditions  frequently  found  after 
operations. 

So  far  as  Dr.  Goelet  is  concerned,  I  am  rather  surprised  at  his 
remarks,  for  I  had  always  considered  him  a  sort  of  father-in-law  to 
electricity,  but  to-night  he  even  is  doubting  the  action  of  his  child. 
But  nevertheless  I  will  stick  to  the  statements  I  have  made  in 
my  paper.  I  was  very  glad  to  hear  him  speak  of  proof  and 
wishing  for  a  case  he  had  for  illustration.  I  had  expected  two 
witnesses  for  myself  in  the  persons  of  Dr.  Warren  Schoon- 
over  and  Dr.  Alexander  Hadden,  but  thev  failed  me ;  because  if 
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there  is  anything  that  startles  this  Society,  it  is  the  rattling  of 
the  skeleton  of  electricity,  and  I  wanted  to  have  these  gentle- 
men testify  to  some  of  the  statements  made  in  the  paper. 

I  thank  Dr.  Buckmaster  for  the  statement  about  the  action  of 
the  electric  current  on  the  tissues. 


Stated  Meeting,  November  20th,  1894. 
The  President,  Bache  McE.  Emmet,  M.D.,  in  the  Chair. 
Dr.  George  C.  Freeborn  presented  the  following  specimens: 

I.    PORTION    OF    FIBROMA    OF    THE    UTERUS,    ILLUSTRATING    THE 
EFFECTS    OF   MULTIPLE    ELECTROPUNCTURE. 

Specimen  I. — Electropunctnre  was  performed  in  this  case 
some  one  hundred  and  thirteen  times.  The  tumor  continued  to 
grow  and  was  finally  removed  by  operation. 

The  piece  of  the  tumor  presented  shows  the  various  stages 
of  the  necrosis  produced  by  the  electropuncture.  There  is  a 
large  area  of  small  hemorrhagic  spots,  one  of  calcification,  one 
where  the  tissue  is  breaking  down,  and  one  where  a  cavity  has 
formed. 

II.    A    SERIES    OF    FIBROIDS    OF    THE    UTERUS,    SHOWN    IN    SECTION 
— FOUR    SPECIMENS. 

Specimen  II.  Uterus  showing  spherical  fibroid  in  posterior 
wall. — The  specimen  was  removed,  by  suprapubic  hysterectomy, 
from  a  woman  aged  23.  The  uterus  measures  seventeen  centi- 
metres in  length,  lifteen  centimetres  around  the  horns.  Sagittal 
section  shows  a  spherical-shaped  fibroid,  thirteen  and  one°half 
centimetres  in  diameter,  situated  in  the  posterior  wall  and  enclosed 
by  a  thin  capsule  of  uterine  tissue.  The  central  portion  of  the 
tumor  is  honeycombed  by  a  series  of  small  cysts. 

Specimen  III.  Uterus  showing  spherical  fibroid  in  the  pos- 
terior wall. — This  specimen  was  removed,  by  suprapubic  hys- 
terectomy, from  a  woman  aged  28.  The  organ  was  spherical  in 
shape,  measuring  nine  centimetres  in  diameter.  The  specimen 
is  a  sagittal  section  which  ha?  passed  a  little  to  one  side  of  the 
uterine  cavity,  and  shows  a  spherical  fibroid,  seven  centimetres 
in  diameter,  situated  in  the  posterior  wall. 

Specimen  IV.  Multiple  fibroids  of  the  uterus. — This  specimen 
was  removed  from  a  woman  aged  37.  The  uterus  measures  ten 
and  one-half  centimetres  in  length,  ten  centimetres  around  the 
horns^and  eleven  and  one-half  centimetres  in  anteroposterior 
direction.  The  specimen  is  shown  in  sagittal  section.  The 
walls  of  the  uterus  contain  several  fibroids  or  fair  size.  Project- 
ing from  the  upper  and  posterior  portion  of  the  organ  there  is 
an  oval-shapad  tibroid,  thirteen  centimetres  long,  ten  and  one-half 
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centimetres  in  its  short  diameter,  enclosed  by  a  thin  capsule  of 
muscular  tissue. 

Specimen  Y.  Multiple  fibroids  of  the  uterus. — This  specimen 
was  removed  from  a  married  woman  aged  40.  The  organ  is 
shown  in  perpendicular,  lateral  section.  The  walls  contain 
several  fibroids.  The  fundus  shows  three  fibroids,  of  good  size, 
of  the  subperitoneal  class.  The  left  Fallopian  tube,  attached  to 
the  uterus,  is  shown  in  longitudinal  section  and  is  in  a  state  of 
suppurating  salpingitis. 

All  of  these  specimens  have  been  referred  to  me  for  examina- 
tion as  pathologist  to  the  Woman's  Hospital  in  the  State  of 
New  York. 

Dr.  Egbert  H.  Grandin  thought  the  first  specimen  was  of 
peculiar  interest,  since  it  was  one  of  the  few  of  which  he  had 
heard  going  to  prove  clearly  not  only  the  uselessness  but  the 
danger  of  electropuncture — a  method  of  treating  fibroids  of 
which  he  believed  that  now  even  the  most  ardent  advocates  of 
electricity  would  not  claim  the  parentage.  There  could  be  no 
doubt  but  that  removal  had  been  rendered  more  difficult  by 
such  treatment.  Every  one  of  fair  mind  would  expect  electro- 
puncture  to  cause  local  necrosis,  and  he  did  not  doubt  but  that 
many  women  who  had  been  so  treated  had  died  of  sepsis  result- 
ing from  absorption  of  such  necrosed  tissue.  The  specimen, 
then,  was  particularly  welcome  because  it  gave  what  should 
prove  the  final  blow  to  those  who  still  claimed  that  electropunc- 
ture had  any  field  in  the  treatment  of  uterine  fibroids. 

Dr.  Andrew  F.  Currier  complimented  Dr.  Freeborn  on  his 
fine  demonstration  of  the  development  of  fibroid  tumors,  and 
added  his  testimony  to  that  of  Dr.  Grandin  regarding  the  harm- 
fulness  of  electropuncture.  A  specimen  presented  by  him  at 
the  first  meeting  the  present  season  had  been  taken  from  a  pa- 
tient treated  by  electropuncture  by  a  physician  in  New  Jersey, 
and  he  had  no  doubt  but  that  the  abundance  and  density  of  the 
adhesions  found  when  the  uterus  was  removed  were  largely  due 
to  that  treatment.  While  he  appreciated  as  highly  as  anybody 
the  value  of  electricity  for  certain  conditions,  he  thought  there 
was  no  field  for  electropuncture  in  the  treatment  of  fibroids  of 
the  uterus. 

Dr.  W.  Evelyn  Porter  thought  that  one  of  the  uteri  showing 
fibroid  tumor  in  section  illustrated  very  well  a  class  of  cases  in 
which  it  was  unnecessary  to  perform  hysterectomy,  since  the 
tumor  could  be  easily  shelled  out  on  abdominal  section.  Dr. 
Outerbridge  had  operated  upon  several  cases  at  the  Cancer  Hos- 
pital by  enucleation  of  the  fibroid,  leaving  apparently  nothing 
but  normal  uterine  tissue.  The  danger  was  much  less  than  that 
attending  hysterectomy,  and,  according  to  Dr.  Porter's  expe- 
rience, there  had  been  no  subsequent  trouble. 

Dr.  Freeborn  said,  in  connection  with  Dr.  Porter's  remarks, 
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that  in  all  the  cases  of  which  specimens  had  heen  presented  there 
was  also  advanced  disease  of  the  tubes  and  ovaries. 

Dr.  Bache  Emmet  (the  President),  remarking  upon  the  first 
specimen  presented  by  Dr.  Freeborn  (which,  indeed,  came  from 
a  patient  of  his  own),  said  he  had  had  nothing  to  do  with  the  elec- 
trical treatment.  She  had  come  under  his  observation  only  a 
few  months  ago,  and  not  until  after  all  methods  of  treatment 
except  hysterectomy  had  been  tried  by  physicians  in  various 
parts  of  the  world.  Electropmicture  had  been  carried  out  by  a 
physician  of  the  homeopathic  school,  who,  he  believed,  had 
employed  that  method  extensively.  At  first  it  was  attended  in 
this  case  by  some  apparent  benefit  and  moderate  diminution  of 
the  tumor,  but  this  did  not  last.  She  had  also  seen  Mr.  Keith, 
who  had  advised  her  to  bear  with  her  condition  as  long  as  she 
could.  When  she  came  to  Dr.  Emmet  she  was  almost  ex  san- 
guined, and  submitted  to  an  operation  as  a  last  resort,  for  there 
seemed  to  be  no  way  to  check  the  constant  loss  of  blood.  The 
case  was  so  desperate  that  preparation  was  made  for  transfusion 
before  beginning  hysterectomy,  and  was  carried  on  throughout 
the  operation.     Nevertheless  she  did  not  survive  the  ordeal. 

The  case  was  another  which  exemplified  harm  done  by  elec- 
tropuncture,  of  which  he  had  seen  some  examples  in  his  own 
work,  but  he  had  not  practised  this  method  within  the  past  three 
years.  In  one  of  them  there  were  numerous  points  of  broken- 
down  tissue,  undoubtedly  due  to  the  destruction  caused  by  elec- 
trolysis, and  he  had  reason  to  suspect  also  that  these  loculi  were 
the  starting  points  of  septic  infection.  Dr.  Grandin  was  correct 
in  his  surmise  that  the  numerous  punctures  through  the  abdom- 
inal wall  had  added  to  the  difficulties  of  the  operation  by  causing 
adhesions. 

The  President  asked  Dr.  Freeborn  whether  the  series  of 
specimens  which  he  had  presented  did  not  tend  to  confirm  the 
view  held  by  some  that  chronic  disease  of  the  ovaries  and  tubes 
favored  the  develop  nent  of  fibromyomata  of  the  uterus. 

Dr.  Freeborn  replied  that  he  had  examined  very  carefully 
the  ovaries  and  tubes  which  had  come  with  specimens  of  uterine 
fibroids,  but  had  not  yet  come  to  a  conclusion  regarding  a  possible 
etiological  relation  between  the  disease  of  the  uterus  and  that  of 
its  appendages. 

Dr.  Malcolm  McLean  presented  a 

FIBROSARCOMA    OF   THE   OVARY. 

Mrs.  P.,  set.  55  years,  married,  multipara  ;  had  excellent  family 
and  personal  history  until  the  past  two  years,  during  which  time 
she  has  suffered  from  irregular  abdominal  pains  with  some  back- 
ache and  neuralgic  pains  in  the  pelvic  region.  She  lias  not 
menstruated  for 'seven  years.  On  entering  the  St.  Andrew's 
Infirmary  for  Women  in  June,  1894,  she  was  complaining  of 
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increasing  discomfort  and  pains  from  pressure  of  a  large  abdom- 
inal tumor  connected  with  the  uterus. 

On  examination  a  solid  tumor,  apparently  surrounded  with 
fluid,  was  found  to  occupy  the  lower  half  or  the  abdomen,  the 
whole  enlargement  amounting  to  a  distention  equal  to  the  seventh 
month  of  gestation.  The  solid  growth  was  apparently  intimately 
connected  with  the  posterior  surface  of  the  uterus.  No  disease 
of  the  adnexa  could  be  distinguished. 

On  opening  the  abdomen  what  appeared  to  be  a  large  fibroid 
of  the  uterus  presented  with  the  gush  of  ascitic  fluid  which 
escaped. 

On  separating  a  few  adhesions,  however,  it  was  found  that  the 
uterus  was  not  involved  in  the  growth,  but  the  mass  represented 
the  right  ovary.  The  left  ovary  and  the  Fallopian  tubes  were 
normal.  By  ligating  two  considerable  vessels  and  dividing  the 
pediele  with  the  Paquelin  cautery  the  growth  was  easily  re- 
moved. The  patient  recovered  promptly  and  remains  well. 
The  tumor  weighed  seven  and  a  half  pounds. 

Dr.  Currier  remarked  that  fibroids  of  the  ovary  were  exceed- 
ingly rare,  yet  it  appeared  from  Dr.  McLean's  remarks  that  this 
was  the  third  spacimen  which  he  had  seen  within  a  comparatively 
short  time — a  very  unusual  experience.  Doubt  had  been  ex- 
pressed, with  regard  to  some  of  the  recorded  specimens,  as  to 
whether  they  really  were  fibroids  of  the  ovary.  It  often  hap- 
pened that  fibroids  of  the  uterus  were  attached  by  a  very  slender 
pedicle,  or  became  detached  from  that  organ,  and,  having  con 
nection  with  the  ovary,  were  mistakenly  reported  as  being  of 
ovarian  origin. 

Dr.  Freeborn  said  that  many  cases  reported  as  fibroma  of 
the  ovary  were  really  fibrosarcoma.  As  Dr.  Currier  had  stated, 
fibroma  of  the  ovary  was  exceedingly  rare.  Many  of  the  old 
specimens  in  museums  labelled  fibroma  had  been  found  on  care- 
ful microscopical  examination  to  be  fibrosarcoma. 

Dr.  McLean  said  the  specimen  had  not  been  examined  mi- 
nutely and  it  might  be  found  to  contain,  some  sarcomatous  tissue. 
In  fact,  he  did  not  doubt  but  that  it  was  a  fibrosarcoma,  as  Dr. 
Freeborn  had  suggested.  In  describing  it  the  point  which  he 
had  had  in  mind  was  that  its  origin  was  strictly  ovarian,  not 
uterine  as  had  been  suggested  by  Dr.  Currier.  This  was  shown 
in  part  by  the  absolute  freedom  from  disease  of  other  structures, 
and  by  the  presence  of  ascitic  fluid  in  considerable  quantity,  as 
was  common  in  such  tumors  of  the  ovary. 

Dr.  Francis  Foerster  presented  a  specimen  of 

SARCOMA    OF    THE    OVARY    IN   A    CHILD. 

The  specimen  before  you  is  the  left  ovary  of  a  child  4^  years 
old.  In  its  fresh  state  it  presented  a  large,  pulpy  tumor,  two  and 
a  half  pounds  in  weight,  of  smooth  periphery.     Microscopically 
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it  must  be  defined  "  small  round-celled  sarcoma,"  the  structure 
ot  the  ovary  being  totally  destroyed  by  the  neoplasm.  These 
tumors  are  sufficiently  rare,  especially  in  so  young  a  subject  as 
my  patient  has  been,  to  warrant  my  bringing  it  before  this 
Society.  Sarcoma  of  the  ovary  presents  considerable  difficulties 
for  diagnosis,  so  much  so  that  we  find  the  majority  of  the  reported 
cases,  even  in  adults,  operated  upon  on  an' erroneous  diagnosis. 
The  history  of  my  case  was  a  rather  indefinite  one  ;  the  physical 
signs  admitted  a  variety  of  opinions  as  to  the  nature  of  the 
trouble. 

Lena  P.,  4£  years  old,  an  anemic,  poorly  nourished  child,  was 
brought  to  me  by  Dr.  Maisch  for  examination  and  diagnosis. 
The  mother  of  the  child  says  that  up  to  three  or  four  months 
ago  the  child  enjoyed  fairly  good  health  ;  she  noticed  then  an 
increasing  distention  of  the  abdomen  of  the  little  girl,  breathing 
became  decidedly  embarrassed. 

On  examination  I  found  a  large,  semifluctuating  tumor,  cen- 
trally located,  filling  the  whole  abdomen;  on  percussion,  flatness 
over  the  area  of  the  tumor.  Rectal  examination  convinced 
me  that  the  tumor  must  be  the  left  ovary,  as  the  small  uterus 
could  be  felt  distinctly,  well  pushed  over  to  the  right  side. 
The  thyroid  gland  was  somewhat  enlarged,  but  was -not  consid- 
ered at  the  time  to  be  pathognomonic.  No  swelling  to  be  noticed 
about  the  inguinal  glands. 

My  diagnosis,  cyst  of  the  left  ovary,  coinciding  with  the 
view  Dr.  Maisch  had  taken  of  the  case,  I  recommended  opera- 
tion. The  child  entered  the  German  Hospital  and  I  operated 
a  few  days  later.  The  originally  small  incision  had  to  be  length- 
ened up  to  the  ensiform  process.  A  small  quantity  of  serum 
escaped  from  the  abdominal  cavity.  The  omentum  was  drawn 
over  the  anterior  surface  of  the  tumor  and  was  firmly  adherent 
to  the  lower  portion  of  it.  After  resection  of  the  omentum 
I  could  raise  the  tumor  without  much  difficulty  ;  it  became  at 
once  apparent  that  I  had  to  deal  with  a  neoplasm  of  the  ovary. 
The  pedicle  was  ligated,  and  after  convincing  myself  that  the 
other  ovary,  as  well  as  the  organs  which  were  accessible,  were 
in  good  condition,  I  closed  the  abdomen.  The  child  stood  the 
operation  well,  and  recovered  so  far  as  to  be  able  to  sit  up  in  bed. 

The  specimen  was  examined  and  pronounced  to  be  small 
round-celled  sarcoma;  the  chances  for  the  child's  ultimate  re- 
covery were  therefore  very  slim.  The  enlarged  thyroid  was 
looked  upon  from  now  on  in  a  different  light:'  undoubtedly  we 
had  a  metastatic  process  before  us.  I  ordered  Coley's  extract 
(coc.  erysipel.  and  bacil.  prodigiosus)  to  be  injected  in  increas- 
ing doses  into  the  thyroid  gland,  as  there  were  no  lymphatic 
enlargements  to  be  felt  otherwise.  The  usual  reaction  was 
noticed,  elevation  of  temperature  to  103-104°  two  to  three 
hours  after  the  injection,  but  at  the  same  time  the  quality  of 
the  pulse  became  so  poor  that  stimulation  had  to  be  kept  up  for 
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several  hours.  Four  weeks  after  the  operation  we  noticed  a 
swelling  in  the  right  side  of  the  child's  abdomen.  The  tumor 
grew  rapidly,  was  of  irregular  outlines;  tympanites  became  well 
marked,  so  that  breathing  was  quite  difficult.  To  relieve  this 
condition,  if  possible,  I  opened  the  abdomen  again  by  a  small 
incision,  but  soon  became  convinced  that  nothing  could  be  gained 
by  further  interference  ;  as  far  as  my  finger  could  reach  I  found 
sarcomatous  masses. 

The  child  recovered  from  this  exploratory  incision,  and,  having 
been  removed  from  the  hospital,  died  six  weeks  afterward.  Dr. 
Seibert,  who  treated  the  child  at  home,  had  the  opportunity  to 
perform  a  partial  autopsy  ;  he  found  the  right  ovary  and  uterus 
intact,  while  the  whole  lower  segment  of  the  abdomen  was  rilled 
by  sarcomatous  masses  constricting  and  involving  the  intestine, 
and  metastases  in  both  kidneys. 

Dr.  Egbert  H.  Grandin  presented  a 

SUBPERITONEAL    FIBROID 

which  he  had  removed  per  abdomen  from  a  patient  aged  32. 
The  lady  had  consulted  him  on  account  of  sterility  associated 
with  intense  backache  and  aggravated  constipation.  He  had 
found  the  uterus  crowded  back  behind  the  sacrum  by  a  tumor 
which  rested  on  the  fundus  uteri.  The  exact  nature  of  the 
tumor  he  had  been  unable  to  decide,  but  there  seemed  only  one 
way  to  give  the  woman  relief,  and  this  was  through  abdominal 
section.  The  consent  of  the  family  physician  had  been  secured, 
and  on  opening  the  abdominal  cavity  he  had  found  the  tumor,  the 
size  of  a  fist,  sessile  on  the  fundus  of  the  uterus.  There  were 
numerous  intestinal  adhesions,  and  the  bladder  was  stretched 
upward  and  adherent  to  the  parietal  peritoneum.  He  had  enu- 
cleated the  tumor  and  sewed  up  the  uterine  wound  by  the  Lem- 
bert  stitch.  The  woman's  convalescence  had  been  retarded  by 
a  mural  abscess,  and  this  occurrence  led  him  to  condemn  again 
the  use  of  animal  ligature  in  closing  the  abdominal  incision.  Of 
late  he  had  had  three  cases  of  mural  abscess  following  abdominal 
section.  In  each  case  he  had  brought  the  peritoneum  and  the 
fascia  together  by  means  of  buried  kangaroo  tendon  which  he 
had  secured  from  a  firm  which  made  a  specialty  of  sterilizing 
ligatures.  His  technique  had  otherwise  been  perfect,  his  assist- 
ants and  himself  being  as  sterile  as  it  was  possible  to  become, 
and  yet  abscess  had  developed.  He  questioned  if  it  were  possi- 
ble to  sterilize  animal  ligature  so  as  to  make  it  always  reliable. 
He  had  long  since  given  up  the  use  of  catgut,  because,  in  his 
experience,  no  matter  how  prepared,  it  was  apt  to  cause  suppu- 
ration. The  most  reliable  method  he  had  yet  found  of  closing 
the  abdominal  incision  was  that  which  entailed  the  use  of  the 
buried  silkworm  gut.  He  had  yet  to  see  this  method  followed 
by  suppuration.     The  objection  to  which  it  was  open  was  the 
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relatively  longer  time  required.  He  had  further  noted  the  truth 
of  an  assertion,  made,  he  believed,  by  Dr.  W.  R.  Pryor,  that  in 
women  with  very  fat  abdominal  parietes  it  was  wise  to  rest  satis- 
fied with  sewing  the  peritoneum  and  the  fascia  and  to  allow  the 
fat  parietes  to  granulate. 

Dr.  Grandin  said  this  was  his  third  case  this  fall  in   which 
mural  abscess  had  followed  the  use  of  kangaroo  tendon,  although 
it  was  put  up  by  a  firm  which  made  antiseptic  suture  a  specialty 
and  the  tendon  was  not  taken  out  until  the  operation.     He  had 
previously  given  up  catgut   for   the  reason    that  it  could  not 
always  be  made  aseptic,  and  recent  experience  had  about  con- 
vinced him  that  it  was  best  never  to  use  kangaroo  tendon  for 
closing  abdominal  incisions.     He  had  for  several   years  used 
silkworm  gut  in  uniting  peritoneum  and  fascia,  and  had  seen  no 
tendency  to  hernia  where  firm  apposition  of  the  different  layers 
had  been  secured.     Where  the  walls  were  very  fat  he  preferred 
to  let  the  adipose  layer  granulate,  as  he  had  done  in  three  cases 
and  had  obtained  a  firm  .cicatrix.     The  woman  whose  case  he 
had  just  related  had  very  thick  abdominal  walls,  and  this  fact 
had  perhaps  favored  suppuration,  which  had  been  excited  by 
suture  with  kangaroo  tendon.     In  the  future  he  would  not  use 
kangaroo  tendon,  and  in  fat  women  would  let  the  wound  granu- 
late above   peritoneum    and  fascia,   which   he   would  close  by 
buried  silkworm  gut. 

Dr.  Porter  remarked  that  the  specimen  presented  by  Dr. 
Grandin  was  another  demonstrating  the  fact  that  a  great  many 
uterine  fibroids  could  be  removed  by  enucleation. 

Regarding  animal  ligature  in  suturing  the  fascia,  he  said  cat- 
gut boiled  in  alcohol  and  kept  in  alcoholic  solution  had  given 
him  no  trouble.  Silkworm  gut  he  thought  might  cause  trou- 
ble from  its  mechanical  presence  when  used  for  the  peritoneum 
and  fascia. 

Dr.  W.  Gill  Wylie  had  some  years  ago  tried  many  suture 
materials,  and  had  never  adopted  catgut  "for  suturing  the  ab- 
dominal walls  in  the  median  line  below  the  umbilicus,  for  the 
reason  that  here  one  had  to  do  with  a  white,  fibrous  tissue  that 
required,  like  all  tendinous  structures,  considerable  time  for  firm 
union.  The  edges  should  be  held  in  firm  apposition  at  least  two 
weeks,  better  three  weeks.  If  the  tissues  were  allowed  to  once 
separate  there  could  not  afterward  be  homologous  union,  which 
was  necessary  to  prevent  hernia.  Ten  years  ago  he  wrote  a 
paper  on  the  subject  of  uniting  the  several  abdominal  layers 
separately,  and  advocated  the  use  of  silk  for  the  reason  that  it 
could  be  relied  upon  to  hold  the  structures  in  apposition  until 
there  was  firm  union.  He  was  no  longer  troubled  with  the 
occurrence  of  hernia.  Fat  rendered  union  more  difficult,  but  he 
did  not  believe  in  the  open-wound  treatment.  It'  the  tissues 
were  protected  against  bruising  during  the  operation,  if  mace- 
rated parts  were  trimmed  away  and  the  sutures  were  inserted 
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well  back  so  as  to  avoid  undue  pressure  on  the  edges  of  the  adi- 
pose tissue,  union  could  be  obtained  without  any  suppuration  in 
nine  cases  out  of  ten  of  obese  patients,  and  with  only  slight  sup- 
puration in  the  tenth — so  slight  that  no  harm  would  come  from 
it.  Surgery  was  a  question  of  skill  and  art,  and  with  sufficient 
care  one  could  do  almost  anything. 

Dr.  Clemknt  Cleveland  had  given  up  buried  sutures  of  cat- 
gut or  silkworm  gut,  on  account  of  the  tendency  to  suppuration 
in  their  use,  and  he  feared  to  use  kangaroo  tendon  for  the  same 
reason.  For  three  years  he  had  used  silkworm  gut  exclusively 
in  closing  the  abdominal  wound,  and  in  no  case,  so  far  as  he 
knew,  had  hernia  developed.  He  always  asked  his  assistant  to 
draw  the  fascia  far  forward,  which  procedure  would  bring  the 
edges  in  close  apposition  as  the  sutures  were  tied. 

For  two  years  he  had  been  accustomed  to  leave  the  sutures 
for  two  weeks. 

In  one  case,  of  great  thickness  of  the  abdominal  walls,  he  had 
followed  Dr.  Pryor's  method,  just  advised  by  Dr.  Grandin. 
allowing  the  fatty  layer  to  heal  by  granulation.  Union  was 
longer  in  taking  place,  but  was  perfectly  satisfactory. 

TUBAL    ABORTION. 

Dr.  H.  C.  Coe  presented  a  specimen  with  the  following  his- 
tory. The  patient,  set.  38,  had  had  two  children,  the  youngest 
8  years  of  age.  She  had  no  pelvic  trouble  until  July,  1894, 
when  her  menstruation  was  delayed  for  a  few  days,  and  when  it 
appeared  was  more  profuse  than  usual.  Since  then  she  had  had 
an  occasional  show  of  blood,  but  no  regular  period,  and  attacks 
of  severe  colicky  pain  in  the  lower  part  of  the  abdomen.  No 
symptoms  or  signs  of  pregnancy,  except  slight  enlargement  and 
soreness  of  the  breasts.  The  patient  entered  the  hospital  Sep- 
tember 17th,  presenting  a  somewhat  anemic  appearance,  but 
being  otherwise  in  good  condition.  Locally  a  well-defined  mass 
the  size  of  an  orange,  with  a  somewhat  boggy  feel,  was  detected 
behind  the  right  broad  ligament.  Uterus  enlarged,  but  of  firm 
consistence;  cervix  and  lower  segment  not  softened.  Diagno- 
sis, probable  ectopic  gestation.  Operation  September  20th.  An 
encysted  blood  clot  was  removed  from  Douglas'  pouch,  slight 
adhesions  being  separated.  The  right  tube  was  uniformly  en- 
larged to  the  size  of  a  Frankfort  sausage,  the  distal  opening 
being  dilated.  The  product  of  conception  could  not  be  found. 
As  the  left  tube  and  ovary  were  diseased,  the  adnexa  on  both 
sides  were  removed.  As  a  large,  oozing  surface  was  left  with- 
in the  pelvis,  the  cavity  was  packed  with  gauze  bandage,  one 
end  being  carried  through  an  opening  made  into  the  vagina. 
Convalescence  normal,  and  patient  discharged  cured  October 
21st. 

The  specimen  had  not  yet  been  examined  microscopically, 
but  was  undoubtedly  one  of  early  tubal  abortion  (fifth  or  sixth 
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week),  the  history  corresponding  closely  to  the  condition  found 
at  the  operating  table.  Attention  was  called  to  the  following 
points   of   interest :  1.  The   absence    of   symptoms  of  rupture. 

2.  The  importance  of  an  irregular  menstrual  history,  associated 
with  colicky  pains  in  the  abdomen,  in  a  patient  who  had  been 
sterile  for  several  years  and  had  had  no  previous  pelvic  trouble. 

3.  The  possibility  of  mistaking  the  case  for  one  of  unruptured 
ectopic  gestation,  so  that  electricity  might  have  been  employed 
with  a  supposed  curative  effect. 

Dr.  Robert  L.  Dickinson  read  a  paper  on 

BICYCLING    FOR    WOMEN    FROM    THE    STANDPOINT    OF    THE 
GYNECOLOGIST.1 

Dr.  H.  S.  Pettit,  of  Brooklyn  (present  by  invitation),  said  hei 
had  been  interested  in  physical  culture  five  years  as  associate 
medical  director  with  Dr.  Savage,  and  had  observed  that  up  to 
10  years  of  age  girls  could  compete  favorably  with  boys,  but 
after  the  fourteenth  or  fifteenth  year,  when  they  began  to 
lengthen  their  dresses  and  to  wear  corsets,  they  were  unable  to 
go  through  exercises  which  were  of  much  value.  The  restraint 
of  dress  was  such  that  they  could  not  raise  the  arms  over  the 
head,  could  not  bend  nor  walk  with  freedom.  In  placing  girls 
in  classes  it  was  found  that  beginners  under  14  could  do  much 
better  work  than  those  of  18 — for  instance,  they  could  jump  a 
foot  higher.  He  had  no  doubt  that  bicycle-riding  was  one  of 
the  best  outdoor  exercises.  The  bicycle  was  cheap,  was  easy  to 
keep,  the  motion  was  rapid,  and  women  found  that  for  ease  it 
was  necessary  to  discard  the  strait  costume.  He  recommendedy 
the  sweater  with  bloomer  dress. 

Dr.  Herman  L.  Collyer  firmly  believed,  with  the  author, 
that  women  should  exercise,  and  begin  at  an  early  age.  It  was, 
however,  rather  soon  to  determine  whatparticular  injuries  might 
result  from  bicycle-riding.  That  portion  of  instruction  or  train- 
ing relating  to  exercise  was  sadly  neglected,  among  boys  as  well 
as  among  girls,  and  was  probably  due  largely,  among  girls,  to 
teaching  them  at  an  early  age  to  cast  away  childish  habits  and 
be  ladylike.  Dancing  and  horseback-riding  were  about  the  only 
forms  of  exercise  permitted  them.  The  latter  was  too  expensive 
to  be  utilized  to  any  extent,  and  was  practised  in  a  disadvan- 
tageous form  on  the  side  saddle.  Lately,  however,  he  had  seen 
some  women  in  the  Park  riding  astride  the  horse,  with  divided 
skirts,  and  he  thought  the  style  was  very  becoming  as  well  as 
physiological.  If  women  wished  to  be  esthetic  in  appearance 
they  could  be  so,  no  matter  what  exercise  they  took;  on  the 
other  hand,  if  they  wished  to  look  vulgar,  they  could  look  so  on 
the  horse  or  bicycle  or  under  any  other  conditions. 

1  See  original  article,  p.  24. 
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As  to  inducing  bad  habits  by  riding  the  bicycle,  he  would  say 
that  if  a  girl  wanted  to  masturbate  she  would  carry  out  her  wish 
any  way,  as  well  sitting  on  a  chair  as  on  a  bicycle.  He  thought 
exercise  on  a  bicycle  would  tend  to  prevent  masturbation,  even  in 
those  predisposed  to  it,  for  the  reason  that  a  convenient  oppor- 
tunity was  not  afforded  and  attention  was  taken  from  the  pelvic 
organs. 

He  thought  he  had  seen  some  tendency  to  congestion  of  the 
hemorrhoidal  vessels  where  riding  was  indulged  in  too  long  at 
a  time,  and  that  young  riders  were  apt  to  overdo  the  matter 
and  induce  injury  of  the  muscles,  especially  of  the  back  and 
the  heart.  But  judicious  riding  on  the  wheel  was  an  excellent 
exercise.  Those  who  wished  to  enjoy  it,  men  or  women,  would 
have  to  discard  tight  apparel. 

Dr.  Collyer  was  strenuous  on  the  point  that  bicycle-riding  did 
not  tend  toward  the  habit  of  masturbation,  for  the  reason  that 
when  the  saddle  was  in  a  position  to  touch  the  clitoris  riding  be- 
came uncomfortable. 

Dr.  H.  C.  Coe  had  hoped  that  the  author  would  say  some- 
thing about  the  effect  of  bicycle-riding  on  uterine  troubles,  espe- 
cially displacements,  as  well  us  upon  the  pelvic  floor.  He  had 
recently  been  interested  in  two  cases  of  displacement  in  women 
who  took  up  bicycle  riding,  not  with  his  advice,  but  of  their  own 
accord,  and  they  had  improved  under  it.  One  patient,  who  had 
an  extensive  laceration  of  the  cervix  and  pelvic  floor,  continued 
to  ride  until  within  a  short  time  of  her  operation,  and  resumed 
it  not  long  after  her  convalescence. 

Dr.  Clement  Cleveland  said  that  bicycle-riding  was  such  a 
hobby  with  him  that  he  feared  he  was  not  an  unprejudiced 
judge  of  its  advantages  or  disadvantages.  He  had  listened  to 
the  reading  of  Dr.  Dickinson's  paper  with  the  greatest  delight, 
because  he  appeared  to  be  as  enthusiastic  upon  the  subject  as 
himself.  The  difficulty  lay  chiefly  in  learning  to  ride.  Women 
should  be  taught  in  some  retired  place,  if  they  would  gain  con- 
fidence quickly  and  avoid  the  accidents  which  might  occur  in 
crowded  streets.  It  was  very  well  for  us  to  discuss  theoretically 
the  influence  of  bicycle-riding,  but  present  indications  seemed  to 
point  to  our  having  abundant  evidence  of  its  effects,  whatever 
they  might  prove  to  be ;  for  the  coming  woman,  he  believed, 
would  ride  the  wheel. 

Its  use  was  not  to  be  compared  with  that  of  the  sewing  ma- 
chine. It  is  true  he  had  seen  some  women  sit  on  the  bicycle  as 
they  would  at  a  sewing  machine,  but  that  was  not  the  proper 
position.  The  correct  way  was  to  sit  erect,  limbs  nearly  straight. 
Moreover,  it  was  not  an  hour  or  an  hour  and  a  half  sitting  at  a 
sewing  machine  which  did  the  harm,  but  rather  the  use  of  it 
from  early  morn  till  dewy  eve. 
The  best  form  of  saddle  had  yet  to  be  invented  for  women, 
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but  he  believed  it  would  come.     Corsets,  he  believed,  should  not 
be  worn. 

He  was  entirely  in  accord  with  Dr.  Dickinson,  and  believed 
the   bicycle   was   destined  to   be  of  inestimable  advantage  to. 
women. 

If  there  was  any  objection  to  its  use  it  applied  more  forcibly 
to  men  than  to  women.  He  had  recommended  it  to  a  number 
of  patients  with  good  results.  One  very  great  benefit  would 
come  from  its  use  :  the  cure  of  constipation.  Many  women  had 
told  him  that  it  had  relieved  them  entirely. 

With  regard  to  menstrual  disorders,  his  observation  had  been 
that  it  regulated  rather  than  disturbed  that  function.  The  great 
trouble  was  likely  to  come  from  overdoing  the  exercise.  If 
women  would  ride  moderately  and  not  attempt  to  travel  fifty  or 
sixty  miles  a  day,  if  they  would  remain  in  the  saddle  about  an 
hour  and  a  half  and  not  go  further  than  fifteen  or  twenty  miles, 
he  believed  it  would  result  in  nothing  but  benefit. 

Dr.  Graeme  M.  Hammond  (present  by  invitation)  said  he  had 
come  to  be  instructed  as  to  what  were  the  effects  of  bicycle- 
riding  on  women.  Although  neurologists  were  supposed  to 
know  nothing  of  the  internal  organs  of  the  female,  yet  he  had 
given  some  study  to  the  influence  of  this  form  of  exercise  upon 
the  general  health  of  women  and  upon  their  nervous  systems. 
He  agreed  with  the  author  Math  regard  to  the  advisability  of  a 
reform  in  dress,  but  could  not  agree  with  him  that  bicycle-riding 
was  likely  to  cause  irritation  of  the  genital  organs.  He  had  had 
a  woman  try  the  saddle  in  all  manner  of  positions,  and  while  it 
was  found  that  it  could  be  so  arranged  as  to  cause  friction  of 
the  labia,  yet  the  rider  was  so  uncomfortable  in  this  position 
that  she  was  obliged  to  stop  and  reset  the  saddle. 

The  only  case  of  abnormal  condition  of  the  uterus  attribut- 
able in  any  way  to  bicycle-riding,  and  known  to  him,  occurred  in 
a  nervous,  delicate  woman  who,  while  riding  rapidly,  struck  a 
large  stone.  She  was  thrown,  and  next  day  had  what  a  phy- 
sician who  examined  her  described  to  him  as  anterior  displace- 
ment, which,  it  was  claimed,  had  not  existed  previously. 

The  effect  of  bicycle-riding  on  children  ought  to  be  studied, 
for  they  were  yet  undeveloped,  and  he  thought  excessive  riding 
by  them  might  induce  abnormal  conditions  of  the  heart.  In 
the  adult  he  had  made  extensive  examinations  to  determine  the 
effect  upon  the  lungs  and  heart,  and  had  found  in  those  who  had 
ridden  a  number  of  years  an  increase  of  the  chest  expansion  of 
one  inch  above  the  average.  The  usual  expansion  in  women, 
not  forced  expansion,  being  three-quarters  of  an  inch,  we  might 
expect  continued  bicycle-riding  to  increase  this  considerably. 
The  effect  upon  the  heart  had  been  a  physiological  hypertro- 
phy, so  that  the  apex  was  felt  in  the  nipple  line,  not  to  the  right 
of  it.  There  was  no  dilatation.  An  exercise  which  had  the 
effect   of   increasing  the  breathing  capacity  and  increasing  the 
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strength  of  the  heart  was  certainly  a  desirable  form.  He  be- 
lieved that  as  statistics  should  come  to  be  tabulated  bicycle- 
riding  would  be  found  to  have  a  very  important  influence  upon 
the  future  development  of  women. 

Dr.  TV.  Gill  TVvlie  believed,  with  those  who  had  preceded 
him,  in  the  bicycle.  He  had  himself  learned  two  yearsago,  two 
of  his  growing  daughters  had  been  riding,  and  he  was  convinced 
they  had  all  been  benefited  by  the  exercise.  It  was,  in  his 
opinion,  only  a  form  of  exercise,  and  destined  to  have  no  influ- 
ence on  the  pelvic  organs  different  from  that  produced  by  any 
other  healthful  exercise.  He  thought  the  influence  of  falls  and 
of  special  kinds  of  labor  in  the  production  of  displacements, 
etc.,  had  been  greatly  exaggerated.  He  had  more  respect  for 
the  way  in  which  the  uterus  had  been  placed  in  woman  than  to 
think  that  a  fall,  even  from  a  bicycle  striking  against  a  stone, 
would  cause  ante  version  or  retroversion,  unless  some  complica- 
tion already  existed  which  favored  displacement. 

As  Dr.  Cleveland  had  remarked,  it  was  important  to  have  a 
good  saddle.  He  had  heard  women  complain  of  the  saddle 
pinching  them  about  the  vulva,  but  he  did  not  believe  it  would 
induce  masturbation.     If  so,  the  saddle  must  be  changed. 

The  main  point  was  to  keep  girls  out  of  doors,  cause  them  to 
'exercise  in  the  open  air  after  the  twelfth  year  as  well  as  before, 
and  thus  favor  healthy  development.  The  most  important  time 
of  woman's  life  for  physical  development  was  about  the  fifteenth 
year,  and  it  was  most  important  not  to  allow  her  to  use  up  all 
her  vitality  in  feeding  the  brain  while  suppressing  development 
of  the  body,  -especially  the  pelvic  organs, .by  indoor  life  and  con- 
.strained  dress.  If  girls  were  induced  to  take  out-of-door  exer- 
cise they  might  be  given  a  little  force  or  vitality  for  the  normal 
development  of  the  generative  organs.  The  tendency  of  civili- 
zation of  recent  }Tears  had  been  more  and  more  toward  suppres- 
sion of  the  uterus.  Unless  at  the  age  of  puberty  girls  were 
given  more  force  than  was  needed  for  muscular  and  brain  use, 
the  uterus  could  hardly  be  expected  to  develop  at  all,  while  dys- 
menorrhea, leucorrhea,  lacerations,  and  displacements  could  be 
confidently  expected.  If  the  bicycle  would  cause  girls  to  go 
out  and  compete,  like  boys  and  colts,"  in  open-air  exercise,  it 
would  do  good.  By  improving  the  general  condition  it  would 
act  toward  relieving  special  conditions,  but  not  directly. 

J3r.  Malcolm  McLean  bad  personally  used  the  bicycle  since 
it  first  came  out,  and,  having  also  put  it  into  use  by  his  family 
and  by  many  patients,  he  could  speak  practically  about  it.  TVe 
should  insist  upon  the  use  of  horizontal  bars,  or  such  as  per- 
mitted of  the  upright  position.  The  saddle  should  be  a  long 
one,  whereas  the  universal  custom  of  makers  at  present  was  to 

ice  a  short  saddle  on  a  woman's  wheel.  The  short  saddle 
necessitated  the  front  part  to  strike  the  vulva,  while  with  the 
long  one,  sufficiently  tense,  this  w^as  not  possible.    JVIany  girls 
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and  women  did  not  take  kindly  to  bloomers,  and  lie  had  found 
that  their  use  was  not  really  necessary  to  comfortable  riding. 
On  inquiry  a  lady  rider  had  told  him  that  she  had  no  difficulty 
from  her  dress  getting  caught  in  the  wheel ;  that  the  only  trou- 
ble came  from  the  tendency  of  the  knee  motion  to  work  it  to 
one  side  and  upward  ;  and  that  if  he  could  devise  some  way  of 
overcoming  that,  women   would  not   require  divided  skirts  or 
bloomers.     Acting  on  this  suggestion,  he  had  measured  the  dis- 
tance from  one  foot  to  the  other  along  the  hem  of  the  skirt, 
with  the  woman  in  the    standing  position  ready  to  "  mount,"  I 
had  had  a  button  sewed  to  the  inside  of  the  skirt  opposite  each  j 
foot,  and,  by  means  of  ordinary  elastic  straps  passing  around  the 
ankles  and  buttoned  to  these  buttons,  had  stopped  all  tendency  / 
of  the  skirt  to  work  to  one  side  or  become  otherwise  displaced/ 
gave  comfort  in  riding  perhaps  equal  to  that  of  bloomers,  and 
did  not  interfere  with  walking. 

Dr.  McLean  thought  that  in  many  cases  of  uterine  displace- 
ment due  to  lack  of  tonicity  bicycle-riding  was  of  marked 
benefit.  He  would  not  say  that  it  was  simply  the  wheel  which 
effected  the  cure  or  improvement ;  it  was  rather  the  taking  of 
exercise  and  being  in  open  air  and  sunshine.  Regarding  the 
influence  of  riding  the  bicycle  on  pelvic  inflammations,  he  had 
attended  the  wife  of  a  physician  during  an  attack  of  pelvic  peri- 
tonitis ;  and  when  she  was  only  so  far  convalescent  as  to  be  able 
to  walk  down  one  flight  of  stairs  with  the  aid  of  an  assistant, 
he  advised  exercise  in  the  sunshine,  and  as  she  could  not  walk 
it  was  with  some  misgivings  that  they  placed  her  on  the  bicycle. 
She  had  had  chronic  cystitis,  and  a  bad  prognosis  had  been  con- 
firmed by  Dr.  Skene.  When  she  took  her  first  ride  the  pelvis 
was  full  of  exudate  and  was  so  sensitive  as  to  scarcely  admit  of 
examination.  The  result  had  been  steady  improvement,  and 
the  woman  was  in  a  few  weeks  able  to  ride  a  distance  of  twenty 
miles  a  day.  To  him  the  case  was  a  valuable  one,  as  showing 
that  convalescence  and  cure  could  go  on  without  such  confine- 
ment as  deprived  the  patient  of  the  wholesome  influence  of  ex- 
ercise in  open  air.  He  did  not,  however,  recommend  bicycling 
in  diseases  of  this  gravity,  and  the  case  related  would  not  have 
been  used  as  a  test  case  had  not  the  patient  been  under  the  im- 
mediate and  constant  care  of  himself  and  her  husband  while 
riding,  thus  avoiding  any  injudicious  exertion. 

Dr.  McLean  had  had  some  bad  cases  of  chorea  greatly  bene- 
fited by  the  bicycle. 

Dr.  Dickinson,  in  some  concluding  remarks,  referred  to  the 
diagrams  which  showed  the  uterine  supports  and  ligaments,  and 
said  that  he  knew  of  cases  of  moderate  retroversion  of  the  uterus 
in  which,  during  lack  of  tonicity  of  the  pelvic  organs  and  gene- 
ral muscular  system,  so  much  trouble  arose  as  to  suggest  the 
Alexander- Adams  operation  or  ventral  fixation.    Healthful  exer- 
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cise   had  so  improved   the  muscular  tone  in  these  cases  as  to 
make  unnecessary  operative  interference. 

The  speaker  Had  not  said  that  women  could  not  get  benefit 
from  the  wheel  in  had  costume,  but  he  had  tried  to  show  that 
much  more  benefit  would  be  obtained  in  the  way  of  muscular 
tone  and  improved  circulation  with  right  dress. 


Stated  Meeting,  December  ±th,  1894. 

George    M.  Edebohls,  M.D.,  Vice-President,    afterward 
Bache  McE.  Emmet,  M.D.,  President,  in  the  Chair. 

Dr.  Egbert  II.  Grandin  presented  some 

COLLOID    MATERIAL 

representing  a  portion  of  that  which  he  had  removed  from  a 
woman  with  the  following  history  :  The  patient  was  aged  59  and 
for  years  had  enjoyed  good  health.  The  early  part  of  Novem- 
ber she  had  sent  for  her  family  physician,  Dr.  George  B.  Fowler, 
on  account  of  an  attack  of  bronchitis.  Dr.  Fowler  had  not  seen 
her  since  the  spring  of  the  year,  and  at  once  noticed  an  abdom- 
inal enlargement.  On  inquiry  he  was  told  that  the  abdomen 
had  begun  to  enlarge  five  weeks  previously,  but  that  this  caused 
no  discomfort.  The  doctor  examined  her  and  reached  the  dia- 
gnosis of  ovarian  cyst.  He  asked  me  to  see  her.  I  found  the 
abdomen,  as  far  as  the  umbilicus,  occupied  by  a  tumor  giving  a 
uniform  flat  note  on  percussion  and  a  distinct,  unbroken  wave  of 
fluctuation.  On  vaginal  examination  I  found  the  pelvis  filled 
with  the  growth  and  distinctly  fluctuating.  I  coincided  in  the 
diagnosis  of  probable  ovarian  cyst,  and  advised  immediate  ope- 
ration whilst  the  woman  was  in  good  condition.  I  stated  further 
that  the  rapid  growth  of  the  cyst  led  me  to  suspect  a  possible 
malignant  character.  This  possibility  was  further  suggested  by 
the  fact  that  for  many  years  the  woman  had  carried  on  her  nose 
a  large  growth  of  a  most  repulsive  appearance  and  probably  col- 
loid in  character.  The  operation  was  undertaken  on  the  27th 
of-  November.  On  entering  the  peritoneum  I  found  dense 
parietal  adhesions,  on  the  separation  of  which  I  was  enabled  to 
explore  the  cavity  posterior  to  the  growth,  only  to  find  adhe- 
sions of  a  similar  character.  In  order  to  reach  the  pelvic  origin 
of  the  tumor  I  was  obliged  to  remove  this  colloid  material  in 
sections,  so  to  speak,  and  this  was  accomplished  without  any 
hemorrhage.  I  removed  in  this  manner  about  one  quart  of  col- 
loid material,  and  was  then  enabled  to  reach  the  pelvic  floor.  I 
then  found  a  conglomerate  mass  of  colloid  matter  filling  the 
entire  pelvis  and  matting  together  uterus,  ovaries,  broad  liga- 
ments, ureters,  etc.     As  it  was  impossible  to  proceed  further — 
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for  there  are  some  cases  where  it  is  wise  to  stop,  owing  to  the 

necessity  otherwise  of  taking  out  the  ureters— and  being  desirous 

of  establishing  drainage,  I  punched  a  hole  into  the  vagina  behind 

the  central  mass  which  represented  the  uterus,  and  carried  a 

piece  of  gauze  through.     During  the  operation   the  abdominal 

cavity  was  irrigated  with  hot  salt  solution,  as  is  my  custom,  and 

I  was  enabled  to  place  the  patient  in  bed  in  as  good  a  condition 

as  she  was  in  before  operation.     For  the  first  twenty-four  hours 

the  scene  was  a  reassuring  one,  although  I  had  no  hope  of  being 

able  to  save  the  woman.     There  was  no  special  vomiting,  very 

little  pain,  gas  was  passed  by  rectum,  drainage  was  free  and  not 

excessive.     The  pulse,  however,  slowly  increased  in  frequency 

and  diminished  in  force  ;  the  kidneys  worked  inefficiently,  and 

the   woman,  notwithstanding   the    most   constant   and  faithful 

nursing  and  stimulation,  died  in  seventy  hours.     There  was  no 

tympanites  and  no  sepsis  ;  death  was  due  to  lack  of  reserve  force 

leading  to  heart  failure. 

This  case  is  to  me  of  interest  because  the  association  of  the 
colloid  mass  in  the  abdomen  and  in  the  pelvis  with  the  elephan- 
tiasis of  the  nose  raises  the  question  as  to  whether  this  woman 
did  not  have  a  similar  degenerative  process  in  the  kidneys  and 
in  the  heart.     The  very  rapid  nature  of  the  growth  of  the' tumor 
in  a  woman  of  the  age  of  59  points  to  its  malignancy,  and  I 
question  if  the  operation  shortened  her  life  by  many  months.     I 
assume  that  my  technique  cannot  elicit  any  criticism,  although 
it  is  the  habit  of  certain   operators  to  say  that  an  uncompleted 
operation  is  a  sign  of  incompetency.     I  do  not  question  but  that 
I  could  have  removed  the  balance  of  the  colloid  material,  but  at 
the  expense  of  the  woman's  ureters  and  with  a  resulting  corpse 
on   the   table.     This  would  have  been  no  credit  to    me,  even 
though  the  surgical  triumph  would  have  been  complete  as  far 
as  the  removal  of  the  entire   mass  was  concerned.     These  re- 
marks are  timely,  because  there  has  been  too  much  talk  of  late  in 
certain  quarters  about  the   possibility  of  doing  everything  of  a 
most  impossible  nature,  if  one  simply  has  eyes  in  one's  fingers 
and  does  not  depend  on   Trendelenburg  postures  and  the  like 
aids  to  intelligent  surgery.     I  question  if  such  buncombe  talk 
appeals  to  any  but  the  rawest  intellects.     As  honest  workers  we 
ought  to  admit  the  limitations  of  our  finite  powers,  and  not  be 
ashamed  to  confess  that  there  are  cases  where  even  the  most 
expert  touch  and  most  trained  minds  cannot  complete  an  impos- 
sibility, with  or  without  the  appliances  which  modern  progres- 
sive surgery   has  given  us.     Our  aim  as  teachers  should  be  to 
discourage  reckless  operating,  and  yet  to  encourage  those  who 
are  following  close  in  our  footsteps  by  not  making  on  paper  dif- 
ficulties which  do  not  exist  and  by  not  making  light,  on  the  same 
medium,  of  difficulties  which  now  and  then  most  certainly  do 
offer.    Surgery  has  its  failures  as  well  as  medicine,  and  every  'man 
is  called  upon  to  report  his  ill  success  as  well  and  as  promptly 
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as  his  good  success.  Thus  statistical  data  will  be  placed  on  the 
plane  of  belief,  from  which  as  jet  they  fall  very  short. 

Dr.  II.  J.  Boldt  thought  that  such  cases  invariably  died, 
whether  the  operation  were  complete  or  only  partial.  He 
agreed  with  Dr.  Grandin  that  there  were  some  cases  in  which 
it  was  utterly  impossible  to  complete  the  operation,  the  fault 
being  with  the  case,  not  with  the  operator.  If,  however,  it 
were  possible  to  complete  the  operation  in  a  case  like  the  one 
related,  he  thought  it  would  be  best  to  proceed,  as  it  might  add 
a  trifle  to  the  slight  chances  of  recovery. 

Dr.  Malcolm  McLean  said  Dr.  Grandin's  remarks  impressed 
him  as  being  very  appropriate,  especially  when  he  recalled  state- 
ments in  the  journals  as  to  the  incompetency  of  operators  who 
found  themselves  unable  at  times  to  completely  remove  pelvic 
tumors.  Such  statements  were  exceedingly  reckless,  and  all 
should  protest  against  the  teaching.  He  believed  that  all  good 
operators,  who  had  the  experience  which  must  come  to  such 
men,  met  with  cases  every  year  from  which  they  had  to  retreat. 
In  many  cases  in  which  they  claimed  that  a  complete  operation 
could  be  done,  they  probably  did  just  what  he  had  done  the 
past  week — extirpate  what  they  could  of  the  tumor,  make  as 
neat  a  technique  as  they  could  under  the  circumstances,  and 
frankly  admit  that  it  was  impossible  to  remove  the  rest  of  the 
growth  without  killing  the  patient.  His  case  was  one  of  double 
pyosalpinx,  with  twenty-two  ounces  of  pus  on  one  side,  six 
ounces  on  the  other,  so  embedded  in  a  mass  of  adhesions  as  to 
involve  all  the  pelvic  organs,  including  the  ureters,  iliac  vessels, 
rectum,  uterus,  and  appendages.  To  have  safely  separated  them 
was  an  impossibility.  He  therefore  took  out  the  abscess  on  the 
right  side,  and  as  much  of  the  sac  on  the  left  side  as  could  be 
done  under  the  circumstances,  cleaned  out  broken-down  tissue, 
seared  with  Paquelin  cautery,  inserted  gauze,  closed  the  abdo- 
men, and  left  the  patient  in  a  condition  to  go  on  to  recovery. 
He  did  not  believe  any  operator  could  have  effected  complete 
removal  and  saved  the  patient.  Therefore  he  wished  to  enter 
his  protest  against  the  statement  that  it  was  the  fault  of  the 
operator  when  he  found  it  necessary  to  retreat  in  such  cases. 

Dr.  H.  L.  Colly er  said  that  he  had  witnessed  the  operation 
performed  by  Dr.  Grandin,  and  also  similar  operations  by  others, 
and  he  could  not  conceive  how  it  would  have  been  possible  to 
enucleate  the  entire  mass  in  this  case.  Whether  the  result  had 
been  reported  in  other  cases  was  a  question,  but  he  quite  agreed 
with  Dr.  Grandin  that  fatal  cases  should  be  placed  on  record  as 
well  as  successful  ones,  for  the  sake  of  correct  statistics. 

A    MULTIPLE    FIBROID    TUMOR,    AND    A    FIBROCYST    WITH    ROTATION 

UPON    ITS    AXIS. 

Dr.  J.  Riddle  Goffe  presented  twospecimens  of  fibroid  tumors 
of  the  uterus  removed  by  him  during  the  past  month.  In  com- 
menting upon  them  he  said :    The  first  specimen  is  unique  in 
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several  respects.  It  is  a  multiple  fibroid  in  which  each  tumor  is 
unusually  distinct  from  its  neighbor,  having  its  own  capsule.  It 
clearly  represents  each  class  of  tumor,  as  designated  by  loca- 
tion— viz.,  submucous,  subserous,  and  interstitial  or  mural — 
embracing  a  fibroid  polypus,  as  large  as  one's  two  thumbs,  pro- 
jecting into  the  cavity  of  the  uterus,  a  great  number  of  mural 
fibroid  centres,  and  three  large  subperitoneal  masses.  One  of 
these  grew  out  into  the  right  broad  ligament  and  had  to  be 
enucleated  from  its  bed  before  the  ligature  could  be  applied  to 
the  uterine  artery.  Moreover,  two  of  the  degenerative  changes 
of  fibroids  are  exhibited  here — one  undergoing  a  cystic  change 
and  two  having  calcareous  deposits.  It  has  never  fallen  to  my 
experience  before  to  meet  with  such  a  variety  of  conditions  in 
one  specimen. 

The  tumor  was  removed  by  supravaginal  hysterectomy,  and 
the  pedicle  disposed  of  according  to  my  method  of  leaving  the 
cervix.  The  patient  was  a  widow,  52  years  of  age,  and  had  suf- 
fered during  the  past  summer  from  slight  but  repeated  attacks 
of  pelvic  peritonitis.  The  cause  of  these  became  apparent  in  a 
pyosalpinx  of  the  left  side,  producing  firm  adhesions  to  the  sig- 
moid flexure. 

The.  second  specimen  has  contracted  and  shrunk  so  much  that 
it  gives  only  a  feeble  idea  of  its  original  dimensions.  It  was  one 
of  those  bloody  tumors,  full  of  venous  spaces  or  diverticula, 
which,  when  the  tumor  was  cut  away  at  the  cervix,  poured  out 
such  a  gush  of  blood  that  I  thought  the  deluge  had  come.  The 
tumor  is  interstitial,  being  entirely  surrounded  by  muscular  fibres 
of  the  uterus.  These  contracted  so  firmly  that  I  could  feel  the 
mass  very  perceptibly  diminish  in  size  under  my  hand  as  I  cut  it 
away  at  the  cervix.  The  general  external  appearance  of  the 
abdomen  was  that  of  a  large  ovarian  cyst,  the  contour  being 
symmetrical  and  prominent.  The  main  tumor  reached  above 
the  umbilicus,  and  growing  from  its  summit  was  a  large  cyst 
which  reached  up  to  the  liver.  A  remarkable  feature  of  this 
tumor  was  that  it  had  rotated  on  its  axis  from  left  to  right  over 
half  of  an  entire  circle,  or  180°.  So  that  while  the  tumor  grew 
in  the  posterior  wall  of  the  uterus,  its  posterior  face  was  present- 
ing to  the  front.  This  twist  in  the  tissue  was  at  the  expense  of 
the  vagina  and  left  broad  ligament,  the  body  of  the  uterus  and 
the  bladder  being  carried  around  to  the  right  and  posterior,  the 
left  broad  ligament  being  stretched  across  the  tumor  in  front, 
but  both  of  the  ovaries  and  the  tubes  were  on  the  left  side. 
This  confusing  state  of  affairs  was  readily  solved  when  the  tumor 
was  once  delivered,  for  a  half-turn  of  the  mass  brought  every- 
thing into  its  proper  relation.  Of  course  the  cyst  was  tapped 
and  the  fluid  drawn  off  through  a  trocar  before  any  attempt  was 
made  to  deliver  the  tumor.  Another  interesting  feature  was  the 
fact  that  the  ascending  colon  was  caught  between  the  solid  tumor 
and  the  cyst,  the  connecting  tissue  straddling  it  like  a  yoke.  The 
result  of  the  obstruction  thus  occasioned  was  to  distend  the  caput 
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coli  to  the  diameter  of  about  six  inches,and  the  appendix,  which 
was  adherent  at  its  extremity,  was  stretched  out  to  a  similar 
length.  There  were  no  adhesions  to  the  tumor.  The  pedicle  was 
treated  as  in  the  previous  case.  The  patient  was  a  single  woman, 
45  years  of  age,  and  had  been  treated  regularly  for  eighteen 
in  »nths  at  one  of  the  dispensaries  for  intestinal  indigestion. 

Both  patients  are  making  smooth  recoveries.  In  regard  to 
the  etiology  of  these  neoplasms  and  the  attention  that  has  been 
directed  to  diseased  appendages,  especially  of  gonorrheal  origin, 
one  case  had  pus  in  one  tube,  while  the  second  case  had  perfectly 
normal  appendages. 

Dr.  G.  M.  Edebohls  presented  an 

APPENDIX    VERMIFORMIS    CONTAINING    A    HEAVV    SILK    LIGATURE. 

The  history  of  the  patient  from  whom  it  was  removed  pre- 
sented an  illustration  of  what  may  become  of  silk  ligatures 
applied  in  tying  off  the  uterine  appendages,  as  well  as  of  how 
uterine  fibromata  may  behave  after  salpingo-oophorectomy. 

E.  B.,  aged  44,  single,  was  referred  to  him  by  Dr.  EL  Struble, 
of  Middletown,  X.  Y.,  June  26th,  1894.  One  and  a  half  years 
previously  bilateral  salpingo-oophorectomy  was  performed  upon 
her  by  a  Fellow  of  this  Society  for  fibroma  of  the  uterus  caus- 
ing hem  >rrhage  and  pelvic  pressure  symptoms.  The  hemor- 
rhage ceased  after  operation,  but  the  tumor  continued  to  grow 
and  the  pressure  symptoms  increased  in  severity,  until  finally 
the  passage  of  feces  and  urine  was  seriously  interfered  with. 

In  December,  1893,  about  one  year  after  the  salpingo-oopho- 
rectomy, a  heavy  silk  ligature,  that  from  the  left  stump,  was 
passed  per  vaginam. 

On  June  29th,  1894,  Dr.  Edebohls  opened  the  abdominal 
cavity  and  removed  by  total  extirpation  a  uterus  entirely  filling 
the  pelvic  cavity  and  the  seat  of  multiple  fibromata  some  twenty 
in  number.  The  appendix  vermiformis  was  found  elongated 
and  thickened,  especially  at  its  distal  extremity,  the  tip  of 
which  was  firmly  adherent  to  the  stump  of  the  light  uterine 
adnexa,  the  appendix  being  free  in  the  rest  of  its  course. 

A  foreign  body  could  be  felt  in  the  middle  of  the  appendix, 
five  centimetres  distant  from  the  tip  of  the  orgau.  The  appen- 
dix was  tied  off  and  removed  in  the  usual  manner.  The  foreign 
body  in  its  centre  was  found  to  be  a  heavy  pedicle  silk  ligature 
tied  with  a  multiple  knot.  No  ligature  was  found  on  the  stump 
of  the  adnexa  on  either  side.  The  silk  ligature  had  evidently 
come  from  the  stump  of  the  right  adnexa,  having  ulcerated 
through  the  tip  of  the  adherent  appendix  into  the  lumen  of  the 
latter,  and  was  on  its  way  to  the  intestine  when  intercepted. 
The  patient  made  a  good  recovery. 

The  moral  of  the  tale  is  twofold  :  Use  catgut  to  tie  off  the  ad- 
nexa in  salpingo-oophorectomy,  and  do  not  expect  too  much  from 
salpingo-oophorectomy  in  the  treatment  of  uterine  fibromata. 
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In  a  fair  number  of  appendages  he  bad  removed,  Dr.  Ede- 
bohls  bad  but  twice  found  a  foreign  body,  fecolitbs,  of  course, 
being  excepted.  One  appendix,  that  shown  this  evening,  con- 
tained a  silk  ligature;  the  other  was  packed  full  of  tomato 
seeds. 

Dr.  Grandln  wished  to  repeat,  in  connection  with  Dr.  Ede- 
bohls'  case,  what  he  had  said  at  the  last  meeting — namely,  that 
catgut,  no  matter  how  well  nor  by  whom  prepared,  would  occa- 
sionally give  rise  to  sepsis.  This  had  been  his  experience,  and 
he  knew  it  was  not  an  unusual  one.  It  might  be  sterilized  on 
the  outside  and  not  in  the  interior. 

Dr.  Boldt  said  he  differed  from  Dr.  Grandin  absolutely.  He 
had  used  hundreds  and  hundreds  of  catgut  ligatures  without 
having  had  sepsis,  and  he  could  only  repeat  what  he  had  often 
said,  that  catgut  could  be  rendered  just  as  sterile  as  any  material 
could  possibly  be.  He  had  often  had  his  samples  examined  bac- 
teriologically  and  they  had  been  found  absolutely  sterile. 
When  trouble  came  it  was  from  contamination  of  the  jar  or 
hands  in  some  way. 

Dr.  E.  B.  Cragln  said  that  not  long  ago  he  would  have  been 
thoroughly  in  accord  with  Dr.  Grandin's  remarks,  but  during 
the  last  year  and  a  half  he  had  used  catgut  in  all  sorts  of  opera- 
tions within  the  abdomen  and  had  seen  no  trouble  from  it  what- 
sosver.  It  was  the  material  used  at  Roosevelt  entirely  at  present. 
They  simply  boiled  and  kept  it  in  alcohol.  It  had  been  subjected 
to  bacteriological  test  and  found  absolutely  sterile.  In  no  case 
during  the  past  year  and  a  half  could  suppuration  be  assigned 
to  catgut. 

Dr.  II.  N.  Vineberg  wished  also  to  place  his  name  among 
those  who  advocated  the  use  of  catgut,  having  had  no  bad  re- 
sults from  it  during  an  experience  covering  some  time.  He 
would  not,  however,  be  willing  to  trust  to  simple  boiliug  in 
alcohol.  He  preferred  the  method  of  Benckiser  (dry  heat  of 
about  270°  for  three  hours),  after  which  it  was  found  free  from 
germs  and  from  spores.  In  a  discussion  at  the  Berlin  Gyneco- 
logical Society  about  a  year  ago  a  number  of  cases  were  related 
in  which  silk  ligature  had  found  its  way  into  the  bladder  and 
given  rise  to  calculi. 

Dr.  Collyer  mentioned  as  an  objection  to  catgut  the  fact 
that  a  number  of  cases  of  fatal  hemorrhage  had  been  attributed 
to  failure  to  tie  it  tightly.  Years  ago  such  a  case  had  been  re- 
ported by  a  gentleman  prominent  in  the  profession.  While, 
personally,  he  had  not  bad  sepsis  from  catgut,  yet  he  had  seen 
it  in  the  hands  of  others  where  it  could  not  have  been  due  to 
faulty  operative  technique.  It  required  much  more  care  to 
render  catgut  sterile  than  other  ligature  material. 

[To  be  continued.] 

Official  Transactions.  Arthur  M.  Jacobus, 

Secretary. 
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CHICAGO  GYNECOLOGICAL  SOCIETY. 


Meeting  of  November  lQth,  1894. 
The  President,  Franklin  H.  Martin,  M.D.,  in  the  Chair. 
Dr.  E.  C.  Dudley  presented  a 

DEODORIZING    LUBRICANT   FOR   THE    HANDS   AND    INSTRUMENTS    IN 
GYNECOLOGICAL    EXAMINATIONS    AND   TREATMENTS. 

He  said  the  lubricant  usually  employed  is  unnecessary  for 
lubricating  purposes  when  the  natural  secretions  are  profuse  and 
themselves  serve  that  purpose.  The  artificial  lubricant  is  always 
useful,  however,  to  protect  the  operator's  finger  against  infection. 
Unfortunately  it  is  often  a  source  of  sepsis  in  itself,  or  it  may 
easily  become  so  by  contact  with  the  unclean  finger  or  instru- 
ment. Gonorrheal  and  other  infection  is  frequently  carried 
from  patient  to  patient  in  this  way.  Neither  finger  nor  instru- 
ment, therefore,  should  come  in  contact  with  the  lubricant  unless 
free  from  vaginal  and  other  secretions — that  is,  unless  absolutely 
clean. 

The  lubricant  should  be  aseptic  and  non-irritating.  Olive  oil 
and  vaseline  are  often  septic  and  always  hard  to  wash  off. 
Soap,  if  strong  enough  to  be  aseptic,  is  apt  to  irritate  the  sensi- 
tive vulva.  For  several  years  I  have  used  glycerin;  it  is  an 
excellent  lubricant  and  antiseptic.  It  is  also  a  remarkable  deodo- 
rant; even  after  the  digital  examination  of  the  extremely  fetid 
utero-  vaginal  cancer,  the  foul,  nauseating  odor,  usually  so  lasting, 
may  be  washed  off  from  the  examiners  hand  by  placing  it  under 
a  stream  of  running  water,  if,  before  the  examination,  the  hand 
was  freely  lubricated  with  glycerin.  A  superior  quality  of 
glycerin  is  required. 

The  adaptability  of  glycerin  for  this  purpose  has  led  to  the 
preparation  of  a  glycerin  emollient  which  I  now  show  you.  It 
is  put  up  in  soft  metallic  tubes,  such  as  are  used  for  vaseline  and 
paints.  The  emollient  is  forced  out  of  the  tube  by  compressing 
the  bottom  between  the  thumb  and  finger  and  folding  the  flat- 
tened end  as  the  tube  is  emptied.  The  use  of  the  tube  obviates 
all  risk  of  contaminating  the  lubricant  with  the  unclean  finger. 
The  ingredients  are  glycerin,  starch,  powdered  tragacanth,  boric 
acid,  and  oil  of  wintergreen.1 

1  The  formula  is  the  outcome  of  numerous  experiments  by  Parke,  Davis  & 
Co.,  who.  upon  the  author's  suggestion,  have  perfected  the  preparation.  It  is 
made  by  them  under  the  formula  number  153,729. 
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The  finger  or  instrument  upon  which  the  glycerin  ointment 
is  to  be  used  should  be  dry,  otherwise  it  does  not  adhere  well. 
It  is  a  perfect  lubricant,  non-irritant,  antiseptic,  and  deodorant. 

The  composition  of  the  preparation  is  such  that  it  is  readily 
soluble  in  water,  so  that  the  hands  may  be  thoroughly  cleansed 
of  all  foul  odors  by  simply  washing  them  in  a  stream  of  water — a 
result  which  it  is  sometimes  impossible  to  secure  when  the  greasy 
lubricants  are  used,  even  after  prolonged  scrubbing  with  soap 
and  brush.  A  great  advantage  of  this  lubricant  is  in  the  fact 
that  by  its  cleansing  properties  and  by  the  healing  properties 
of  the  glycerin  it  counteracts  any  tendency  to  chapping  of  the 
hands.  This  advantage  will  be  appreciated  by  the  gynecologist 
and  by  the  surgeon  who  is  obliged  to  wash  his  hands  many  times 
every  day. 

EXHIBITION    OF    CASTS    OF    MVOFIBROMATA     OF    THE     UTERDS,    WITH 

DESCRIPTION    OF    A    NEW    OPERATION    FOR   THE   REMOVAL 

OF    SUCH    TUMORS. 

Dr.  Nicholas  Senn. — It  is  not  my  intention  to  read  a  paper, 
but  simply  to  present  two  models,  made  by  a  member  of  our 
profession,  Dr.  Fuller,  of  Grand  Rapids,  Mich.,  representing  myo- 
fibromata  of  the  uterus,  and  make  a  few  remarks  on  a  new  ope- 
ration for  their  removal.  Both  of  these  models  are  artistic, 
depict  very  accurately  the  pathological  conditions,  and  show 
very  satisfactorily  at  least  one  step  which  I  consider  of  great 
importance  in  the  performance  of  laparo-hysterectomy  for  myo- 
fibroma. 

The  first  model  represents  the  uterus  with  numerous  interstitial 
and  submucous  myofibromata.  Examination  of  the  casts  enables 
one  to  judge  of  the  method  of  operating,  as  the  lower  segment 
of  the  second  cast  shows  distinctly  that  part  of  the  peritoneum 
whicli  is  taken  from  the  uterus  in  order  to  render  the  operation 
extraperitoneal.  After  ligating  the  broad  ligaments  in  the  usual 
way,  it  is  my  custom  to  make  a  circular  incision  around  the  ute- 
rus, dividing  the  peritoneum  and  subperitoneal  fascia;  I  then 
deperitonize  the  lower  segment  of  the  uterus  to  a  sufficient 
extent  to  make  a  cuff,  which  is  sutured  to  the  lower  angle  of  the 
wound,  uniting  peritoneum  to  peritoneum,  after  which  the  ute- 
rine arteries  are  tied  separately  ;  no  use  is  made  of  elastic  con- 
striction. In  this  specimen  the  entire  organ  is  removed.  After 
the  uterus  has  been  brought  forward  into  the  lower  angle  of  the 
incision,  the  upper  part  of  the  wound  is  closed  by  suturing,  whch 
renders  the  part  of  the  uterus  to  be  removed  extraperitoneal 
before  the  amputation  is  made.  If  the  cervix  is  left  after  the  am- 
putation of  the  uterus  the  cervical  canal  is  closed  by  one  row  of 
buried  catgut  sutures.  Hemorrhage  after  ligation  of  the  uterine 
arteries  is  very  moderate,  and  is  consequently  very  readily  con- 
trolled by  a  number  of  rows  of  buried  sutures,  for  which  I 
invariably  use  chromicized  catgut.  This  leaves  a  funnel-shaped 
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depression  in  which  we  find  the  cervical  stump  of  the  uterus.  I 
believe  this  method  possesses  all  the  advantages  of  the  intraperi- 
toneal method  minus  its  two  particular  dangers— hemorrhage  and 
sepsis.  Hemorrhage  is  completely  under  control,  and  the  stump 
is  rendered  extraperitoneal  by  sewing  the  cuff  of  the  lower  seg- 
ment of  the  uterus  to  the  parietal  peritoneum  of  the  abdominal 
wall  in  the  lower  angle  of  the  wound,  and  closing  the  balance  of 
the  wound  by  suturing;  all  I  found  necessary  was  to  ligate  both 
uterine  arteries  and  to  control  parenchymatous  oozing  with  a 
number  of  rows  of  buried  sutures.  A  little  parenchymatous 
oozing  takes  place  after  the  patient  recovers  from  the  anesthetic, 
and  this  is  controlled  by  tamponing  the  cuff  with  iodoform 
gauze.  About  twenty-four  hours  after  the  operation  the  gauze 
is  removed  and  the  secondary  sutures  tied,  after  which,  as  a  rule, 
primary  union  of  the  wound  takes  place. 

I  claim  for  this  operation  additional  advantages.  In  the  first 
place,  I  believe  it  is  usually  recognized  that  in  laparo-hysterec- 
tomy  performed  in  the  usual  manner,  either  by  the  extraperitoneal 
or  the  intraperitoneal  method,  without  subperitoneal  removal  of 
the  lower  segment  of  the  uterus,  accidental  injury  to  the  ureters, 
bowel,  and  bladder  are  not  uncommon  accidents.  All  of  these 
untoward  complications  can  be  prevented  by  removing  the  adhe- 
rent part  of  the  uterus  subperitoneally.  I  have  performed  this 
operation  about  twenty-two  times  without  a  death  ;  and  not  only 
has  death  been  prevented  by  the  precautions  to  which  I  have 
alluded,  but  not  a  single  untoward  symptom  has  been  observed 
in  any  of  the  cases,  which,  I  believe,  sufficiently  demonstrates 
the  advantages  of  the  operation. 

The  second  model  shows  the  uterus  laid  open,  containing  nume- 
rous interstitial  and  submucous  tumors,  all  of  which  are  of  the 
usual  histological  type — myofibroma.  I  have  brought  these 
specimens  here  so  that  gynecologists  may  be  made  aware  that 
we  have  a  man  in  this  country,  very  near  Chicago,  who  is  an 
artist  in  plastic  pathological  work.  You  will  see  by  examining 
the  models  that  every  outline  of  the  tumors  and  of  the  uterus 
is  distinctly  shown. 

Dr.  Byron  Robinson. — I  fail  to  see  the  newness  of  Dr.  Senn's 
operation  in  certain  respects.  Those  who  are  well  acquainted 
with  Keith  and  Tait  know  that  there  was  a  difference  between 
them  about  seven  years  ago  on  this  question.  Keith  did  an 
enormous  number  of  abdominal  hysterectomies  with  great  suc- 
cess. As  a  member  of  the  Edinburgh  Medical  College,  Tait  had 
a  right  to  see  those  operations,  but  Keith  absolutely  refused  to 
allow  it.  Tait  found  out,  however,  why  Keith  had  so  many 
beautiful  recoveries.  He  made  a  circular  incision  around  the 
uterus  and  stripped  down  the  peritoneum.  I  understand  that 
Zweifel  in  1888  did  this  operation  of  ligating  the  pedicle  in  four 
parts  and  letting  it  shrink  extraperitoneally.  The  idea  of  tying 
off  the  arteries  was  used  by  Baer,  of  Philadelphia,  sometime  ago 
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and  by  Goffe  and  various  others.  This  extraperitoneal  cuff  ope- 
ration was  done  by  Tait  tive  years  ago.  My  view  of  this  opera- 
tion is  that  it  is  a  strong  accentuation  of  the  preceding  processes. 
Tait  removed  forty  myomatous  tumors  without  a  death.  The 
stripping  down  of  the  peritoneum  is  an  old  and  important  proce- 
dure. So  far  as  I  can  get  at  the  statistics,  the  ureters  have  been 
tied  in  a  great  many  cases.  For  three  years  I  have  stripped  the 
peritoneum  down  from  the  cervix,  because  I  found  that  the 
patient  had  an  easier  recovery.  The  main  thing  about  this  ope- 
ration, it  seems  to  me,  is  the  scooping  out  of  the  myomatous 
uterus  and  bringing  the  cuff  to  the  top  and  making  drainage, 
which  Tait  used  _  to  practise  continually.  The  weak  point  in 
Dr.  Senn's  operation  is,  in  my  opinion,  leaving  the  cervix.  The 
cervix  is  most  liable  to  malignant  disease.  'When  the  uterine 
and  ovarian  arteries  are  tied  the  uterus  can  be  easily  removed, 
for  hemostasis  is  complete.  It  seems  to  me  better  to  entirely 
scoop  out  the  neck  of  the  uterus,  because  this  is  the  degenerated 
portion. 

I  have  practised  the  method  which  Tait  taught  me,  for  I 
found  that  in  removing  myomata  in  this  way  J  could  not  only 
avoid  traction  on  the  viscera,  which  induces  vomiting,  pain,  and 
nervous  derangement,  but  that  this  also  enabled  me  to  stitch  the 
peritoneum  above  and  even  below  the  Kleeberg  ligature,  which 
I  have  frequently  used.  Tait  taught  years  a^o  that  dragging 
on  the  uterine  stump  was  detrimental,  and  to  avoid  this  he  sub- 
stituted a  long  piece  of  peritoneum.  I  have  also  seen  Tait  sew 
the  peritoneum  into  the  abdominal  wound,  so  that  the  general 
peritoneal  cavity  was  well  excluded.  After  the  abdominal  cav- 
ity was  closed  the  stump  could  be  treated  at  leisure.  In  follow- 
ing the  method  which  Tait  taught  me  I  found  the  patients  made 
a  smooth  recovery. 

Dr.  Hexby  T.  Bvford.— Although  there  undoubtedly  are 
advantages  in  this  method,  it  is  one  which  cannot,  I  think,  be 
applied  to  the  worst  cases.  I  have  had  one  case  in  which  the 
tumor  surrounded  the  ureter.  Extensive  development  in  the 
broad  ligament  would  leave  a  broad  ligament  space  which 
would  necessarily  be  included  in  the  cuff  and  would  preclude 
the  possibility  of  primary  union.  I  think  perhaps  a  little  more 
emphasis  has  been  placed  upon  working  extraperitoneally  with- 
in this  cuff  than  is  necessary.  When  we  open  the  abdomen  we 
cover  up  the  intestines  to  get  them  out  of  the  held  before  applv- 
nig  the  ligatures,  and  can  include  the  uterine  artery  with  the 
first  set.  I  hardly  see  why  it  is  necessary  to  have  a  cuff  to 
ligate  the  uterine  arteries  in,  if  you  ligate  them,  along  with  the 
broad  ligament,  before  the  cuff  can  be  made.  You  can  separate 
the^  stump  from  the  peritoneal  cavity  by  stitching  the  bladder 
peritoneum  over  it,  without  lifting  it  up  to  the  abdominal  wall, 
and  you  have  only  a  little  space  behind  the  bladder  in  which 
there  is  liable  to  be  any  oozing.     This  can  be  drained  in  many 
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ways  :  it  can  be  drained  through  the  cervix,  as  Goffe,  of  New 
York,  did  ;  the  anterior  wall  of  the  cervix  can  be  split,  as  I  have 
done  in  one  case,  putting  a  piece  of  gauze  through  into  the  va- 
gina ;  or  the  stump  can  be  sewed  with  catgut  and  the  ends  of 
the  sutures  pulled  down  through  a  slit  in  the  anterior  vaginal 
fornix  and  left  as  a  drain.  In  Hegar's  operation  with  the  elas- 
tic ligature  the  stump  is  fixed  extraperitoneal^  by  stitching 
the  peritoneum  around  under  it ;  and  the  same  has  been  done 
with  the  ligatured  stump  by  "Wolfier,  Hacker,  and  others.  I 
hope  Dr.  Senn  will  tell  us,  in  closing,  whether  in  all  these  cases 
he  was  able  to  take  out  the  gauze,  unite  the  abdominal  wall,  and 
secure  union  by  tirst  intention.  We  know  that  if  primary  union 
of  the  abdominal  wound  be  not  obtained  there  must  be  granula- 
tion, and  in  a  great  many  of  such  cases  hernia  will  follow.  I 
think  the  method  of  stitching  or  suspending  the  stump  to  the 
abdominal  wall  after  abdominal  hysterectomy  is  rapidly  getting 
old,  and  that  not  even  the  improvements  of  a  Senn,  a  Price,  or 
a  JBantock  can  rejuvenate  it.  Abdominal  fixation  or  suspension 
of  the  stump  is  a  makeshift  method,  and  will  survive  as  such 
only  in  exceptional  cases. 

Dr.  E.  C.  Dudley. — I  can  add  very  little  to  what  has  al- 
ready been  published  relative  to  my  own  methods  in  the  sur- 
gical treatment  of  uterine  myomata.  Nearly  six  years  ago  I 
reported  to  this  Society  a  case  in  which  the  principle  laid  down 
by  Dr.  Senn  was  used  in  the  surgical  treatment  of  a  uterine 
myoma.  Since  that  time  I  have  operated  by  this  method  very 
often.  The  operations  have  differed  from  these  of  Dr.  Senn 
somewhat  in  detail,  but  not  in  principle;  that  is,  I  have  enu- 
cleated the  tumor,  and  with  it  removed  whatever  part  of  the 
uterus  it  was  necessary  to  take  with  the  tumor,  and  then  stitched 
the  sac  from  which  the  tumor  had  been  taken  to  the  abdominal 
wound  by  means  of  catgut  sutures.  It  is  the  principle  of  Volk- 
mann  in  the  treatment  of  abscess  of  the  liver,  and  of  Lawson 
Tait  in  the  treatment  of  pelvic  abscess. 

I  have  quite  recently  learned  that  Dr.  Polk,  of  New  York, 
described  substantially  the  same  operation  before  the  New  York 
Obstetrical  Society  in  January,  1888.  Dr.  Senn's  method  of 
operating  is  new  in  some  matters  of  technical  detail.  The  ob- 
jection urged  by  Dr.  By  ford — that  is,  the  possibility  of  hernia — 
is  pertinent.  Even  though  under  the  skilful  hand  of  Dr.  Senn 
hernia  has  not  often  occurred,  it  will  occur  under  the  hand  of  the 
average  surgeon. 

In  what  class  of  cases  is  this  particular  extraperitoneal  method 
applicable  ? 

Undoubtedly  when  the  tumor  can  be  enucleated  without  sacri- 
ficing the  uterus  and  its  appendages;  the  sac  may  be  advan- 
tageously stitched  into  the  abdominal  wound  and  packed  with 
gauze.     Under  these  circumstances  we  have  a  safe  operation 
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which  preserves  the  reproductive  system.     The  principle  is  un- 
doubtedly not  only  sound,  but  its  application  is  imperative. 

The  oonditions,  however,  are  changed  when  we  have  to  decide 
"between  the  utilization  of  the  peritoneal  cuff  and  the  method  of 
hysterectomy  used  by  Dr.  Baer,  of  Philadelphia.  In  both  pro- 
cedures the  reproductive  system  is  destroyed,  and  the  question 
therefore  becomes,  first,  which  operation  is  safest  for  the  pa- 
tient; second,  which  operation  is  followed  by  the  most  unevent- 
ful recovery.  As  yet  there  is  no  evidence  to  show  that  the 
peritoneal  cuff  method  offers  for  the  patient  any  greater  safety 
than  hysterectomy  after  the  method  of  Dr.  Baer.  I  think  no 
one  will  deny  the  general  proposition  that  any  abdominal  opera- 
tion which  permits  us  to  close  the  abdominal  wound  will  usually 
result  in  a  much  more  comfortable  convalescence  than  an  opera- 
tion which  does  not  permit  the  immediate  closure  of  the  abdom- 
inal wound.  In  this  respect  the  operation  of  Dr.  Baer  has  a 
decided  advantage  over  that  of  the  peritoneal  cuff.  If  it  should 
be  found,  however,  that  the  peritoneal  cuff  operation  can  be 
done  more  rapidly  and  with  greater  consequent  safety,  it  would 
be  the  operation  of  election.  It  is  probable,  however,  that  the 
separation  and  suturing  of  the  peritoneal  cuff  would  require 
much  more  time.  The  operation,  however,  is  based  upon  a 
sound  surgical  principle.  The  essayist  is  to  be  congratulated 
upon  his  success  in  the  application  of  this  principle. 

The  evolution  of  surgical  treatment  of  uterine  myomata  has 
been  very  much  like  that  of  ovariotomy.  Ovariotomy  was  first 
performed  by  the  intraperitoneal  method  of  treating  the  pedicle, 
then  the  extraperitoneal  treatment  of  the  pedicle  became  the 
recognized  procedure.  This  was  before  the  days  of  antiseptic 
surgery,  when  the  clamp  was  safer  than  the  ligature;  now  the 
intraperitoneal  treatment  of  the  pedicle  is  established  upon  a 
permanent  basis.  In  myomectomy  history  has  repeated  itself 
— first,  the  intraperitoneal  treatment  of  the  stump;  second,  the 
extraperitoneal  treatment,  rendered  necessary  on  account  of  the 
difficulty  of  intraperitoneal  hemostasis;  and  now,  finally,  the 
intraperitoneal  method  in  myomectomy  bids  fair  to  become  uni- 
versal in  cases  in  which  the  uterus  and  its  appendages  have  to 
be  sacrificed.  The  one  condition  which  has  hitherto  been  want- 
ing is  now  supplied  by  ligaturing  the  uterine  and  ovarian  ves- 
sels and  thereby  shutting  off  the  blood  supply.  This  renders 
the  operation  bloodless. 

It  seems  to  me  extraordinary  that  the  very  first  men  who 
ever  attempted  myomectomy  did  not  realize  the  surgical  ne- 
cessity of  first  shutting  off  the  blood  current  by  ligaturing  these 
vessels.  Instead  of  this,  for  a  quarter  of  a  century  we  have  been 
groping  about  in  the  dark  searching  for  a  method  by  which 
we  could  secure  intraperitoneal  hemostasis.  Just  as  soon  as 
Baer  and  others  began  to  ligature  these  vessels  the  whole  pro- 
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ceeding  became  simple.  It  is  the  old  story  of  Columbus  and 
the  egg  over  again. 

Intraperitoneal  hysterectomy  for  uterine  myomata  is  feasible 
and  safe  and  has  come  to  stay.  The  peritoneal  cuff  operation 
cannot  be  hailed  with  that  delight  which  it  would  have  excited 
a  few  years  ago.  I  would  ask  Dr.  Senn  if,  in  stripping  down 
the  peritoneal  cuff  in  a  very  anemic  case,  he  does  not  find  it 
necessary  to  apply  a  temporary  rubber  ligature  around  the  cer- 
vix. Sometimes  the  blood  in  this  operation  seems  to  come  from 
a  thousand  vessels  and  to  be  uncontrollable  by  catching  up  one 
or  two  vessels  as  it  flows  from  a  broad  surface. 

Dr.  J.  H.  Etheridge. — I  have  had  so  little  experience  with 
the  operation  Dr.  Senn  speaks  of  that  I  do  not  consider  my- 
self capable  of  adding  anything  to  the  paper.  I  would  like  to 
ask  Dr.  Senn,  however,  what  he  would  do  with  a  tumor,  de- 
veloped wholly  from  the  posterior  wall  of  the  uterus,  that  he  did 
not  want  to  remove  entirely.  He  would  have  difficulty  in 
bringing  the  cuff  up  over  the  uterus  to  the  lower  end  of  the 
wound. 

Dr.  D.  A.  K.  Steele  (present  by  invitation). — I  would  ask 
Dr.  Senn  to  describe  more  in  detail  the  technique  of  the  opera- 
tion in  cases  in  which  the  tumor  grows  into  the  broad  ligament. 
I  would  also  ask  if  he  has  any  particular  method  of  preventing 
an  accumulation  of  fluid  in  the  sac  after  the  abdominal  wound  is 
completely  closed,  which  may  become  infected  from  the  vagina, 
and  if  these  complications  occurred  in  any  of  the  cases  he  re- 
ports. Dr.  Senn's  success  has  certainly  been  all  that  could  be 
desired. 

Dr.  Watkins. — Gangrene  of  the  remaining  portion  of  the 
uterus,  which  is  so  much  feared  by  Dr.  Jaggard  and  Dr.  Robin- 
son, is  prevented  by  the  circular  artery  of  the  cervix,  which 
anastomoses  with  the  vaginal  arteries.  The  circular  artery  is 
not  usually  tied,  because  it  branches  from  the  uterine  artery  a 
considerable  distance  from  the  uterus.  If,  however,  the  cir- 
cular artery  is  tied,  this  anastomosis  will  prevent  death  of  the 
remaining  portion  of  the  cervix. 

Dr.  Senn  gives  as  the  advantages  of  his  operation  prevention 
of  hemorrhage  and  infection.  He  controls  hemorrhage  by  ligat- 
ing  the  ovarian  and  uterine  arteries  and  by  tiers  of  sutures.  He 
eliminates  the  danger  of  infection  by  the  removal  of  the  mucous 
membrane  in  the  remaining  portion  of  the  uterus,  and  also  by 
tiers  of  sutures.  If  Dr.  Senn's  hypotheses  are  correct  I  cannot 
appreciate  why  he  makes  the  peritoneal  cuff,  the  sole  purpose  of 
which  is  apparently  its  own  drainage. 

Dr.  Senn's  well-known  skill  would,  I  think,  enable  him  to  ob- 
tain equally  good  results  without  the  use  of  the  peritoneal  cuff. 

The  fear  of  hernia  following  the  operation,  which  others  have 
alluded  to,  is,  in   my   opinion,  well  founded.     Any  peritoneal 
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depression  or  opening  will  permit  the  intestines  to  insinuate 
themselves  therein  and  hernia  will  result. 

Dr.  H.  P.  Newman. — One  important  point  is  that  Dr.  Senn 
operates  extraperitoneally.  Although  the  cuff  operation  has 
been  done  before,  it  has  not  been  done  in  this  manner,  and  I  see 
certain  advantages  in  Dr.  Semi's  method.  The  models  are  cer- 
tainly beautiful,  but  it  occurs  to  me  that  very  few  tumors  will 
present  so  uniform  a  development.  This  operation  is  especially 
adapted  to  large  and  formidable  single  growths.  Multiple  fib- 
roids often  have  a  much  more  irregular  development  and  ex- 
tend out  in  all  directions,  which  makes  this  operation  extremely 
difficult  or  almost  impossible.  In  such  cases  there  is  great 
danger  of  ligating  the  ureters.  The  collateral  circulation,  from 
branches  of  the  vaginal  artery  alone,  is,  I  believe,  ample  to  supply 
the  cervix  and  prevent  necrosis  or  gangrene.  There  might  be, 
however,  serious  difficulty  in  draining  after  the  removal  of  the 
gauze,  which,  as  I  understand,  is  removed  at  the  end  of  twenty- 
four  hours.  I  would  suggest,  in  connection  with  this  operation, 
that  wicking  be  carried  through  the  dilated  cervix  or  through 
an  opening  made  in  the  vagina.  The  present  method  of  ster- 
ilizing the  vaginal  tract  and  cervical  canal  would  render  this 
perfectly  safe,  and  if  it  were  allowed  to  remain,  after  the  removal 
of  the  gauze  packing,  in  the  abdominal  wound  the  rather  deep 
pocket  would  be  drained  to  the  very  bottom.  I  should  otherwise 
feel  some  hesitancy  in  subsequently  closing  in  the  manner  the 
doctor  indicated.  I  would  like  to  ask  Dr.  Senn  about  the  neces- 
sity of  drainage  after  removal  of  the  gauze  packing. 

Dr.  Fkrnand  IIenrotin. — In  case  of  a  fibroid  in  the  folds  of 
the  broad  ligament  which  necessitates  splitting  the  broad  liga- 
ment to  effect  enucleation,  how  would  you  make  the  cuff? 

Dr.  J.  T.  Binkley. — I  would  ask  Dr.  Senn  if  he  brings  the 
cuff  posteriorly  snugly  or  loosely  into  the  wound. 

Dr.  Nicholas  Senn,  in  closing  the  discussion,  said  :  For  a  long 
time  I  have  entirely  dispensed  with  the  use  of  elastic  constric- 
tion. I  make  a  circular  incision  after  the  broad  ligaments  have 
been  tied,  being  careful  not  to  cut  through  any  of  the  large 
subserous  veins,  section  of  which  causes  most  formidable  hem- 
orrhage. Any  little  vessels  that  bleed  are  caught  in  hemostatic 
forceps,  surface  bleeding  is  controlled  by  pressure,  so  that  I 
have  found  absolutely  no  indication  for  elastic  constriction,  even 
as  a  temporary  measure.  I  believe  in  all  cases,  if  the  incision 
is  made  carefully  and  large  vessels  are  avoided,  there  is  no 
danger  of  incurring  serious  hemorrhage.  I  think  I  never  en- 
countered the  loss  of  more  than  two  ounces  of  blood  in  any  of 
these  cases. 

I  intentionally  brought  here  the  cast  of  a  small  uterus.  I 
have  removed  a  uterus  with  a  myofibroma  that  weighed  forty 
pounds,  and  believe  that  the  larger  the  tumor  the  easier  the 
operation,  the  smaller  the  tumor  the  more  difficulty  in  deperi- 
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tonizing  ;  so    I  believe  this    method  is  particularly  applicable 
for  large  tumors. 

1  was  somewhat  surprised  when  Dr.  By  ford  mentioned  as  a 
contraindication  to  this  operation  cases  in  which  the  ureter  is 
embedded  in  the  tumor.  I  hardly  understand  what  he  means 
by  the  ureter  being  embedded,  because  to  me  this  appears  to  be 
a  pathological  incompatibility  in  connection  with  a  non-malig- 
nant tumor  of  the  uterus.  I  believe  if  there  is  any  well-estab- 
lished pathological  law  it  is  this,  that  a  benign  tumor,  no  matter 
what  organ  it  may  involve  or  how  it  may  be  located,  never  sur- 
rounds an  adjacent  structure,  but  rather  displaces  it.  I  can  read- 
ily conceive  of  cases  of  myofibroma  of  the  uterus  in  which  the 
ureter  might  be  lodged  between  two  tumors,  but  the  ureter  is 
always  extraperitoneal,  and  I  believe  such  a  case  would  be  partic- 
ularly adapted  for  this  operation. 

«  |I  think  there  must  be  some  misconception  in  Dr.  Byford's 
mind  relative  to  my  method  of  drainage.  1  placed  particular 
stress  upon  the  fact  that  I  depend  upon  extraperitoneal  drain- 
age ;  I  do  not  intend  to  drain  in  the  direction  of  the  vagina,  be- 
cause I  abhor  drainage  through  the  vagina.  Notwithstanding 
what  has  been  said  in  reference  to  the  possibility  of  rendering 
the  vagina  aseptic,  I  have  very  little  faith  in  it. 

I  have  very  little  to  say  as  to  the  priority  of  this  operation. 
The  method  is  based  upon  certain  principles,  some  of  which  I 
must  certainly  claim  as  new.  In  the  first  place,  I  insist  that  this 
is  in  a  double  sense  an  extraperitoneal  laparo-hysterectomy.  I 
believe  it  is  generally  recognized  by  gynecologists  that  all  ab- 
dominal hysterectomies  that  require  a  long  time  are  dangerous 
operations.  It  is  the  prolonged  exposure  of  the  contents  of  the 
abdominal  cavity  to  the  air  and  to  contact  which  is  liable  to 
cause  possibly  fatal  shock.  As  by  this  operation  the  uterus  is 
rendered  extraperitoneal  in  ten  or  fifteen  minutes,  I  would  not 
be  afraid  to  spend  two  hours  afterward,  if  necessary,  to  complete 
the  operation. 

This  operation  is  also  adapted  for  complete  hysterectomy,  as 
is  shown  by  the  specimen,  which  represents  the  entire  uterus 
removed,  though  I  insist  that  in  performing  abdominal  hysterec- 
tomy for  myofibroma  the  less  healthy  tissue  removed  the  greater 
the  success.  I  do  not  favor  resort  to  prophylactic  processes 
for  the  purpose  of  preventing  a  possible  carcinoma,  because  I 
do  not  believe  there  is  any  operation,  even  removal  of  the  en- 
tire cervix,  that  will  prevent  the  possibility  of  carcinoma  some- 
where in  the  genital  tract.  The  preliminary  closure  of  the  ab- 
dominal cavity  or  the  making  of  this  cuff  may  have  been  done, 
but  I  doubt  if  it  has  ever  been  made  a  systematic  procedure ; 
because  if  you  will  read  Keith's  monograph  on  this  subject,  giv- 
ing thirty-five  cases  of  laparo-hysterectomy,  you  will  find  an 
entirely  different  description  of  the  operation,  with  two  deaths — 
a  wonderful  result  at  the  time;  but  now,  owing  to  the  improve- 


CHICAGO    GYNECOLOGICAL    SOCIETY.  105 

ment  of  the  operation,  hemorrhage  and  infection  are  avoided. 
My  recollection  is  that  both  Keith  and  Tait  followed  the  exam- 
ple of  Koeberle  and  resorted  to  constriction  of  the  stump  as  a 
hemostatic  measure,  the  very  means  I  speak  of  as  a  fruitful 
source  of  infection. 

I  earl}7  abandoned  elastic  constriction  in  treating  the  stump, 
because  when  I  first  conceived  the  idea  of  extraperitoneal  laparo- 
hysterectomy  it  was  for  the  purpose  of  minimizing  the  danger 
of  infection  by  the  use  of  the  elastic  constriction,  so  I  proceeded 
systematically  to  ligate  the  uterine  arteries  either  at  the  time  the 
cuff  was  made  or  later.  The  uterine  artery  is  not  tied  low  down, 
but  in  making  a  circular  incision  the  lower  part  of  the  artery  is 
preserved  and  there  is  no  danger  of  gangrene  of  the  remaining 
portion  of  the  uterus,  and  never  will  be.  I  aimed  to  eliminate 
the  danger  of  vaginal  infection  by  closing  the  cervical  canal  with 
one  row  of  buried  sutures  ;  then,  with  a  view  of  arresting  paren- 
chymatous oozing — which  is  never  troublesome,  but  might  be- 
come so — I  inserted  three  or  four  additional  rows  of  sutures,  thus 
making  an  extraperitoneal  stump.  This  stump  is  not  anchored 
in  the  wound,  hence  there  is  no  painful  or  harmful  tension,  but 
the  stump  is  allowed  to  sink  back  three  or  four  inches,  if  neces- 
sary, leaving  a  conical  space  ;  and  as  an  additional  protection 
against  hemorrhage,  and  to  secure  adequate  drainage,  I  tempo- 
rarily tampon  this  wound  with  iodoform  gauze  for  the  time  re- 
quired to  absorb  the  primary  wound  secretions.  I  have  found 
this  an  exceedingly  useful  expedient.  At  the  end  of  the  first 
twenty-four  to  forty-eight  hours  I  have  usually  found  the  dress- 
ings saturated  with  bloody  serum,  but  little  or  no  secretions 
after  this  time. 

I  must  take  serious  issue  with  Dr.  Byford  in  reference  to  the 
liability  of  ventral  hernia  following  this  operation.  I  believe  if 
any  operation  is  intended  to  prevent  ventral  hernia  this  is  the 
one,  because  secondary  suturing  of  the  granulating  wound  will 
bring  about  the  same  result  as  suturing  an  aseptic  wound — an 
assertion  made  years  ago  by  Billroth  and  sufficiently  supported 
by  clinical  experience  since  his  time.  A  granulating  wound  can 
be  safely  united,  with  the  expectation  of  a  primary  and  firm 
union,  in]  the  same  manner  and  time  as  a  recent  wound.  I 
believe,  therefore,  that  you  can  leave  the  wound  surface 
exposed  to  the  action  of  capillary  drainage,  and  that  there  is 
absolutely  no  danger  of  retention  of  the  primary  wound  secre- 
tion. 

1  must  also  take  issue  with  the  speaker  who  expressed  serious 
doubt  as  to  the  efficiency  of  this  drain  under  such  circumstances. 
He  believes  drainage  ought  to  be  established  at  the  lowest  point 
— the  old  doctrine,  that  has  become  flesh  and  blood  to  the  pro- 
fession and  is  very  difficult  to  annihilate.  It  is  applicable 
for  tubular  drainage,  but  not  for  capillary  drainage.  When  a 
capillary  drain  is  used,  it  is  not  material  whether  the  drainage  is 
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expected  in  an  upward  or  downward  direction.  I  must  insist, 
therefore,  that  this  operation  presents  at  least  the  most  impor- 
tant details  in  its  technique  which  entitle  it  to  be  called  a  new 
operation. 

In  reference  to  the  question  asked  as  to  the  procedure  I  would 
resort  to  in  cases  of  myofibroma  involving  the  posterior  wall  of 
the  uterus,  I  believe,  if  I  deemed  it  necessary  to  remove  the 
uterus  entirely  or  in  part,  I  would  proceed  exactly  in  the  man- 
ner I  have  described.  Whether  the  tumor  extends  into  the 
folds  of  the  broad  ligament,  or  whether  it  involves  the  posterior 
walls  of  the  uterus,  is  immaterial  as  long  as  the  deperitonizing  is 
carried  far  enough.  I  believe  the  operation  is  well  adapted  for 
cases  of  multiple  myofibroma.  The  space  between  the  incision 
and  the  broad  ligament,  in  such  cases,  is  made  a  part  of  the  cuff; 
this  large  pocket  is  made  a  part  of  the  space  to  be  drained  ;  and 
it  has  been  the  uniform  result  in  my  experience  that  in  resort- 
ing to  secondary  suturing  primary  union  of  the  wound  is  the 
rule,  to  be  attained  with  the  same  degree  of  certainty  as  sutur- 
ing the  wound  at  the  time  of  operation. 

Dr.  Watkins  is  fearful  that  the  intestines  will  insinuate  them- 
selves into  the  opening  left  in  the  abdominal  wall  and  thus  pro- 
duce hernia,  the  result  of  intra-abdominal  pressure,  which  is 
almost  at  a  minimum  with  the  patient  in  the  recumbent  posi- 
tion. But  by  making  a  peritoneal  cuff  as  described  traction  is 
in  the  opposite  direction  ;  this  peritoneal  cuff  is  anchored  to 
the  broad  ligament,  and  if  traction  does  occur  it  is  in  the  right 
direction  for  avoiding  a  ventral  hernia.  Its  anchorage  to  the 
abdominal  wall  rather  resists  than  favors  the  formation  of  a  ven- 
tral hernia  by  the  yielding  of  the  abdominal  wall  at  this  point. 

In  answer  to  Dr.  Henrotin  I  will  say  that  the  broad  ligament 
may  be  expanded  by  the  tumor  to  four  or  five  times  its  natural 
length,  and  that  there  would  be  no  difficulty  in  bringing  the  cuff 
to  the  median  line. 

With  reference  to  Dr.  Jaggard's  question  as  to  the  catgut,  this 
has  been  to  me  a  very  perplexing  subject.  For  a  long  time  I 
had  the  same  experience  as  Kocher,  in  Berne.  I  had  numerous 
instances  of  stitch  abscesses.  Kocher  investigated  every  possible 
source  of  infection,  and  finally  came  to  the  conclusion  that  it 
was  invariably  caused  by  catgut,  and,  as  you  are  aware,  he  aban- 
doned catgut,  substituting  for  it  silk,  which  he  is  nsing  to-day. 
I  have  gone  just  the  other  way,  and  am  using  catgut  more  than 
ever  since  I  have  been  able  to  obtain  an  article  that  I  can  rely 
upon.  This  has  been  a  serious  matter  in  the  surgical  clinic  of 
Rush  Medical  College  and  in  both  hospitals  with  which  I  am 
connected,  and  I  have  only  had  catgut  that  I  could  absolutely 
rely  upon  since  our  own  nurses  prepared  it.  The  catgut  is 
chromicized  according  to  Lister's  formula  and  kept  in  a  solution 
of  1  :  1000  sublimate  in  alcohol.  Since  this  has  been  done  I 
have  not  seen  a  single  instance  of  infection  from  catgut. 
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Dr.  Rumpf  presented  a  paper  entitled 

FELYIC    MASSAGE    IN    GYNECOLOGY.' 

Dr.  E.  C.  Dudley. — I  have  but  a  word  to  say,  and  that  is  a 
word  of  approval.  Dr.  Rumpf  has  treated  several  patients 
whom  I  have  referred  to  him,  and  the  success  has  been  gratify- 
ing. In  two  or  three  cases  the  uterine  appendages  were  perhaps 
saved  from  removal — that  is,  the  indication  for  removal  would 
have  been  sufficient  in  the  minds  of  many  operators.  The  treat- 
ment is  not  applicable,  unless  carried  out  for  a  very  long  period, 
in  cases  of  prolapse  of  the  uterus  when  it  is  due  to  relaxation 
of  the  pelvic  floor.  There  is  a  disposition  among  Americans  to 
want  something  and  to  want  it  right  away.  This  treatment  does 
not  meet  the  desire  for  prompt  and  rapid  results.  If  the  same 
patience  could  be  used  in  the  application  of  massage  that  is 
used  by  Brandt  and  some  of  the  European  operators,  intractable 
cases,  even  of  prolapse  of  the  uterus,  might  be  much  more  fre- 
quently benefited  or  cured.  Massage  is  chiefly  curative  in  long- 
standing chronic  inflammation  of  the  pelvic  organs,  and  espe- 
cially in  cases  with  exudates  and  adhesions  without  the  presence 
of  pus. 

The  treatment  appears  to  rub  out  the  exudates,  and  often  to 
break  or  stretch  the  adhesions.  Massage  is  a  very  much  neg- 
lected department  of  gynecology.  It  is  disagreeable  to  give 
and  is  time-consuming,  but  the  good  results  justify  its  use. 

Dr.  A.  H.  Foster.— Massage  has  interested  me.  not  because 
of  my  own  practical  experience,  but  because  I  have  found  pa- 
tients who  had  been  under  treatment  by  eminent  gynecologists  ^ 
for  one,  two,  or  three  years,  and,  with  the  apparition  of  the  abla- 
tion of  enlarged  and  prolapsed  ovaries  hanging  over  them,  have 
been  recommended  by  other  sufferers  to  Dr.  Swissmilk,  of  Dela- 
van,  Wisconsin.  I  have  in  mind  a  case  in  point.  I  had  known 
the  patient  for  several  years.  She  had  been  under  the  care 
of  some  of  our  most  eminent  Fellows  for  complete  prolapse  of 
the  uterus  following  premature  labor,  with  enlarged,  tender,  and 
prolapsed  ovaries,  but  her  case  seemed  to  be  irremediable. 
She  was  recommended  to  Dr.  Swissmilk.  of  whom  most  of  us 
have  known  for  the  last  fifteen  years.  His  special  treatment 
is  pelvic  massage.  She  was  under  his  care  eight  weeks  and 
came  home  practically  cured.  In  two  months  from  the  time 
she  returned  she  became  pregnant.  I  attended  her  in  con- 
finement. She  had  a  normal  labor  and  is  now  as  healthy  as 
the  average  woman.  The  point  made  by  the  author  of  the 
paper,  that  many  an  ovary  has  been  saved  by  pelvic  massage. 
is  true  in  this  case.  This  patient  gave  me  in  detail  the  minutiae 
of  his  treatment.  She  said  that  she  was  first  placed  upon 
her  face  on  a  frame  couch  and  her  spine  vigorously  rubbed 
for  a  few  minutes  from  the  nape  of  the  neck  to  the  coccyx,  then 

1  See  original  article,  p.  37. 


108  TRANSACTIONS    OF    THE 

lightly  tapped  over  the  sacrum.  She  was  then  placed  in  the 
position  referred  to  by  the  essayist  and  rubbings  instituted  over 
the  uterus  and  deep  in  the  inguinal  region  on  both  sides.  His 
time  of  treatment  was  fifteen  to  twenty  minutes  each  day.  The 
patient  was  then  turned  upon  her  face  and  required  to  remain 
prone  for  half  an  hour,  then  directed  to  dress  and  take  a  walk 
until  she  began  to  feel  fatigued,  then  to  lie  down  upon  her  face 
until  rested,  and  finally  to  walk  again.  He  says  American 
women  do  not  walk  enough,  they  need  this  kind  of  exercise,  and 
this  constitutes  half  his  treatment.  This  treatment  is  too  slow  a 
process  for  the  average  American  surgeon.  Our  President  must 
have  had  some  experience,  since  he  is  the  author  of  a  paper  on 
massage ;  and  one  of  our  lamented  Fellows,  Dr.  A.  Reeves  Jack- 
son, gave  a  very  extensive  yet  concise  paper  on  massage  in  1887, 
which  may  be  found  in  the  Transactions  of  the  American  Gyne- 
cological Society.  It  is  interesting  to  observe  how  slowly  this 
method  of  treatment  advanced  for  many  years,  but  since  1880  it 
has  progressed  very  extensively.  I  believe  there  were  at  least 
fifteen  German  physiciaus  between  1S87  and  1890  who  pre- 
sented papers  on  massage.  The  priority  of  this  method  is  right- 
fully claimed  by  Thure  Brandt,  because  the  one  who  brings  a 
treatment  to  the  general  notice  of  the  profession  is  practically 
the  originator.  Massage  was  practised  in  part  by  a  Dr.  Sinclair, 
of  Boston,  as  early  as  1866,  but  he  did  not  develop  the  system  of 
treatment.  In  Dr.  Swissmilk's  treatment  there  is  more  or  less 
of  pelvic  gymnastics.  Some  masseurs  encourage,  in  case  of  pro- 
lapse of  the  pelvic  organs,  voluntary  action  of  the  levator  ani 
and  other  muscles,  by  having  the  patient  lie  flat  upon  the  back, 
cross  the  limbs,  and  raise  the  pelvis,  and  also  by  adducting  and 
abducting  the  muscles  of  the  thighs  against  opposing  force. 

Dr.  A.  Goldspohn  (present  by  invitation). — I  fully  agree  with 
Dr.  Rumpf  that  massage  lias  not  been  fully  developed.  The 
paper  is  a  faithful  presentation  of  the  principles,  technique,  and 
indications  as  set  forth  in  Thure  Brandt's  book  published  in 
Germany  in  1891,  with  a  second  edition  last  year.  Brandt  is 
not  a  physician,  and  has  only  one  remedy,  therefore  lie  has  to 
accomplish  everything  with  massage.  Physicians  have  many 
other  remedies,  and  to  them  massage  supplies  a  missing  link  in 
minor  gynecological  practice.  It  comes  in  as  treatment  in  a  cer- 
tain stage  of  the  disease,  the  whole  conduct  of  the  case  requir- 
ing in  addition  other  means  of  treatment.  My  experience  with 
massage  has  led  me  to  modify  Brandt's  position  as  described  by 
Dr.  Rumpf.  I  have  found  from  an  experience  of  ten  years  that 
the  left  hand  should  be  used  for  examination  of  the  left  side, 
and  the  right  hand  for  the  right  side.  This  it  is  not  possible 
to  do  with  the  Brandt  posture.  Another  difficulty  in  giving  mas- 
sage is  to  sufficiently  relax  the  abdominal  wall.  This  is  obtained 
to  some  extent  by  pressure  and  circular  rubbing,  but  it  may  be 
increased  by  flexure  of  the  abdomen,  the  pelvis  and  shoulders 
being  on  the  same  level.     This  maybe  accomplished  with  a  good 
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gynecological  chair.  I  prefer  to  stand  while  giving  massao-e. 
Massage  is  most  useful  in  the  treatment  of  retrodisplacements 
of  the  uterus  with  adhesions.  I  have  treated  almost  exclusively 
with  massage  no  less  than  one  hundred  of  these  cases,  and  I  have 
obtained  good  results. 

Massage  is  preferable  to  operation  in  these  cases,  because  ab- 
dominal operations  cannot  be  made  without  adhesions  following. 
Sepsis  is  the  chief  cause  of  adhesions,  but  there  are  other  causes 
which  cannot  be  eliminated.  I  know  from  experience  that  abdom- 
inal section  may  often  be  avoided  by  the  skilful  use  of  massage. 
Another  important  indication  for  massage  is  an  adherent  and 
prolapsed  ovary.  Subinvolution  of  the  uterus  can  be  better 
treated  by  other  means  than  massage.  An  accurate  diagnosis 
should  be  made  before  attempting  to  use  massage.  Massage 
shonld  not  be  employed  when  acute  inflammatory  conditions  ex- 
ist ;  massage  should  not  be  given  when  pus  or  cystic  tumors  exist ; 
massage  should  not  be  used  when  carcinoma,  sarcoma,  tubercu- 
losis, or  syphilis  is  present.  I  would  not  advise  massage  in  pa- 
tients addicted  to  masturbation. 

Dr.  G.  W.  Reynolds. — I  do  not  wish  to  underestimate  the 
value  of  massage  as  a  therapeutic  agent,  but  it  seems  to  me 
that  this  remedy  will  never  become  popular  in  this  country, 
because  it  is  disagreeable  both  to  the  patient  and  physician! 
Subinvolution  of  the  uterus,  metritis  and  perimetritis'with  exu- 
date, I  believe  can  be  treated  as  well  by  other  means  as  by  mas- 
sage. Metritis  can  be  cured,  if  the  case  is  not  septic,  by  keeping 
the  patient  in  bed  with  elevation  of  the  pelvis,  by  using  hot 
douches,  and  by  regulating  the  action  of  the  bowels.  Hyper- 
trophy of  the  cervix  with  glandular  disease,  and  prolapse  of 
the  uterus,  can  be  cured  by  amputation  of  the  cervix.  In  the 
case  of  retroversion  of  the  uterus  reported  by  Dr.  Sinclair,  of 
Boston,  as  cured  by  massage,  I  notice  the  patient  was  treated  in 
the  genu  pectoral  position.  The  cure  by  massage  of  a  case  of 
hemorrhagic  metritis,  reported  from  Stockholm,  is  ridiculous, 
because  we  know  in  these  cases  the  mucosa  is  always  infected 
and  can  only  be  cured  by  curettage  and  irrigation. 

Dr.  W.  If.  Rumpf,  in  closing  the  discussion,  said  :  I  have  not 
much  to  add  to  what  I  have  already  said  in  my  paper.  I  asrree 
in  the  main  with  what  Dr.  Goldspohn  has  said',  and  he  has  men- 
tioned many  things  which  I  omitted.  I  do  not  quite  agree  with 
him,  however,  as  regards  the  position  of  the  patient.  Every- 
thing to  he  desired  can  be  accomplished  by  using  the  position 
outlined  in  the  paper  and  with  a  much  greater  degree  of  com- 
fort to  both  patient  and  operator.  Nor  do  I  agree  with  Dr. 
Reynolds,  who  thinks  that  this  form  of  treatment  will  not  become 
popular  because  it  is  so  disagreeable.  There  are  no  forms  of 
gynecological  treatment  very  agreeable  to  the  patient,  and 
though  this  objection  may  retard  somewhat  the  more  general 
introduction  of  pelvic  massage  in  gynecological  treatment,  its 
efficiency  will  in  the  course  of  time  gain  for  it  its  proper  place. 
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RUPTURED    TUBAL    PREGNANCY. 

Dr.  C.  E.  Nammack  presented  a  specimen  from  a  case  of 
extrauterine  pregnancy.  It  served  to  emphasize  the  necessity 
for  prompt  operative  interference  on  the  occurrence  of  the  first 
symptoms  of  rupture.  He  believed,  however,  that  the  general 
practitioner  was  in  the  habit  of  trusting  to  his  ability  to  distin- 
guish between  extraperitoneal  and  intraperitoneal  hemorrhage, 
and  of  waiting,  where  it  was  supposed  to  be  extraperitoneal,  with 
the  hope  that  it  would  be  limited  and  run  the  course  of  an  ordi- 
nary hematocele.  The  writings  of  some  authors  afforded  some 
basis  for  this  view,  but  its  fallacy  was  made  evident  from  the 
experience  of  such  men  as  Joseph  Price,  who,  out  of  a  large 
number  of  cases  operated  upon,  had  not  found  one  in  which  the 
rupture  was  not  intraperitoneal. 

In  the  present  case  the  woman  had  given  birth  to  her  last  child 
seven  years  before.  The  first  symptoms  of  rupture  occurred 
September  3d.  On  the  21st  Dr.  Nammack  saw  the  patient  for 
the  first  time,  when  the  evidence  of  rupture  and  internal  hemor- 
rhage during  a  renewed  attack  was  plain,  but  his  opinion  that  a 
prompt  operation  should  be  performed  was  overruled  by  three 
surgeons  who  thought  the  hemorrhage  was  limited  by  the  broad 
ligament.  Next  morning  the  patient  went  into  collapse  from 
recurrence  of  concealed  hemorrhage,  and  then  there  was  no 
difference  of  opinion  with  regard  to  the  necessity  for  operating, 
but  it  was  too  late.  The  patient  died  fifty-two  hours  after 
removal  of  blood  clots,  membranes,  and  fetus  of  about  the  forty- 
third  clay. 

Dr.  Boldt  thought  circumstances  might  exist  which  would 
justify  waiting  a  time  before  operating,  and  he  mentioned  col- 
lapse. Where  the  diagnosis  of  tubal  pregnancy  had  been  made 
one  should  operate  without  unnecessary  delay,  even  as  early  as 
the  second  week.  The  most  favorable  cases  had  been  those  in 
which  partial  rupture  had  taken  place,  manifested  by  colicky 
pains,  loss  of  a  few  drops  of  chocolate-colored  blood,  patient's 
condition  good.. 

Dr.  Goffe  did  not  think  it  was  necessary  to  go  out  of  New 
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York  for  confirmation  of  the  view  that  a  prompt  operation  should 
be  performed  in  cases  of  ectopic  gestation.  Dr.  Janvrin,  for 
instance,  had  taught  early  interference  since  ten  years  ago,  and 
most  gynecologists  here  acted  upon  it.  A  member  mentioned  a 
case  operated  upon  in  the  hospital  for  supposed  salpingitis  with 
rupture,  whereas  raptured  tubal  pregnancy  was  found.  There 
had  been  nothing  to  point  to  extrauterine  pregnancy ;  menstru- 
ation, always  scanty,  had  been  regular.  Death  took  place  some 
time  after  the  operation,  apparently  of  delayed  shock. 

OVARIAN    CYST    AND    EXTENDED    FIMBRIATED    END   OF   TUBE. 

Dr.  J.  R.  Goffe  presented  the  sac  of  an  ovarian  tumor  which 
he  had  removed  at  the  Polyclinic  the  day  before,  the  fimbriated 
extremity  of  the  tube  extending  up  a  distance  of  about  eight 
inches  on  one  side  of  the  tumor.  It  seemed  the  small  cyst  which 
developed  to  form  the  tumor  must  ha  ye  lain  directly  under  the 
part  of  the  ovary  to  which  the  fimbriated  extremity  was  attached. 
In  this  case  the  other  ovary  was  also  cystic  and  he  removed  two- 
thirds  of  it,  leaving  the  other  third  with  the  edges  of  the  wound 
turned  in  to  prevent  adhesions. 

SARCOMA    AND    MULTIPLE   FIBROIDS    OF   THE    UTERUS. 

Dr.  Goffe  also  exhibited  a  uterus  the  seat  of  sarcoma  and 
multiple  small  subperitoneal  fibroids,  together  with  cystic  ovary, 
removed  that  afternoon.  He  had  within  a  week  seen  two  other 
cases  of  fibroids  of  the  uterus  which  had  undergone  malignant 
change.  They  emphasized  the  importance  of  an  operation 
earlier  than  the  surgeon  sometimes  had  opportunity  to  do  it. 

The  Chairman  (Dr.  McLean)  said  that  three  or  four  years 
ago  he  had  removed  a  large  ovarian  tumor,  weighing  over  forty 
pounds,  from  which  he  first  dissected  the  extended  fimbriated 
extremity  of  the  tube  and  dropped  it  back.  It  was  certainly 
eight  or  nine  inches  in  extent.  Two  years  later  he  had  occasion 
to  open  the  woman's  abdomen  a  second  time  for  another  disease, 
and  it  was  interesting  to  note  that  this  tube  was  healthy  and  had 
returned  to  its  normal  size. 

Dr.  Boldt  remarked,  with  regard  to  uterine  fibroids  taking  on 
malignant  change,  that  it  was  almost  always  sarcoma  and  very 
rarely  cancer. 

NEW    PELVIMETER. 

Dr.  Herman  L.  Collyer  presented  a  pelvimeter,  or  calipers, 
which  he  had  made  of  a  form  which  permitted  of  their  being 
sold  for  a  more  reasonable  price  than  was  generally  demanded  for 
similar  instruments,  and  which  at  the  same  time  possessed  certain 
special  advantages  over  the  more  costly  ones.  They  could  be 
purchased  for  two  dollars ;  would  measure  the  largest  pelvis ;  had 
the  English  and  French  scales;  the  blades  could  be  taken  apart 
and  carried  parallel, thus  taking  up  little  space;  they  were  light. 
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Dr.  Marx  testified  to  the  value  of  the  instrument,  and  Dr. 
Harris,  of  Paterson,  remarked  that  the  instrument  which  he 
had  presented  some  months  ago  had  been  so  modified  as  to  per- 
mit of  a  reduction  to  quite  a  reasonable  price. 

FETAL   ABNORMALITY. 

Dr.  E.  A.  Tucker  presented  photographs  of  a  baby  born  at 
the  Sloane  Maternity  about  October  1st  and  showing  a  peculiar 
abnormality,  consisting  of  the  presence  of  a  perfectly  formed  left 
foot,  along  with  what  could  be  recognized  as  the  leg,  knee,  and 
thigh,  attached  by  bony  and  fleshy  union  to  the  dorsal  spine 
between  the  shoulders.  The  third  member  was  sensitive,  as 
pricking  it  caused  resentment  from  the  child.  The  mother,  an 
Irishwoman  addicted  to  drink,  mother  of  three  other  normal 
children,  was  brought  to  the  hospital  by  ambulance,  September 
25th,  because  of  a  kick  in  the  side  by  her  husband's  left  foot. 
Real  labor  pains  did  not  come  on  until  six  days  later,  when  this 
child  was  born.  She  was  positive  that  the  kick  was  the  cause  of 
the  abnormality  in  the  child  ;  but,  of  course,  Dr.  Tucker  said  this 
notion  was  fanciful,  since  the  growth  must  have  begun  early  in 
fetal  life. 

A  curious  fact  iu  the  case  related  to  a  small,  irregular,  soft, 
whitish  mass  which  came  away  when  the  waters  broke,  and  which 
he  at  first  thought  was  vernix,  but  examination  by  Dr.  Prudden, 
Dr.  Freeborn,  and  others  sh'owed  that  it  was  of  cell  structure, 
but  they  were  entirely  at  a  loss  as  to  its  nature.  In  all  proba- 
bility it  had  come  away  from  the  heel  of  the  third  foot,  where 
there  was  a  slight  elevation  and  apparent  scar. 

Dr.  Herman  J.  Boldt  read  a  paper  on 

VAGINAL    EXTIRPATION     OF   THE    UTERUS    AND    ADNEXA    IN    PELVIC 
SUPPURATION    AND    SEPTIC    PUERPERAL    METRITIS 
AND    PERITONITIS.1 

Dr.  Yon  Ramdohr  was  asked  to  open  the  discussion.  He 
differed  from  Dr.  Boldt  with  regard  to  the  propriety  of  ope- 
rating per  vaginam  in  cases  of  puerperal  septicemia,  for  the  rea- 
son that  one  could  not  tell  whether  he  had  reached  all  the  foci 
of  infection  or  collections  of  pus.  It  was  impossible  to  assert 
before  operation  in  a  given  case  that  the  seat  of  the  infection  was 
limited  to  the  ui  us,  or  to  the  uterus  and  tubes,  and  conse- 
quently it  would  not  do  to  perform  hysterectomy  through  the 
vagina.  The  same  objection  to  the  lower  operation  existed  in 
cases  of  non-puerperal  multiple  pelvic  abscess.  If,  however,  it 
could  be  determined  that  there  was  only  one  large  abscess  and 
it  was  desirable  to  remove  it  along  with  the  uterus,  then  the 
vaginal  route  might  be  selected. 

Dr.  Egbert  H.  Grandin  said  if  the  paper  was  to  be  con- 
sidered a  plea  for  the  removal  of  septic  diseased  appendages  he 
1  See  original  article,  p.  1. 
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agreed  with  the  reader  perfectly.  If  it  was  to  be  considered  a 
plea  for  the  removal  of  the  diseased  septic  appendages  per  va- 
ginam  rather  than  per  abdomen,  then  lie  disagreed.  It  seemed 
to  him  that  the  pendulum  was  simply  swinging  back  to  the 
position  we  were  in  before  we  learned  how  to  remove  these 
appendages  by  abdominal  incision.  The  old  fashioned  way  was 
the  vaginal  way.  But  then  we  did  not  cure  our  cases.  We 
lost  a  great  many.  We  theu  opened  the  abdomen,  placing  the 
patient  in  that  position  which  enabled  us  to  see  as  well  as  feel, 
and  our  mortality  rate  came  down  to  an  exceptionally  low  figure 
in  the  hands  of  the  expert.  It  was  erroneous  to  argue  that 
because  vaginal  extirpation  of  the  carcinomatous  uterus  was  a 
relatively  simple  affair  in  the  hands  of  one  who  had  operated 
as  often  as  the  reader,  therefore  removal  of  the  uterus  and 
septic  appendages  through  the  vagina  was  also  simple.  When 
he  thought  of  the  dense  adhesions,  that  the  vermiform  appen- 
dix was  also  frequently  swollen  and  full  of  pus,  and  had  to  be 
taken  out  with  the  uterine  appendages — when  he  thought  of 
these  and  other  complications  he  could  not  agree  with  the 
reader  that  the  vaginal  was  safer  thau  the  abdominal  operation. 
It  required  more  than  touch  to  be  able  to  tell  gut  from  tube  or 
vermiform  appendix,  and  we  certainly  could  not  see  as  well 
through  a  small  opening  in  the  vagina  as  through  an  abdominal 
incision,  the  patient  being  in  Trendelenburg's  position. 

Furthermore,  he  claimed  that  it  was  not  as  easy  to  protect 
the  general  abdominal  cavity  from  septic  infection  when  ope- 
rating through  the  vagina,  for  the  reason  that  when  working 
by  sight  one  was  less  likely  to  rupture  distended  pus  masses 
than  when  working  by  touch  alone. 

Regarding  the  danger  of  ventral  hernia  in  the  abdominal 
operation,  it  had  been  attributed  largely  to  use  of  drainage 
tube  or  gauze  through  a  hole  above  the  pubes.  Dr.  Grandin 
regarded  it  as  bad  surgery  to  drain  in  this  manner.  Instead 
one  should  imitate  Nature  and  drain  downward  by  gauze 
passed  through  the  vaginal  vault. 

Cases  of  acute  general  septic  puerperal  peritonitis  were  ex- 
ceedingly interesting.  The  reason  why  it  killed  :■*  s  that  the 
sepsis  had  ceased  to  be  local  and  we  could  not  remove  it  from 
the  system.  If  success  was  to  be  obtained  it  would  have  to  be 
by  removal  of  all  foci  of  pus,  by  opening  up  the  multiple  ab 
scesses  which  were  scattered  throughout  the  abdomen  and  pel- 
vis, reaching  even  up  under  the  spleen  and  liver.  Therefore  an 
operation  per  vaginam  would  not  answer.  A  physician  in  Iowa, 
whose  name,  he  was  sorry  to  say,  he  could  not  recall,  had  saved 
one  such  case  by  breaking  up  the  multiple  abscesses,  some  being 
under  the  liver  and  spleen,  and  cleansing  the  abdominal  cavity. 
Dr.  Grandin  would  try  this  method  in  his  next  case. 

Dr.  J.  R.  Goffe  had  had  under  observation  six  or  seven  cases 
operated  upon  according  to  the  Belgiau  method — that  described 
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by  Dr.  Boldt — and  his  impression  was  that  it  was  not  surgical, 
that  it  was  a  very  blind  and  bloody  procedure.  The  method 
of  operating  through  the  abdomen  was  ranch  clearer :  one  could 
see  what  he  was  doing,  and  could  follow  a  conservative  course 
if  practicable,  and  this  usually  could  be  decided  in  suppurative 
cases  only  after  opening  the  abdomen. 

Dr.  W.  E.  Pouter  thought  that  in  bad  cases  of  tubal  disease, 
such  as  were  under  consideration,  the  extensive  adhesions  and 
possible  disease  of  the  appendix  vermiformis  and  intestines, 
etc.,  made  an  accurate  diagnosis  impossible  without  the  aid  of 
sight,  and  therefore  ruled  out  the  vaginal  operation.  The 
use  of  clamps  was  bad  surgery.  He  believed  those  who  per- 
formed the  abdominal  operation  without  drainage  got  as  good 
results  as  those  named  by  Dr.  Boldt  for  the  vaginal  method, 
while  hernia  was  attributable  to  faulty  drainage.  In  puerperal 
cases  the  simplest  operation  should  give  the  best  results  ;  to  add 
shock  would  greatly  enhance  the  danger. 

Dr.  Robert  H.  Wylie  thought  that  while  the  results  of  the 
vagmai  operation,  as  shown  by  the  statistics  given  in  the  paper, 
were  very  brilliant  as  far  as  the  mortality  rate  was  concerned, 
we  could  not  yet  speak  of  the  remote  results.  It  was  not  yet 
known  whether  hernia  would  occur  through  the  pelvic  floor. 
It  was  a  long  time  after  laparotomy  began  before  we  heard  of 
ventral  hernia,  for  the  cases  of  this  accident  were  hidden.  It 
might  prove  to  be  so  with  the  vaginal  operation.  But  ventral 
hernia  could  be  avoided  if  the  operation  were  done  properly,  and 
if  drainage  were  carried,  where  necessary,  through  the  vagina 
in  abdominal  operations.  In  cases  of  puerperal  septicemia  he 
could  not  see  where  the  line  should  be  drawn  between  those 
calling  for  vaginal  operation  as  against  the  abdominal,  unless  it 
were  at  infection  limited  to  the  uterus,  but  in  that  event  ute- 
rine irrigation  should  answer. 

Dr.  Boldt  made  some  closing  remarks.  He  said  he  had  ad- 
mitted that  for  conservative  surgery  it  was  better  to  operate 
by  the  abdomen,  also  that  one  could  make  a  better  diagnosis 
through  the  abdominal  incision,  except  where  it  was  quite  small 
— an  inch  or  inch  and  a  half.  On  the  other  hand,  he  had  stated 
that  it  vvas  impossible  to  operate  successfully  through  the  abdomen 
on  the  complicated  cases  which  he  had  mentioned.  It  had  been 
said  not  everything  could  be  removed  through  the  vagina. 
This  was  true,  but  it  was  also  true  of  the  abdominal  operation, 
though  in  less  degree ;  but  the  vaginal  was  safer.  In  puerperal 
cases  no  operation  would  enable  us  to  remove  all  the  foci  of  in- 
fection in  some  instances,  but  where  it  was  proposed  to  remove 
the  appendages  it  could  be  done  through  the  vagina  with  less 
danger  of  infecting  the  general  peritoneum.  There  could  be  no 
doubt  that  a  great  many  patients  had  hernia  after  an  abdominal 
incision. 
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Stated  Meeting,  Friday,  January  19th,  1894. 
The  Vice-President,  S.  S.  Adams,  M.D.,  in  the  Chair. 
Dr.  Thomas  C.  Smith  reported  a  case  of 

PUERPERAL    ECLAMPSIA. 

On  Sunday,  December  24th,  1393,  at  3  p.m.,  I  was  called  to 
see  Mrs.  S.,  who  was  nearly  eight  months  advanced  in  her  third 
pregnancy.  Mrs.  S.  was  30  years  old.  In  her  first  labor  con- 
vulsions appeared  when  the  head  was  nearly  through  the  vulva, 
and  the  labor  was  promptly  terminated  by  the  use  of  forceps. 
The  convulsions  seemed  to  be  due  to  the  intensity  of  the  pain, 
for  no  kidney  complication  existed.  The  second  labor  was  un- 
eventful. 

At  the  time  of  my  visit  I  found  the  patient  suffering  from 
intense  headache  with  more  or  less  impairment  of  vision.  This 
headache.  I  was  informed,  had  existed  for  nearly  a  month,  but 
nothing  had  been  said  to  me  about  it,  and,  having  been  sick  my- 
self, I  had  not  had  an  opportunity  to  call  upon  the  lady  until 
summoned,  as  above  stated.  In  addition  to  the  headache  there 
was  general  edema.  Not  only  were  the  legs  swollen,  but  the 
face  was  very  much  swelled,  the  eyes  were  partly  closed.  The 
kidneys  had  been  acting  freely,  the  patient  being  compelled  to 
get  up  several  times  during  the  night  to  relieve  the  bladder, and 
each  time  she  passed  a  fair  quautity  of  urine.  The  bowels  were 
acting  regularly.  I  realized  that  the  patient's  condition  was 
serious  and  requested  that  a  sample  of  urine  be  sent  to  me  as 
soon  as  practicable  for  examination.  A  bromide  mixture  was 
ordered. 

At  6  o'clock,  three  hours  after  my  visit,  I  received  notice 
by  telephone  that  the  lady  was  in  convulsions,  and  on  reaching 
her  house  I  learned  that  she  had  had  five  convulsions  previous  to 
my  arrival.  She  was  totally  unconscious.  I  sent  for  assistance, 
and  when  my  son  arrived  he  administered  chloroform.  Ten 
ounces  of  urine  were  removed  by  the  catheter,  and  on  boiling 
it  nearly  solidified,  being  about  nine-tenths  albumin  by  bulk. 
There  was  no  evidence  of  labor,  but  the  os  was  found  dilated 
to  the  size  of  a  silver  quarter  dollar.  The  indication  for  treat- 
ment was  to  empty  the  uterus.  My  hand  was  introduced  into 
the  vagina,  and   finger   after  finger  passed    within  the   cervix 
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until  1  was  able  to  use  the  full  hand  for  dilating  purposes.  As 
soon  as  full  dilatation  was  effected  contractions  began,  and  I 
applied  the  forceps,  speedily  removing  the  child.  In  fact,  it 
was  only  twenty  minutes  from  the  time  1  commenced  to  dilate 
the  cervix  to  the  delivery  of  the  child.  No  trouble  was  expe- 
rienced in  removing  the  placenta,  but  quite  a  free  How  of 
blood  ensued,  not.  however,  amounting  to  a  hemorrhage.  This 
I  regarded  as  desirable.  During  dilatation  the  pulse  began  to 
fail,  and  whiskey  and  digitalis  were  administered  hypodermically 
with  satisfactory  results. 

Bromide  of  potassium  in  solution  of  acetate  of  ammonia  or- 
dered to  be  given  by  mouth,  if  patient  could  swallow,  other- 
wise by  enema. 

Monday,  December  25th,  2  a.m.:  Convulsions.  Dr.  John  T. 
Winter  was  present  when  I  reached  the  house,  and  I  had  the 
benefit  of  his  advice.  Hypodermic  injection  of  pilocarpine 
hydrochlorate,  one-sixth  grain,  which  caused  perspiration  on  the 
upper  part  of  the  body,  but  not  on  the  lower  portion.  The 
lower  limbs  were  cold.  The  same  remedy  was  ordered  to  be 
given  every  four  hours.  10  a.m.,  still  unconscious.  Dry  cupping 
over  the  kidneys,  followed  by  fiaxseed-meal  poultices.  Urine 
by  catheter  three-quarters  albumin.     Nourishment  by  rectum. 

Tuesday,  26th  :  Patient  remains  unconscious.  Dr.  Prentiss 
in  consultation.  Urine  by  catheter ;  no  diminution  in  albumin. 
Ordered  compound  jalap  powder  one  drachm,  with  calomel  one 
grain,  every  two  hours  until  free  catharsis  was  induced,  but  only 
one  dose  was  required.  Temperature  ranged  from  100°  to 
101.8°,  pulse  80  to  84.  Enemata  of  milk  and  coffee  every  four 
hours.  Vaginal  douche  twice  daily.  Urine  by  catheter  at  8.30 
a.m.  and  2.30  p.m.  amounted  to  twenty  two  ounces.  Poultices 
over  the  kidneys  continued.  The  patient  was  quite  restless  at 
night.     Involuntary  urination. 

Wednesday,  27th:  Paralysis  in  right  arm  appeared.  There 
was  absolutely  no  power  of  motion  in  the  limb.  Bromide  mix- 
ture continued,  with  addition  of  potassium  iodide.  Morning 
temperature  99.8°,  pulse  86;  evening  temperature  99°,  pulse 
90.    Urine  by  catheter,  twenty  ounces.     Rested  well. 

Thursday,  28th:  Continues  unconscious.  Temperature  and 
pulse  about  normal.  Paralysis  has  disappeared.  Patient  swal- 
lows better.  Urine  one-half  albumin  ;  twenty  ounces  by  cathe- 
ter and  fourteen  in  bedpan. 

Friday,  29th  :  Patient  recovered  consciousness  this  morning. 
Complains  of  headache.  Not  disposed  to  talk,  but  takes  some 
notice  of  her  baby.  Her  bladder  is  relieved  without  the  use  of 
the  catheter.  Urine  still  albuminous,  but  sufficient  in  quantity. 
Temperature  and  pulse  about  normal.  From  this  time  on  the 
improvement  has  been  continuous.  The  albumin  is  steadily 
diminishing.  On  the  30th  of  December  the  temperature  was 
subnormal  all  day — 97.6° — without  apparent  cause. 
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During  the  period  of  unconsciousness  the  patient  was  nourished 
by  enemata,  to  which  the  medicines  were  usually  added.  Milk 
and  chicken  broth  were  chiefly  relied  upon  during  this  period. 
When  the  stupor  had  passed  off  other  articles  were  added  to  the 
diet  as  occasion  demanded. 

Bromides  were  relied  upon  chiefly  for  internal  administration, 
but  when  the  paralysis  appeared  potassium  iodide  was  added. 
The  bowels  were  kept  soluble  by  the  jalap  powder  and  calomel, 
given  when  needed. 

The  patient  is  not  yet  well,  as  the  albumin  still  exists  in  quan- 
tity equal  to  about  one-eighth  to  one-sixth  in  the  test  tube. 
There  is  also  considerable  impairment  of  vision,  especially  in  the 
left  eye. 

When  first  called  to  see  this  lady,  on  the  24th  of  December, 
she  presented  the  appearance  of  one  in  a  profoundly  anemic 
state,  and  that  really  was  her  condition.  The  skin  and  mucous 
membranes  were  bloodless.  This  state  was  due  to  the  great 
loss  of  albumin  by  the  kidneys  and  the  retention  of  urinary 
elements  in  the  system. 

The  duration  of  the  comatose  state  was  unusual.  For  five 
days  the  patient  was  totally  unconscious. 

Paralysis  of  the  right  arm  was  an  interesting  feature  which 
I  will  not  attempt  to  explain.  For  one  clay  it  was  profound  and 
made  the  prognosis  doubtful,  but  it  disappeared  as  suddenly  as 
it  came.  It  was  of  central  origin.  There  was  no  constriction 
of  the  arm  by  tight  clothing,  nor  had  the  patient  been  lying 
on  the  limb. 

The  continuance  of  the  albuminuria  causes  much  anxiety. 
While  there  are  no  casts  to  be  found  in  the  urine,  the  presence 
of  albumin  at  this  late  day  naturally  raises  the  question  of  its 
probable  continuance  and  the  later  appearance  of  symptoms  of 
organic  disease  of  the  kidneys.  In  a  vast  proportion  of  these 
cases  the  albumin  disappears  within  a  brief  period  after  the  ter- 
mination of  the  pregnancy.  Still  this  desirable  result  does  not 
always  obtain,  and  time  alone  will  decide  the  question  of  the 
permanence  of  the  condition  which  causes  the  presence  of  the 
element  named  in  my  patient. 

The  fallacy  of  regarding  quantity  instead  of  quality  of  the 
renal  secretion  was  clearly  demonstrated  by  this  case.  Although 
the  urine  was  passed  in  ample  quantity,  the  patient  still  retained 
the  toxic  elements  of  that  secretion  in  her  blood,  and  in  addition 
was  throwing  off  as  waste  a  sufficient  quantity  of  albumin  to 
have  produced  anemia  of  a  profound  type,  even  if  there  had 
been  no  other  factor  present  to  aid  in  producing  the  debilitated 
condition  which  existed  in  my  patient. 

[Note. — Ten  months  after'confinement  the  albumin  continues 
to  appear  in  the  urine  along  with  considerable  quantities  of  pus. 
The  latter  at  times  appears  less  in  quantity,  and  the  general  con- 
dition of  the  patient  is  good.     There  are  no  casts  in  the  urine 
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but  the  presence  of  pyelitis  is  unmistakable.  The  impairment 
in  sight  has  entirely  disappeared,  although  it  continued  for  seve- 
ral months.] 

Dr.  J.  T.  Winter  said  he  saw  the  case,  the  history  of  which 
had  been  given,  in  consultation  with  Dr.  Smith  after  the  birth 
of  the  child.  He  observed  that  the  woman's  face  presented  a 
very  doughy  appearance,  and  he  inquired  if  pilocarpine  had  been 
given  and  suggested  that  it  was  indicated.  He  was  ca  ed  in 
the  night  time  to  see  the  patient,  and  while  he  was  preparing  to 
give  a  dose  of  pilocarpine  Dr.  Smith  arrived  and  gave  the  dose. 
He  was  unable  to  explain  the  cause  of  the  paralysis,  unless  it 
was  due  to  hydremia.  He  had  seen  several  cases  of  puerperal 
eclampsia;  one,  not  a  great  while  ago,  in  consultation,  in  which 
he  gave  pilocarpine  with  the  result  of  producing  profuse  dia- 
phoresis. The  patient  recovered.  He  thought  the  blindness 
was  due  to  the  retinal  conditions  in  acute  Bright's  disease. 

Dr.  Wm.  P.  Carr  said  that  Dr.  Smith  had  said  that  it  was 
remarkable  that  the  patient  passed  so  much  urine  and  yet  pre- 
sented such  severe  symptoms.  The  question  was,  how  much 
urea  was  eliminated?  The  kidneys  of  the  patient  referred  to 
were  doubtless  in  a  condition  of  cirrhosis  or  chronic  Bright's 
disease.  Paralysis  was  not  uncommon  in  this  condition,  due  to 
uremia,  as  also  were  convulsions  and  coma.  The  impairment 
of  vision  was  due  toretinitisalbuminuricaand  indicated  chronic 
disease.  The  amount  of  albumin  in  this  case  was  unusual. 
Careful  and  repeated  examinations  of  the  urine  would  throw 
light  on  the  case.  He  was  disposed  to  consider  it  a  case  of 
chronic  interstitial  nephritis.  A  milk  diet  was  the  chief  reli- 
ance.    Pilocarpine  and  purgatives  were  beneficial. 

Dr.  F.  S.  Nash  said  he  considered  the  case  to  be  one  of  acute 
inflammation  implanted  upon  a  chronic  disease  of  the  kidneys. 
He  regarded  the  prognosis  as  unfavorable.  The  paralysis  was 
probably  due  to  congestion.  He  asked  Dr.  Smith  why  he  had 
not  administered  a  purgative. 

Dr.  Smith  said  the  bowTels  had  been  moved  by  an  enema,  and 
he  afterward  gave  jalap  powder  with  calomel. 

Dr.  J.  F.  Scott  said  he  had  seen  nine  cases  of  puerperal 
eclampsia,  all  presenting  different  phases.  The  first  seven  cases 
he  had  treated  recovered,  and  he  had  begun  to  think  the  disease 
not  so  difficult  to  manage  as  had  been  represented.  His  next 
two  cases  died,  and  then  he  lost  faith  in  the  medical  treatment 
of  the  disease.  The  nervous  system  was  too  irritable  to  tolerate 
drugs.  Any  medicines  used  should  be  narcotic  or  laxative, 
diuretic  or  diaphoretic  in  character.  He  had  gotten  into  a 
routine  practice  in  the  hospital — he  usually  tried  to  get  the 
bowels  to  move,  lie  gave  croton  oil,  but  did  not  believe  it  did 
any  good.  He  gave  hot  baths  and  kept  up  hot  applications ; 
he  also  gave  pilocarpine.  One  patient  who  died  could  not  be 
brought  to  sweat.     Chloroform  and  chloral  should  be  tried,  but 
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the  bromides  were  of  no  use,  nor  had  he  any  confidence  in  vera- 
tr u rii  viride.  He  had  given  morphia  sulphate  in  half-grain 
doses,  but  thought  that  was  too  much,  lie  sought  to  procure 
delivery  as  quickly  and  gently  as  possible.  The  next  case  he 
had  he  thought  he  would  bleed,  lie  thought  chloroform  was 
the  most  reliable  agent,  but  he  did  not  have  much  confidence  in 
drugs. 

Dr.  E.  L.  Tompkins  detailed  a  case  he  had  seen  that  occurred 
at  the  seventh  month.  The  woman  was  in  convulsions  several 
days,  and  was  kept  under  morphia  or  chloroform  all  the  time. 
One  of  the  consultants  recommended  venesection.  About  a 
pint  of  blood  was  drawn,  but  no  benefit  was  derived.  Barnes' 
dilators  were  used  with  the  hope  of  bringing  on  labor,  but  no 
good  was  accomplished.  The  cervix  was  then  incised  and 
delivery  at  once  occurred. 

Dr.  J.  F.  Scott  said  that  distilled  water  taken  in  free  draughts 
was  the  best  diuretic. 

Dr.  Wm.  P.  Carr  said  distilled  water  was  not  diuretic,  but  it 
was  well  to  give  water.  He  was  surprised  to  hear  Dr.  Scott 
express  preference  for  chloral.  It  was  too  depressing.  Mor- 
phia was  safer,  if  you  watched  the  respiration.  He  related  a 
case  in  which  an  almost  incredible  quantity  of  morphia  was 
given,  bringing  the  respiration  down  to  eight  or  ten  per  minute, 
the  patient  recovering. 

Dr.  Jos.  Tablr  Johnson  said,  as  the  discussion  had  taken  a 
wide  range,  we  might  discuss  with  profit  preventive  treatment. 
By  the  adoption  of  certain  measures  Dr.  Smith  might  have  been 
able  to  ward  off  the  serious  condition  to  which  his  patient  was 
brought.  The  paralysis  was  probably  due  to  injury  to  the  brain 
by  the  convulsions.  "With  the  evidence  presented  by  this  case, 
premature  delivery  should  have  been  induced.  Blindness  was 
sometimes  a  premonitory  symptom,  and  obliteration  of  hearing 
occasionally  occurred.  When  a  patient  had  had  puerperal  con- 
vulsions he  was  always  anxious  about  succeeding  pregnancies, 
though  convulsions  did  not  always  occur.  The  urine  might  or 
might  not  contain  albumin.  He  used  hydragogue  cathartics, 
warm  clothing,  etc.  During  convulsions  he  advised  morphia  and 
chloroform.  He  had  used  with  benefit  a  method  recommended 
to  him  by  Dr.  Samuel  C.  Busey — that  was  the  inhalation  from 
a  sponge  of  the  oil  of  juniper  and  the  application  of  poultices  of 
digitalis  leaves  over  the  abdomen  and  loins.  The  abolition  of 
labor  pains  might  have  been  due  to  the  administration  of  so 
much  morphia.  He  agreed  with  Dr.  Scott  that  too  much  haste 
should  not  be  had  in  bringing  on  labor. 

Dr.  Georghj  N.  Acker  said  the  great  difficulty  was,  we  could 
not  tell  when  these  attacks  would  occur.  He  had  had  a  case  in 
which  he  was  expecting  convulsions,  but  they  did  not  occur. 
We  should  always  bear  in  mind  the  probabilities.  He  related  a 
case  in  which  convulsions  occurred  at  five  and  a  half  months. 
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He  administered  morphia  and  chloroform.  Dr.  II.  D.  Fry  saw 
the  case  with  him,  and  it  was  decided  to  empty  the  uterus  with- 
out delay.  Forceps  were  applied  and  delivery  accomplished. 
The  patient  recovered.  She  passed  a  large  quantity  of  urine 
after  delivery.  She  became  pregnant  again,  and  he  warned  her 
to  be  careful.  She  persisted  in  wearing  her  corsets.  At  five 
months  convulsions  occurred  again.  Morphia  and  chloroform 
were  used,  which  relieved  the  convulsions  and  headache.  She 
was  delivered  of  a  dead  child.  It  was  a  mistake  to  suppose 
there  was  as  much  as  ninety  per  cent  of  albumin  in  the  urine. 
The  appearance  was  deceptive.  Dr.  Smith  should  have  made 
frequent  examinations  of  the  urine  ;  he  would  probably  have 
found  epithelial  casts. 

Dr.  Wm.  P.  Carr  said  the  amount  of  water  passed  had  no 
relation  to  the  amount  of  urea. 

Dr.  Thomas  C.  Smith  said  he  had  not  had  the  opportunity  to 
see  the  patient,  because  he  himself  had  been  sick.  He  judged 
of  the  amount  of  albumin  by  the  appearance  in  the  test  tube,  as 
is  usually  done.  He  knew  of  no  more  formidable  condition  to 
be  encountered  by  the  physician  than  puerperal  convulsions. 


Stated  Meeting,  Friday,  February  2d,  1 894. 
The  President,  Henry  D.  Fry,  M.D.,  in  the  Chair. 
Dr.  Henry  L.  E.  Johnson  reported  a 

CASE    OF    OVARIOTOMY. 

I  first  saw  this  patient  in  consultation  at  Harper's  Fern,  Va., 
with  Dr.  B.  B.  Ransom  during  the  first  week  of  December 
last. 

Mrs.  M.,  widow,  set.  39  years,  white,  has  had  three  children, 
the  youngest  of  whom  is  19  years  old  ;  she  menstruated  between 
twelfth  and  thirteenth  year ;  always  suffered  a  great  deal  of 
pain,  with  profuse  flow  amounting  to  flooding;  never  very 
strong,  but  always  healthy;  two  years  ago  commenced  to  lose 
flesh  and  suffered  with  constant  pain  in  the  left  side,  which 
caused  at  times  confinement  to  the  house,  and  for  the  last  year 
increasing  difficulty  in  functions  of  lower  bowel. 

Examination  showed  lacerated  perineum  and  cervix  uteri. 
The  uterus  was  low  down,  fixed  at  the  pubis  with  a  mass,  ovoid 
in  outline,  about  the  size  of  a  hen's  esg,  lodged  between  the  ute- 
rus and  the  rectum.  All  the  pelvic  tissues  were  very  sensitive 
upon  pressure.  The  operation  was  performed  at  Providerce 
Hospital,  January  5th,  1894,  assisted  b)  Drs.  Tompkins  and  Gill. 
The  tumor,  greatly  increased  in  size  since  the  tirst  examination, 
now  reaches  to  the  umbilicus,  is  extensively  adherent  in  lower 
pelvic  region;  the  cyst  wall  is  very  thin  and  transparent;  the 
fluid  thin  and  clear,  almost  like  still  water.     The  tumor  and  tube 
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removed  Patient  made  a  rapid  convalescence  without  any 
shock.  Sutures  removed  on  the  ninth  day  ;  union  perfect ;  the 
dressings  not  adherent  to  wound  or  stained  in  the  least.  Out  of 
bed  on  the  fourteenth  day;  went  home  during  the  early  part  of 
the  fourth  week.  ' 

The  main  feature  of  interest  connected  with  the  case  is  the 
rapid  growth  of  the  tumor  after  lying  dormant  for  so  long  a 
time.  1  he  specimen  is  interesting,  as  presenting  the  normal 
tube  and  broad  ligament  containing  the  cyst  of  the  left  ovary. 
_  Dr.  John  van  Rensselaer  said  the  case  was  a  very  interest- 
ing one,  and  it  was  difficult  to  account  for  its  rapid  growth. 
Probably  the  irritation  caused  by  pressure  as  it  lay  in  the  cul-de- 
sac  caused  the  rapid  effusion.  Too  much  time  was  devoted  to 
differential  diagnosis  in  the  older  books.  In  many  of  these  cases 
delays  were  fatal.  With  the  improved  methods  of  this  day,  ex- 
cluding pregnancy  and  ascites,  the  abdomen  should  be  unhesi- 
tatingly opened  in  all  cases  of  this  character.  Delays  were 
dangerous,  as  the  larger  the  tumor  grows  the  more  adhesions  are 
likely  to  occur,  and  to  that  degree  the  difficulties  are  increased 
llie  technique  of  the  operation  was  simple;  the  Staffordshire 
knot  was  the  best.  One  difficulty  was  the  liability  of  adhesions 
to  occur  between  the  pedicle  and  intestine. 

The  President  (Dr.  H.  D.  Fry)  said  the  specimen  had  the 
appearance  of  a  parovarian  cyst  rather  than  an  ovarian.     It  did 
not  occupy  the  position  of  an  ovarian  cyst,  but  being  deep  down 
in  the  pelvis  it  was  probably  in  the  broad  ligament. 
<    Dr.  D.  W.  Prentiss  inquired,  if  the  growth  had  continued  to 
increase  and  had  ruptured,  what  would  have  been  the  result. 
Dr.  Fry  said  no  damage  would  have  resulted. 
Dr.  H.  L.  E.  Johnson   said   the   increase   in   the  size  of  the 
tumor  was  very  rapid.     The  character  of  the  cyst  was  a  subject 
for  consideration.     The  specimen  showed  very  clearly  the  ovary 
in  normal  position.     The  tumor  originated  in  inflammation  and 
dropped  back  into  the  posterior  cul-de-sac.     The  structure  of  the 
tissue  was  ovarian,  and  there  was  no  doubt  in  his  mind  but  that 
the  tumor  was  of  the  ovary.1 

1  At  a  subsequent  meeting  Dr.  Johnson  presented  the  following  report  as  to 

MICROSCOPIC   EXAMINATION   OP   THE   SPECIMEN. 

Dr.  H.  L.  E.  Johnson,  1400  L  street,  N.  W.,  Washington,  D.  C. 

Dear  Doctor: -The  specimen  of  cyst  of  broad  ligament  which  you  pre- 
sented to  the  Museum  a  few  days  ago  has  been  examined  microscopically 
Upon  section  the  wall  of  the  cyst  is  found  to  consist  of  true  ovarian  stroma 
holding  in  its  meshes,  here  and  there,  Hraaflan  follicles.  This  microscopic 
finding  proves  that  the  cyst  is  not  parovarian,  but  is  an  intraligamentous  cyst 
naving  its  origin  in  the  ovary  proper. 

Very  respectfully  your  obedient  servant, 
Walter  T^kkd 
Major  and  Surgeon,  U.  S.  Army  ;  Curator  Army  Medical  Museum. 
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Wednesday,  October  3d,  1894. 

The  President,  G.  E.  Herman,  in  the  Chair. 

Specimens. — The  following  specimens  were  shown  :  Dr.  Rem- 
fry  :  (1)  Tubal  abortion;  (2)  Pregnancy  in  a  rudimetary  ute- 
rine horn.  Dr.  W.  Duncan:  (1)  Cystic  sarcoma  of  omentum; 
(2)  Sarcomatous  ovaries ;  (3)  Malignant  (?)  disease  of  omen- 
tum ;  (4)  Dermoid  of  left  ovary,  pedicle  twisted  from  left  to 
right.  Dr.  Cullingworth  :  Myoma  of  uterus,  removed  by  ab- 
dominal hysterectomy.  Dr.  Lewers:  Fibrocystic  tumor  of 
uterus.  Mr.  Targett:  Two  cases  of  spurious  hermaphroditism 
(pliotographs). 

Dr.  Cullingworth  presented  a  paper  on 

three  cases  of  pelvic  inflammation  attended  with  ajjscess 
of  the  ovary,  with  clinical  remarks. 

The  author  points  out  that  the  form  of  pelvic  inflammation 
witli  which  small  suppurating  cysts  of  the  ovary  and  ovarian 
abscesses  are  usually  associated  is  not  pelvic  cellulitis,  but  sal- 
pingitis, the  ovarian  suppuration  being  due  to  secondary  infec- 
tion. He  briefly  describes  the  course  of  events  when  salpingitis 
is  attended  with  profuse  suppuration,  showing  how  the  pus  may 
either  be  confiued  in  the  Fallopian  tube  (by  occlusion  of  the 
abdominal  ostium)  or  (if  the  abdominal  opening  remain  patulous) 
be  discharged  through  that  opening  and  form  an  intraperitoneal 
abscess.  He  points  out  that  although  the  usual  seat  of  such  an 
intraperitoneal  abscess  is  the  pouch  of  Douglas,  it  may,  in  cases 
where  the  tube  has  been  lifted  out  of  the  pelvis  by  the  develop- 
ment of  the  pregnant  uterus,  form  in  a  different  situation — for 
example,  at  the  upper  and  lateral  part  of  the  pelvis,  near  the 
brim.  He  shows  that  wherever  the  intraperitoneal  abscess  is 
formed  it  is  usual  to  find  the  ovary  constituting  part  of  its  wall. 
In  this  way  the  ovary  is  specially  liable  to  secondary  infection  ; 
the  more  so,  probably,  if  it  is  already  the  seat  of  incipient  cystic 
disease. 

Three  cases  are  related  of  abscess  in  the  ovary  due  to  secon- 
dary infection  of  this  kind.  In  the  first  case  two  separate  ab- 
scesses were  found  in  the  ovary,  one  at  its  outer  end  close  to  the 
intraperitoneal  abscess,  and  one  at  its  inner  end  some  distance 
away.  In  the  second  case  there  were  also  two  abscesses,  but  the 
mischief  was  more  advanced,  a  communication  having  been 
opened  up  between  the  two  abscesses  by  a  process  of  ulceration. 
In  the  third  case  a  still  more  advanced  stage  was  seen,  the  ovary 
having  ruptured  and  the  contents  of  the  abscess  having  escaped. 
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The  first  two  were  puerperal  cases,  and  in  them  the  intraperi- 
toneal abscess,  formed  by  the  discharge  of  the  contents  of  a  sup- 
purating Fallopian  tube,  was  situateoMiigh  up  in  the  pelvis,  close 
to  the  edge  of  the  psoas  muscle  where  it  overhangs  the  pelvic 
brim.  In  each  case  the  suppurating  ovary  formed  part  of  the 
wall  of  the  abscess.     These  two  cases  recovered,  the  third  died. 

The  narration  of  the  cases  is  followed  by  a  few  remarks  on 
some  of  the  modes  of  termination  of  ovarian  abscess  and  on  the 
illusory  character  of  a  temporary  subsidence  of  symptoms,  with 
apparent  restoration  to  health,  in  some  of  these  cases  of  severe 
pelvic  inflammation. 

The  paper  concludes  with  a  reference  to  eighty-three  cases  in 
which  the  author  had  performed  abdominal  section  for  non- 
eellulitic  pelvic  suppuration.  An  analysis  of  these  cases  shows 
that  ovarian  suppuration  occurred  in  a  large  percentage,  and 
that  next  to  purulent  salpingitis  it  is  the  most  frequent  form  of 
non-cellulitic  suppuration  occurring  within  the  female  pelvis. 

Dr.  Cullingworth  demonstrated  the  anatomical  points  bear- 
ing on  his  paper. 

Dr.  Hayes  could  not  think  that  Dr.  Cullingworth's  idea  that 
cases  of  ovarian  abscesses  and  pelvic  cellular  abscesses,  such  as 
those  related  in  his  paper,  were  dependent  upon  a  prior  purulent 
accumulation  in  a  Fallopian  tube  was  at  all  proven.  Dr.  Hayes 
remarked  that  in  the  first  two  cases  septic  infection  was  the  first 
step  in  the  morbid  phenomena,  and  surely  this  was  often  the  cause 
or  precursor  of  inflammation  terminating  in  abscess;  abscess  in 
the  cellular  tissue,  ovary,  or  tube,  in  any  two,  or  in  all  three. 
Why  assign  the  tube  as  the  infecting  source  of  the  ovary  or 
cellular  tissue?  He  failed  to  understand  the  author's  explana- 
tion of  how  so  large  a  collection  of  pus, so  rapidly  formed  within 
the  peritoneum,  without  general  infection,  could  come  from  some 
abscess  in  the  ovary,  comparatively  so  small.  Dr.  Hayes  was  in 
fall  accord  with  Dr.  Cullingworth's  method  of  treatment. 

Dr.  G-alabin  had  met  with  several  cases  similar  to  those  re- 
corded by  Dr.  Cullingworth,  and  he  agreed  with  him  that  the 
usual  sequence  of  events  was  that  the  suppurative  inflammation 
was  communicated  from  the  tube  to  the  ovary.  He  considered 
that  the  liability  of  the  ovary  to  suppuration  in  these  cases 
afforded  a  strong  argument  in  favor  of  removing  the  ovaries  in 
instances  of  double  pyosalpinx,  since  there  might  be  small  foci 
of  commencing  suppuration  which  might  escape  recognition  at 
the  operation.  In  the  case  of  one  patient  he  had  reason  to  regret 
that  this  had  not  been  done.  He  had  found,  at  operation  on  her, 
a  peritoneal  abscess  and  pyosalpinx  on  the  right  side,  and  pyo- 
salpinx on  the  left.  The  tubes  were  lined  with  cheesy  material, 
apparently  tubercular.  The  left  ovary  was  removed  with  the 
tube,  the  right  ovary  could  not  be  found.  The  patient  continued 
to  menstruate,  and  a  sinus  remained  and  there  was  occasional 
retention  of  pus.  About  a  year  after,  a  swelling  appeared  on  the 
right  side,  and  on  operation  it  proved  to  be  the  ovary,  enlarged 
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to  more  than  two  inches  in  diameter  and  containing  several  ab- 
scess cavities,  one  discharging  by  a  sinus.  In  another  case  he 
operated  for  double  pyosafpinx  and  found  the  ovaries  enlarged 
and  inflamed  and  adherent  to  the  fimbriated  ends  of  the  tubes. 
He  removed  them  both,  and  found  on  section  several  small  ab- 
scess cavities,  apparently  suppurating  follicles.  Puncture  during 
the  operation  had  failed  to  reveal  these.  He  thought  that  if  the 
ovaries  had  been  left  in  this  case  the  sequel  might  have  been 
similar  to  that  in  the  former  one. 

Dr.  Griffith  remarked  that  Dr.  Cullingworth  had  not  at- 
tempted to  prove  that  ovarian  abscess  was  the  result  of  tubal 
Inflammation;  the  explanation  of  this,  if  the  fact  were  proved, 
would  not  be  easy.  It  did  not  seem  probable  that  an  inflamma- 
tion extending  from  the  tube  to  the  surface  of  the  ovary  would 
readily  cause  suppuration  of  the  substance  of  the  ovary.  Dr. 
Griffith  believed  that  suppuration  of  the  ovaries  was  usually  the 
result  of  septic  inflammation  of  the  broad  ligament  occurring 
after  childbirth,  abortion,  or  surgical  operations;  the  stroma, 
with  its  lymphatics  and  blood  vessels,  being  in  direct  continuity 
with  the  same  tissues  in  the  broad  ligament.  Inflammation  of 
the  tubes  was  commonly  present  in  different  degrees  in  these 
cases. 

Dr.  Lewees  said  the  last  speaker,  Dr.  Griffith,  had  spoken  of 
the  connection  between  inflammatory  affections  occurring  during 
the  puerperium  and  abscess  of  the  ovary.  Some  years  ago  Dr. 
Lewers  described  a  phlegmon  of  the  broad  ligament  in  a  patient 
who  had  died  shortlv  after  her  confinement.  In  that  case,  while 
the  inflammatory  process  between  the  layers  of  the  broad  liga- 
ment was  only  in  the  stage  of  phlegmon,  yet  in  the  adjoining 
ovary  there  was  found  on  section  a  small  abscess  containing 
about  a  drachm  of  pus. 

The  President  had  seen  two  cases  of  ovarian  abscess  different 
from  those  related  by  Dr.  Cullingworth.  In  each  of  these  two 
cases  there  was  a  small  cyst,  full  of  pus,  which  he  had  enucleated 
from  its  bed  in  the  ovary  quite  easily,  without  rupture  and  with- 
out hemorrhage.  The  history  of  one  case  was  :  She  was  married 
in  1871.  Six  weeks  after  marriage  she  had  a  severe  illness 
attended  with  great  pain,  for  which  she  was  in  the  London  Hos- 
pital under  the  care  of  the  late  Dr.  Head.  She  was  delivered 
in  1873,  and  afterward  had  an  illness  described  as  "inflamma- 
tion and  fever"  In  1874  she  had  a  relapse  of  this  illness  and 
was  in  the  hospital  under  the  care  of  the  late  Dr.  Palfrey.  The 
diagnosis  then  made  was  "pelvic  cellulitis."  In  1876  and  sub- 
sequent years  she  was  under  the  care  of  Dr.  Herman  as  an  out- 
patient. But  she  got  no  better,  occasionally  having  acute 
attacks  of  pain  and  fever.  She  got  tired  of  treatment  and 
ceased  attendance.  Dyspareuuia  had  been  severe  since  the  first 
illness.  In  1891  she  again  came  under  treatment.  Her  abdo- 
men was  opened  and  tha  suppurated  cyst  described  was  removed. 
The  patient  now  considered  herself  well.     This  case  showed  the 
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chronicity  of  the  morbid  process,  and  also  the  advance  of  our 
power  to  cure,  for  doubtless  this  patient  might  have,  with  our 
present  knowledge,  been  saved  twenty  years  of  pain. 

Dr.  Cullingworth,  in  reply,  said  he  had  realized  all  along 
the  difficulty  to  which  Dr.  Griffith  had  given  expression,  of  ex- 
plaining how  the  infection  travelled  from  tube  to  ovary.  It  did 
not  seem  necessary  to  invoke,  as  Dr.  Hayes  suggested,  pyemia 
as  the  cause,  when  there  was  such  strong  evidence  of  a  local  in- 
fection. Dr.  Hayes  had  inquired  where  the  enormous  quantity 
of  pus  had  come  from  that  was  found  on  opening  the  abdomen 
in  the  third  case.  The  answer  was  that  when  perforation  or 
rupture  of  a  suppurating  ovary  or  tube  had  occurred  and  the 
contents  escaped  amongst  the  surrounding  peritonitic  adhesions, 
a  very  active  suppurative  process  was  often  set  up,  the  resulting 
abscess  rapidly  assuming  a  large  size.  He  was  grateful  to  Dr. 
Galabin  for  his  estimate  of  the  importance  of  the  evidence  he 
had  brought  forward  as  to  the  large  proportion  of  cases  in  which 
suppuration  of  the  ovary  was  associated  with  tubal  disease,  and 
for  having  called  attention  to  the  desirability  of  removing  even 
apparently  normal  ovaries  in  operations  for  pyosalpinx.  In 
reply  to  Dr.  Griffith,  he  believed  that  the  infection  passed  from 
tube  to  ovary  directly  through  their  respective  walls  or  from  an 
intervening  intraperitoneal  abscess.  He  considered  the  case 
analogous  to  the  infection  of  certain  dermoid  tumors  of  the 
ovary  from  the  adjacent  rectum,  when  the  tumors  had  been 
bruised  during  parturition  and  thus  rendered  susceptible  to  in- 
fection. He  thanked  the  Fellows  for  the  interest  they  had  taken 
in  the  paper. 
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Third  Day — Morning  Session.1 
Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala.,  presented  a  paper 


RESTORATION    OF    INTESTINAL    CONTINUITY    WITHOUT    MECHANICAL 

DEVICES.2 

Dr.  A.  H.  Cordier. — Dr.  Davis  seems  a  little  sceptical  about 
the  application  of  the  Murphy  button  in   intestinal  work.     It 

1  Concluded  from  p.  903.  -  See  original  article,  p.  43. 
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seems  to  me  that  Dr.  Murphy  has  entirely  settled  that  question, 
at  least  in  my  own  mind.  1  have  had  one  ca«e  in  which  I  used 
the  Murphy  button.  The  button  was  retained  one  hundred  and 
six  days,  but  the  case  was  a  desperate  one,  due  to  stricture  of 
the  bowel.  I  did  a  lateral  approximation.  The  time  required 
for  resection  and  end-to-end  anastomosis  would  have  proven 
fatal,  if  we  take  into  consideration  the  increased  traumatism  and 
prolonged  anesthesia.  I  made  an  opening  close  to  the  stricture, 
above  and  below  it,  and  approximated  the  bowel.  By  a  quick 
operation  and  the  use  of  the  button  my  patient  recovered  and 
took  the  button  away  with  him  to  his  home  in  Nashville.  I 
received  a  letter  one  day  from  him,  reading  something  like 
this:  "'Words  are  inadequate  to  express  my  delight  over  the 
result  of  your  operation.  Murphy  arrived  this  evening  at  6 
o'clock." 

Dk.  Willis  G.  Macdonald. — I  desire  to  say  a  few  words 
about  one  case  in  which  an  end-to-end  anastomosis  was  done.  It 
was  a  case  of  strangulated  hernia  in  a  woman,  of  some  six  or 
seven  days'  standing.  She  was  brought  to  Albany  for  operation 
— a  distance  of  sixty  miles  from  her  home.  We  were  not  quite 
satisfied  that  it  was  hernia,  but  wre  proceeded  immediately  to 
operate  for  a  strangulated  inguinal  hernia.  I  found  a  portion  of 
the  ileum,  of  which  I  removed  ten  inches  in  the  manner  which 
has  been  described  by  Dr.  Murphy,  except  that  I  put  in  more 
over-and-over  sutures  in  the  mesentery.  A  button  of  the  larger 
size  was  introduced,  the  abdomen  closed,  and  the  case  went 
along  very  well  until  there  was  a  movement  of  flatus  and  a  par- 
tial movement  of  the  bowels.  At  the  end  of  forty  hours  the 
patient  commenced  vomiting  and  the  amount  of  flatus  ceased. 
This  condition  continued  and  the  patient  died  about  seventy 
hours  after  operation.  An  autopsy  was  not  made,  but  I  took 
the  portion  of  theintestine  which  was  removed,  tied  it  to  a  faucet 
with  city  water  pressure,  secured  it  evenly,  and  gently  turned  on 
a  flow  of  water.  There  was  about  sixty  pounds'  pressure  on  the 
pipes.  I  turned  on  the  water  slowly,  the  intestine  tilled  up,  but 
the  water  did  not  force  the  button  through,  and  finally  the  in- 
testine ruptured  half  an  inch  above  the  point  where  the  button 
was  placed.  Within  the  button  was  a  hardened  brown  mass, 
perfectly  solid,  which  so  effectually  plugged  it  that  the  water 
pressure  ruptured  the  intestine.  Dr.  Ross  has  notes  of  that 
case.  Technically  the  result  was  absolutely  perfect ;  we  could 
not  wish  anything  finer. 

Dr.  Murphy. — In  regard  to  the  obstruction  spoken  of  by  Dr. 
Macdonald,  I  will  say  that  it  is  the  first  time  that  I  have  heard 
of  such  a  thing  occurring,  and  how  that  solid  material  got  into 
the  small  intestine  is  something  I  cannot  explain.  We  cannot 
make  the  contents  of  the  small  intestine  solid,  even  with  a  hypo- 
dermic injection  of  morphine.  The  contents  of  the  small  intes- 
tine, in  every  laparatomy  I  have  done,  have  been  liquid.     So  there 
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must  have  been  some  undigested  material  that  was  in  the  small 
intestine  at  the  time  the  occlusion  occurred,  which  passed  into 
the  button. 

Regarding  Dr.  Davis'  paper,  I  desire  to  thank  him  for  his 
kind  consideration  of  the  button. 

Dr.  Davis  (closing  the  discussion). — I  have  very  little  to  add. 
If  we  have  to  do  the  end-to-end  operation  we  should  use  the 
Murphy  button,  just  as  I  stated  in  my  paper,  and,  I  believe,  in 
all  cases  it  is  the  thing  to  use  in  cholecystenterostomy.  I  am  of 
the  opinion  that  the  end-to  end  operation  is  the  best,  safest,  and 
most  ideal  operation.  I  believe  statistics  will  prove  this  in  the 
future,  although  it  is  unsettled  as  yet.  I  believe  also  the  future 
will  bring  us  back  to  the  stitch, and  that,  as  we  perfect  ourselves 
in  this  work  and  master  the  technique,  we  will  soon  learn  to  do 
intestinal  surgery,  as  all  other  surgery,  with  ordinary  thread, 
and  not  depend  upon  mechanical  aids.  However,  for  the 
present  we  must  use  the  Murphy  button.  It  helps  us  in  many 
cases. 


Third  Day,  Afternoon  Session. 

President  Rohe  in  the  Chair. 

Dr.  Frederick  Blume,  of  Allegheny,  Pa.,  read  a  paper 
entitled 

NOTES   ON    CHOLELITHIASIS. 

The  author  reported  a  very  interesting  case  of  cholelithiasis 
in  a  woman  37  years  of  age,  in  which  the  number  of  calculi  re- 
moved besides  minute  concretions  was  one  hundred  and  twenty- 
three,  weighing  fourteen  drachms.  The  stone  removed  from 
the  gall  bladder  weighed  four  and  three-quarter  drachms. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  followed  with  a  con- 
tribution entitled 

A    NEW    OPERATION    FOR   THE    RADICAL    CURE    OF    INGUINAL  AND 
FEMORAL    HERNIA. 

The  author  described  the  operation  as  follows:  The  incision 
in  inguinal  hernia  is  made  from  a  point  two  inches  above 
Poupart's  ligament,  midway  between  the  anterior  superior 
spinous  process  of  the  ilium  and  the  spine  of  the  pubis,  obliquely 
downward  and  inward,  as  nearly  as  possible  consistent  with  the 
access  of  the  inguinal  canal,  to  a  point  at  the  base  of  the  scro- 
tum. The  dissection  is  then  carried  into  both  scrotal  and  pelvic 
cavities.  The  protruding  viscus  is  then  reduced  and  carefully 
inspected  after  being  brought  out  above.  The  sac  is  then 
carefully  dissected  from  its  scrotal  connections  and  reversed  by 
invagination.  It  is  then  opened  by  two  incisions,  one  toward 
the  pubes,  the  other  toward  the  ileum,  being  thus  converted  into 
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an  anterior  and  a  posterior  Hap.  The  cord  is  now  dissected  loose 
and  placed  in  the  canal,  then  denuded  of  its  peritoneum  at  its 
outer  angle.  The  internal  ring  is  closed  by  several  interrupted 
sutures,  animal  or  buried  silk,  these  sutures  being  applied  be- 
neath the  peritoneal  flaps  formed  by  splitting  the  sac,  care  being 
taken  that  in  the  closure  of  the  ring  undue  pressure  shall  not  be 
brought  to  bear  upon  the  cord.  The  posterior  peritoneal  flap  is 
now  excised,  the  stump  being  ligated  should  there  be  any  neces- 
sity for  doing  so.  The  anterior  flap  is  carried  across  the  now 
obliterated  internal  ring  and  stitched  by  interrupted  sutures  to 
the  posterior  parietal  peritoneum.  The  external  ring  is  then 
closed  by  passing  a  number  of  sutures  through  its  pillars  exter- 
nally to  the  cord,  which  is  now  fixed  in  the  internal  (pubic) 
angle  of  the  outlet  of  the  canal.  The  incision  into  the  abdomen 
is  closed  by  interrupted  tigure-of- eight  sutures,  the  internal  loop 
embracing  the  peritoneum,  the  aponeurosis  of  the  transversalis 
and  of  both  oblique  muscles,  and  the  external  loop  embracing 
the  superficial  fasciae,  fat,  and  skin.  These  sutures  should  not  be 
more  than  three-fourths  of  an  inch  apart.  The  incision  into  the 
scrotum  may  be  closed  in  the  ordinary  way.  Drainage  should 
not  be  employed  except  in  the  presence  of  marked  oozing  or 
obvious  infection. 

Dr.  L.  S.  McMurtry,  of  Louisville. — We  ought  to  congratu- 
late ourselves  that  a  surgeon  of  Dr.  Reed's  wide  experience  and 
skill  should  have  directed  his  attention  to  this  important  con- 
dition of  hernia,  which  has  so  long  been  among  the  opprobria  of 
surgery.  It  has  seemed  to  me  that  the  time  would  certainly 
come  when  men  who  are  in  the  habit  of  dealing  surgically  with 
the  peritoneum  would  concentrate  their  attention  upon  the  sur- 
gical management  of  hernia  and  make  that  department  of  sur- 
gery equal  to  what  it  should  be.  We  all  know  that  this  de- 
partment of  surgery  has  fallen  to  a  great  extent  into  the  hands 
of  empirics.  While  it  is  true  a  great  many  distinguished  sur- 
geons, whose  work  has  been  referred  to  by  the  essayist,  such  as 
McBurney  and  Macewen,  have  directed  considerable  attention 
to  hernia  of  recent  years,  we  must  remember  that  for  a  long 
time  hernia — just  as  orthopedic  surgery  was  for  a  long  time — 
has  been  in  the  hands  of  quacks,  and  the  profession  has  to  a  cer- 
tain extent  steered  clear  of  it.  We  all  know  that  the  use  of  the 
truss  is  but  a  compromise  ;  that  it  does  not  cure.  It  is  risky  in 
certain  instances;  it  is  liable  to  prove  inefficient,  and  under 
severe  strain  strangulation  occurs.  We  have  noticed  a  marked 
improvement  in  recent  years  in  dealing  with  hernia  in  its  emer- 
gency conditions.  But  a  short  time  ago  we  were  taught  that  in 
cases  of  strangulated  hernia  it  was  necessary  to  devote  a  great 
deal  of  time  to  taxis  and  various  other  means  to  effect  relaxation, 
dreading  to  operate.  Now  all  progressive  surgeons,  when  they 
have  a  strangulated  hernia  to  deal  with,  cut  down  on  the  hernia, 
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liberate  it,  relieve  the  condition,  and  restore  the  strangulated 
viscus. 

The  plan  of  the  operation  devised  and  presented  by  Dr.  Reed 
seems  to  be  thoroughly  rational  and  practical,  and  I  sincerely 
hope  the  author  of  the  paper  will  continue  his  researches  and 
labors  in  this  line,  and  that  the  subject  will  be  taken  up  by  other 
surgeons  of  skill  and  ability,  so  that  this  method  can  be 
thoroughly  tested,  perfected  in  every  detail,  and  brought  within 
the  active  application  of  surgeons  generally,  and  to  that  end  I 
trust  future  reports  will  be  made  upon  it  in  this  Association. 

Dr.  William  B.  Jojsies,  of  Rochester,  N.  Y.  (by  invitation). — 
It  seems  to  me  a  hernia  with  a  hole  with  something  in  it  should 
be  put  back,  the  hole  sewed,  and  intestine  kept  there.  So  it  is 
my  practice  to  open  it,  put  back  the  intestine,  cut  off  the  sac, 
draw  it  down  as  far  as  1  can,  push  back  the  stump  and  the  apo- 
neurotic edges  all  around  and  sew  them  up  tight,  with  the 
exception  of  leaving  sufficient  room  for  the  cord  with  ligature. 
This  will  permit  of  firm  union.  I  do  not  know  what  else  can 
be  done.  I  would  ask  Dr.  Reed  whether  the  treatment  of  the 
peritoneum  is  a  necessary  part  of  the  operation ;  whether  it  adds 
anything  to  the  strength  of  the  union  after  the  sac  is  removed, 
tied  short  and  pushed  back,  the  edges  of  the  ring  freshened  and 
sewed  up  in  a  way  that  they  will  stay  together  to  heal  firmly,  or 
whether  anything  more  is  necessary. 

Dr.  M.  Hartwig,  of  Buffalo  (by  invitation). — I  should  like  to 
ask  Dr.  Reed  what  his  idea  would  be  of  trying  transplantation  of 
the  testicle  with  the  cord  into  the  abdominal  cavity. 

Dr.  Reed. — The  question  that  has  been  raised  by  Dr.  Jones 
is  precisely  the  one  which  I  had  intended  to  answer  in  my 
paper.  Dr.  Jones  has  done  the  operation  which  is  generally 
done,  and  which  practically  always  results  in  at  least  a  tempo- 
rary obliteration  of  the  canal  and  at  least  a  temporary  retention,, 
but  it  is  precisely  the  operation  that  furnishes  us,  so  far  as  sta- 
tistical tables  inform  us,  a  large  proportion  of  recurrences. 
When  the  canal  has  been  closed  after  the  manner  that  has  been 
mentioned  by  the  gentleman  from  Rochester,  a  recurrence  oc- 
curs. He  has  denuded  the  margins  of  the  fascial  structures 
comprising  the  ring  and  he  has  approximated  them  by  suture. 
They  have  become  agglutinated,  there  is  a  temporary  deposit 
of  cicatricial  tissue,  and  we  would  think  the  canal  is  closed  ;  but 
the  trouble  is  not  with  the  hernia  so  much  as  it  is  that  there  is 
a  funnel-shaped  arrangement  in  the  pelvis,  if  the  gentleman  will 
recall  the  anatomical  surroundings,  by  which  all  the  intra-ab- 
dominal pressure  is  focussed  practically  at  that  one  point.  (Here- 
Dr.  Reed  pointed  out  by  diagrammatic  sketches  on  the  black- 
board the  weak  points  of  the" method  usually  followed  in  the- 
treatment  of  hernia,  and  then  recounted  the  consecutive  steps  of 
the  plan  he  had  himself  devised.) 

It  occurs  to  me  it  would  be  an  exceedingly  good  thing  to  get 
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rid  of  the  cord  altogether  and  absolutely  close  up  the  ring.  I 
do  not  know  what  would  be  the  result  of  a  man  carrying  his 
testicle  around  in  his  pelvic  cavity.  I  do  not  know  to  what 
extent  it  might  result  in  pain.  I  confess  1  have  encountered 
the  proposition  in  the  literature  of  the  subject.  There  have 
been  cases  reported,  but  I  have  not  studied  them  carefully.  I 
am  not  sufficiently  familiar  with  the  facts  to  answer  Dr.  Hart- 
wig's  question.  It  is  not  an  irrational  proposition,  provided  the 
testicle  can  be  carried  in  that  position  with  impunity.  That  is 
a  matter  of  course  that  can  only  be  determined  by  experience, 
and  to  what  extent  experience  has  established  that  point  I  am 
sure  I  cannot  answer  on  the  spur  of  the  moment.  In  speaking 
of  the  testicle  there  is  one  operation  to  which  I  must  object,  and 
that  is  lifting  the  testicle  up  and  sewing  it  fast  to  the  ring. 
That  is  positively  irrational.  I  mention  it  because  it  is  a 
practice  adopted  in  certain  quarters  and  needs  only  to  be  men- 
tioned to  be  condemned. 

HYSTERECTOMY    FOR    CANCER. 

Dr.  E.  W.  Cdshing,  of  Boston,  presented  this  subject.  He 
said  :  I  do  not  propose  to  take  up  the  time  of  the  Association 
with  a  long  review  of  the  different  methods  of  doing  hysterec- 
tomy for  cancer,  but  there  are  some  points  that  have  come  up  in 
recent  years  which  I  think  worthy  of  discussion.  I  presume  it 
is  agreed  that  vaginal  hysterectomy  for  cancer  has  come  to  stay, 
and  that  it  is  the  proper  thing  to  do  as  soon  as  cancer  is  dis- 
covered. High  amputation  has  gone  by,  just  as  we  heard  to-day, 
and  it  is  more  dangerous  than  vaginal  hysterectomy.  None  of 
us  did  better  than  Schroder,  and  he  lost  eight  per  cent  of  his 
cases.  The  question  comes  up,  if  we  have  to  do  a  vaginal  hyste- 
rectomy, how  are  we  going  to  do  it?  Recently  Pratt's  method 
of  doing  vaginal  hysterectomy  has  been  proposed — that  is  to  say, 
without  tying  the  vessels ;  the  leading  feature  of  the  process 
being  to  keep  just  so  far  in  the  uterine  tissue,  leaving  enough 
of  it  to  contract  and  stop  the  mouths  of  the  uterine  arteries  that 
may  permeate  the  uterus.  As  far  as  this  goes  it  is  all  wrong. 
The  first  object  is  to  keep  as  far  away  from  the  cancer  as  we  can 
without  cutting  into  the  ureters.  Consequently  there  comes  the 
question  between  the  choice  of  operations  below,  whether  to  use 
clamp  or  ligature.  I  began  with  clamps.  I  had  good  results — 
twenty-one  cases  with  nineteen  recoveries.  There  is  a  certain 
disadvantage  in  the  use  of  clamps,  in  that  they  are  uncomfort- 
able to  women.  They  excoriate  the  vulva  and  prevent  accurate 
closure  of  the  abdominal  wound.  They  are  liable  to  break  in 
putting  on.  I  have  had  one  break  twelve  hours  after  operation, 
and  it  made  the  patient  very  nervous.  For  a  man  who  is  doing 
a  good  deal  of  work  it  becomes  a  question  of  expense.  You 
have  to  use  four  to  six  or  eight  clamps,  that  have  to  stay  in  the 
vagina,  usually  surrounded  with  iodoform  gauze,  for  forty-eight 
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liours,  subsequently  spoiling  the  polish  on  your  instruments,  so 
that  they  have  to  be  repaired  and  repolished.  In  my  judgment, 
therefore,  it"  the  ligature  is  equally  safe  and  advantageous  in 
other  respects,  it  should  be  preferred. 

In  classifying  the  operation  of  vaginal  hysterectomy  into  the 
hard  and  easy,  for  the  easy  operation  there  is  no  good  in  using 
clamps.  The  operation  can  be  done  without  difficulty  and  with- 
out practically  any  danger.  There  is  no  reaction  and  the 
patients  recover.  The  work  can  be  well  done  with  catgut 
ligatures.  I  see  no  reason  why  any  of  you  should  use  the  clamp 
on  an  easy  case  of  abdominal  hysterectomy.  But  on  a  hard  case 
it  is  not  always  possible  to  get  along  with  a  ligature ;  the  vagina 
is  narrow,  the  uterus  large,  tubes  adherent,  and  broad  ligaments 
thickened.  The  question  is,  how  far  it  is  desirable  in  difficult 
cases  to  go  by  the  use  of  clamps  and  operate  through  the  abdo- 
men. There  are  difficulties  in  the  way  of  the  operation.  The 
first  difficulty  is  the  increased  danger  of  soiling  the  abdominal 
cavity  and  setting  up  sepsis.  The  second  is  increased  shock. 
A  very  eminent  operator  in  this  country  told  me  some  months 
ago  that  he  had  entirely  given  up  vaginal  hysterectomy  for  can- 
cer and  had  substituted  abdominal  hysterectomy  for  all  cases 
of  the  disease.  I  had  the  case  of  a  Spanish  lady,  a  good  deal 
reduced,  and  where  it  seemed  it  would  be  a  difficult  operation. 
I  preferred  in  this  case  the  abdominal  operation.  Jt  certainly 
was  quick  and  bloodless.  I  lifted  the  uterus  out  in  twenty-three 
minutes  from  the  time  of  making  the  incision,  and  it  might  have 
taken  me  twenty  minutes  more  to  finish  the  toilet  and  close  the 
vagina,  and  yet  the  patient  died  of  shock.  I  do  not  believe  the 
woman  would  have  died  of  shock  if  I  had  removed  the  uterus 
from  below.  I  desire  to  emphasize  the  fact  that  you  cannot 
remove  the  uterus  through  the  abdomen,  in  my  judgment,  with 
anything  like  the  minimum  amount  of  shock  that  occurs  in 
removing  it  through  the  vagina.  I  throw  that  out  as  a  sugges- 
tion for  discussion.  It  is  wonderful  the  small  amount  of  shock, 
where  there  is  no  hemorrhage  to  speak  of,  in  removing  the  uterus 
from  below,  while  there  is  considerable  shock  in  doing  the  opera- 
tion from  above.  The  operation  for  removing  the  uterus  from 
above  requires  a  higher  degree  of  surgical  precision,  especially 
in  the  matter  of  technique,  in  order  to  avoid  sepsis.  It  is  an 
operation  to  be  done  only  by  those  who  have  done  twenty  or 
fifty  abdominal  hysterectomies  for  fibroids  before  they  begin 
on  cancers.  It  is  harder;  the  cervix  is  large;  vascularity  is 
increased ;  it  is  more  difficult  to  control  hemorrhage  and  more 
difficult  to  avoid  the  ureter.  It  is  therefore  not  to  be  rashly 
adopted  by  some  one  who  prefers  to  do  it  through  the  abdomen, 
unless  the  man  be  an  abdominal  surgeon  of  great  experience. 
Many  of  these  operations  for  cancer  must  necessarily  be  done  by 
men  of  limited  surgical  experience.  It  is  better  for  the  average 
practitioner  who  can  do  some  of  the  operations  for  cancer  to  do 
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the  one  which  he  thinks  best  and  try  to  save  the  patient's  life 
than  to  let  her  die  a  certain  death,  where  he  cannot  send  her  to 
an  expert. 

Dr.  J.  D.  Griffith,  of  Kansas  City,  Mo. — I  would  ask  Dr. 
Cushing,  with  regard  to  the  operation  on  the  Spanish  woman, 
whether  it  was  done  in  the  Trendelenburg  position  or  not. 

Dr.  Coshing. — Yes.  I  think  everybody  will  rind  difficulty  in 
operating  on  a  case  of  cancer  by  abdominal  hysterectomy  with- 
out the  Trendelenburg  position.  I  do  not  know  how  it  would 
be  safe  for  him  to  guard  the  peritoneal  cavity  against  infection 
in  any  other  way. 

Dr.  George  F.  IIulbert,  of  St.  Louis. — I  would  like  to  have 
Dr.  Cushing  tell  us  those  cases  he  would  select  for  the  abdominal 
and  those  for  vaginal  hysterectomy.  What  are  the  conditions  to 
decide  that  point? 

Dr.  Cushing. — I  should  be  inclined  to  select  a  case  for  the 
abdominal  operation  which  it  would  be  difficult  to  do  by  the  va- 
ginal method.  For  instance,  I  had  this  summer  the  case  of  a 
woman  63  years  old,  in  which  the  vagina  was  small  and  the 
uterus  as  large  as  a  cocoanut,  filled  with  a  sloughing,  stinking, 
malignant,  degenerating  growth.  There  was  no  choice  in  the 
matter  of  operation.  It  had  to  come  out.  Where  the  uterus  is 
large,  the  vagina  small,  and  there  are  adhesions  apparently  from 
the  tubes,  and  the  abdominal  wall  is  not  too  thick,  where  there 
is  no  such  weakness  of  the  heart  as  to  impty  shock,  the  abdomi- 
nal operation  in  the  hands  of  an  expert,  with  the  patient  in  the 
Trendelenburg  position,  is  to  be  preferred.  There  is  no  doubt 
about  that. 

Dr.  Griffith. — I  speak  of  the  Trendelenburg  position  simply 
because  I  have  recently  lost  two  cases  in  my  abdominal  and  pel- 
vic work  that  I  think  could  not  have  died  from  anything  else 
than  from  it.  In  a  series  of  twenty-four  consecutive  cases  I 
lost  these  two.  They  were  not  as  desperate  to  deal  with  as  some 
I  have  gone  through  without  the  Trendelenburg  position.  I 
put  myself  in  the  Trendelenburg  position  for  thirty  minutes, 
and  if  any  of  you  will  try  it  for  a  short  time,  even  without  the 
anesthetic  shock  added  to  it,  you  will  find  marked  shock  in  this 
position.  I  find  that  the  Trendelenburg  position  is  an  exceed- 
ingly disagreeable  one,  and  one  not  easily  recovered  from.  I 
did  not  recover  from  it  in  less  than  two  and  a  half  hours.  In 
conversation  with  others  I  learn  they  have  had. similar  experi- 
ences. 

Dr.  George  F.  Hulbert. — I  asked  the  question  in  what  cases 
we  should  select  the  abdominal  over  the  vaginal  method,  with  a 
view  of  having  as  clear  a  conception  as  possible,  and  from  the 
description  given  by  Dr.  Cushing  it  seems  that  the  element  to 
decide  that  matter  for  him  is  his  ability  and  the  certainty  with 
which  the  ligature  can  be  applied  effectively.     It  seems  to  me 
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that  if  this  is  the  condition  of  affairs,  bearing  in  mind  that  we 
are  endeavoring  to  place  our  ligatures  as  far  from  the  uterus  as 
possible,  these  cases  are  not  suitable  for  operation  at  all.  I  doubt 
if  a  hysterectomy  under  these  circumstances  is  of  any  value 
whatever,  because  it  simply  means  that  the  neoplasm  has  got 
beyond  any  possibility  of  entire  removal.  If  we  cannot  with  a 
reasonable  degree  of  certainty  entirely  remove  the  malignant 
tissue,  we  certainly  do  not  resort  to  the  operation  of  extirpation. 
There  are  cases  of  malignant  disease  in  which  the  uterine  body 
is  large,  and  in  which  the  surrounding  tissue  is  not  involved  but 
still  confined  to  the  uterus  itself.  It  is  purely  a  mechanical 
question  in  deciding  between  the  two  operations.  Given  a  uterus 
that  is  so  large  that  we  cannot  with  ordinary  effort  extirpate  it  by 
the  vaginal  method,  the  case  is  suitable  for  an  abdominal  section. 
I  believe  that  is  the  real  solution  of  the  problem.  I  certainly 
would  not  accept  Dr.  Cushing's  idea,  if  I  am  correct  in  quoting 
him. 

Dr.  Cushtng. — The  difficulties  of  working  from  below,  to 
which  I  referred,  were  not  owing  to  cancerous  invasion  of  the 
broad  ligaments,  but  in  bringing  the  uterus  down,  which  may  be 
cancerous  and  covered  with  adhesions.  By  opening  the  abdo- 
men you  can  see  if  the  broad  ligaments  are  involved,  and  avoid 
the  cause  Dr.  Hulbert  refers  to. 

Dr.  Hulbert. — In  regard  to  the  difficulties  of  the  vaginal 
method  and  the  comparative  ease  of  the  abdominal,  I  do  not 
wish  to  be  understood  as  calling  it  an  easy  operation.  I  think 
it  is  the  most  difficult  operation  that  falls  to  the  lot  of  the  pelvic 
surgeon.  (Dr.  Hulbert  then  reported  some  cases  on  which  he 
had  operated.) 

Dr.  Charles  A.  L.  Reed. — I  have  had  some  experience  in 
extirpation  of  the  uterus  through  the  vagina  for  carcinomatous 
conditions  and  for  some  other  conditions,  and  it  occurs  to  me,  so 
far  as  cancer  is  concerned,  that,  the  one  question  of  operability 
being  settled,  there  is  no  point  left  for  discussion  as  to  which 
growth  should  come  out  through  the  vagina  and  which  through 
the  abdominal  cavity.  I  can  imagine  nothing  more  difficult, 
nothing  more  hazardous  than  the  removal  of  a  carcinomatous 
uterus  by  abdominal  section  ;  and  if  I  accomplish  no  other  pur- 
pose in  rising,  it  will  be  to  heartily  emphasize  the  view  ex- 
pressed by  Dr.  dishing,  viz.,  the  danger  of  the  operation  which 
has  come  to  be  erroneously  known  as  Pratt's  operation,  it  having 
been  done  long  previously  by  Eastman,  leaving  a  ring  of  uterine 
tissue  for  hemostatic  purposes. 

Dr.  Cushing. — In  regard  to  the  Trendelenburg  position,  re- 
ferred to  by  Dr.  Griffith,  I  acknowledge  the  danger,  especially 
if  the  patient  is  let  down  suddenly.  Patients  must  be  let  down 
slowly.  I  wish  also  to  say  that  if  you  have  to  do  with  the  re- 
moval of  a  cancer  through  the  abdomen,  the  increased  danger  of 
infection  without  the  Trendelenburg  position  is  sufficient  to  jus- 
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tify  the  use  of  it,  even  if  there  is  some  increased  danger  of  shock 
in  letting  the  patient  down. 

Dr.  L.  S.  MoMuetby,  of  Louisville. — This  is  a  subject  in 
which  we  are  all  interested.  Specialists  depend  upon  general 
practitioners  for  a  diagnosis  and  the  selection  of  proper  cases  for 
the  operation  of  hysterectomy  for  cancer,  and  I  do  not  believe,  as 
a  rule,  that  the  greatest  care  is  observed  in  selecting  cases  for 
operation.  The  operation  by  either  method  is  unquestionably 
one  of  great  difficulty  and  there  is  nothing  easy  about  it.  I 
think  the  responsibility  resting  upon  us  to  operate  in  every  pos- 
sible case  is  very  great ;  that,  when  we  come  to  look  at  the 
matter  seriously,  we  have  nothing  very  hopeful  to  offer  the  pa- 
tient. Cancer  is  unlike  any  other  malady.  If  a  woman  has  a 
cancerous  uterus,  as  some  one  has  stated,  and  we  do  not  operate, 
she  does  very  badly,  and  if  we  do  operate  we  cannot  promise  a 
great  deal.  In  the  very  best  cases  we  cannot  give  great  assur- 
ance of  permanent  relief,  yet  a  large  proportion  of  cases  are 
operated  upon  by  operators  generally.  The  operator  himself 
knows  the  chances  are  opposed  to  having  a  reasonable  degree  of 
immunity.  Notwithstanding  this,  the  disease  is  such  that  it  is 
incumbent  upon  the  surgeon  to  operate  and  to  keep  on  operat- 
ing for  cancer. 

Dr.  Eugene  Boise,  of  Grand  Rapids,  Mich. — There  is  one 
feature,  it  occurs  to  me,  that  may  have  something  to  do  with 
determining  the  choice  of  operation  in  cancer  of  the  cervix,  and 
I  will  premise  that  by  saying  it  is  desirable  to  get  as  far  away 
from  the  uterus  as  possible.  The  lymphatics  of  the  cervix 
follow  the  uterine  vessels  in  their  course,  and  therefore  it  will 
be  as  easy  to  get  from  below  as  much  as  you  can  from  above. 
Many  of  these  lymphatics  are  included  in  the  ligature.  The 
lymphatics  from  the  body  of  the  uterus  follow  around  the  liga- 
ment and  ovarian  vessels;  therefore,  if  you  have  cancer  of  the 
body  of  the  uterus,  the  infection  will  travel  along  the  upper 
part  of  the  broad  ligament  in  all  probability,  and  it  seems  to  me 
it  will  be  easier  to  get  further  from  the  uterus  by  going  under 
from  above  than  from  below.  That  point  has  just  suggested 
itself  to  me. 

Dr.  William  B.  Dewees,  of  Salina,  Kan.,  presented 

A    NEW    AXIS-TRACTION    AND    ANTI-CRANIOTOMY    FORCEPS. 

The  advantages  claimed  for  the  use  of  this  instrument  are: 
That  axis  traction  at  the  superior  strait  is  perfect  and  continues 
so,  following  the  curve  of  Carus  from  the  brim  to  the  outlet, 
the  axis  of  the  blades  being  constant^  parallel  with  the  axis 
of  the  parturient  canal  as  the  head  descends.  Thus  the  ac- 
coucheur is  enabled  to  fulfil  a  most  important  aim  in  forceps 
operations — namely,  to  deliver  with  the  minimum  amount  of 
force.     The  operator  is  enabled  to  seize  the  head  more  advanta- 
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geously  at  the  brim,  and  the  facility  with  which  it  can  be  aided 
to  descend  in  the  axis  of  the  superior  strait,  as  well  as  to  follow 
the  axis  of  the  pelvis,  would  seem  scarcely  possible  to  one  ac- 
customed only  to  the  ordinary  forceps.     By  means  of  the  set 


Fiu.  1—  The  axis-traction  and  anti-craniotomy  forceps.  (Side  view)  Dimensions: 
length,  eleven  inches  ;  length  from  lock  to  tip  of  blades,  nine  inches  ;  length  of  perineal 
curve,  five  inches  :  length  of  handle,  four  inches  ;  greatest  width  between  blades  when 
closed,  two  and  three-quarter  inches  :  width  between  tips  of  blades  when  closed,  three- 
quarters  of  an  inch  ;  weight,  sixteen  ounces. 

screw  with  its  scale  the  blades  can  be  definitely  fixed  upon^the 
child's  head  during  the  period  of   uterine   contraction  and  as 


Fig.  2.— Ulustrating  axis  traction  with  the  forceps. 

readily  released  during  the  interims,  thus  intelligently  simulat- 
ing Nature  and  allowing  free  internal  rotation  of  the  head  ; 
while  the  danger  of  slipping,  which  is  almost  always  due,  in  the 
use  of  the  ordinary  forceps,  to  a  tiring  of  the  muscles  of  the 
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hand  of  the  operator,  is  reduced  to  the  minimum.  It  is  easy  of 
application,  and  in  its  dual  character  it  is  a  conservative,  life- 
saving  instrument  to  both  mother  and  child.  It  is  an  effectual 
tractor  and  compressor.  The  blades  are  sufficiently  strong  to 
prevent  slipping,  and  readily  secure  moderate  transient  compres- 
sion of  the  flexible  infantile  cranium  in  its  upper  portion  with- 
out pressing  too  strongly  at  its  base  with  the  tips.  Thus  it  is  a 
safe  and  efficient  substitute  for  delivery  by  craniotomy  or  ver- 
sion in  cases  of  even  considerable  pelvic  contraction.  It  has 
all  the  advantages  of  ideal  axis  traction  and  anti-craniotomy,  as 
well  as  of  the  long  and  the  short  forceps,  with  ample  power  and 
perfect  control,  and  with  even  more  simplicity  than  the  ordinary 
forceps,  while  it  saves  the  expense  of  three  or  more  instruments 
where  one  will  serve  the  purpose. 

Dr.  H.  T.  Machell,  of  Toronto,  contributed  a  paper  entitled 

CONGENITAL    DIAPHRAGMATIC    HERNIA*.    REPORT    OF   TWO    CASES. 

Dr.  X.  O.  Werder,  of  Pittsburg,  read  a  paper  on 

CELIOTOMY    IN    ECTOPIC   GESTATION    WHERE   THE    FETUS    IS    VIABLE 
AND    LIVING,    WITH    REPORT    OF    A    SUCCESSFUL    CASE. 

The  patient,  set.  35,  one  child  9  years  old,  menstruated 
regularly,  the  last  period  commencing  July  16th,  1893.  In 
August  menses  were  delayed  one  week,  and  continued  for  six 
weeks.  In  the  latter  part  of  September  was  seized  with  very 
violent  pains  in  lower  part  of  abdomen,  with  feeling  of  faint- 
ness,  which  returned  at  short  intervals  for  several  weeks.  Was 
•confined  to  bed  for  about  six  weeks  and  was  not  able  to  be  on 
her  feet  any  length  of  time  until  Christmas.  Dr.  Werder  saw 
her  for  the  first  time  January  23d,  1S94;  when  she  was  emaciated, 
anemic,  and  complaining  of  pain  and  soreness  in  abdomen.  A 
tumor  which  had  become  noticeable  during  the  last  two  months, 
and  was  of  the  size  of  a  five  or  six  months'  pregnancy,  occupies 
the  lower  part  of  the  abdomen,  two-thirds  of  it  being  on  the 
left  side.  Distinct  fetal  movements  can  be  felt,  but  fetal  heart 
sounds  not  audible.  The  tumor  reaches  low  down  into  the  pel- 
vis and  crowds  the  enlarged  uterus  against  the  right  iliac  bone  ; 
over  two-thirds  of  uterus  entirely  separate  from  tumor,  but  in- 
ternal border  of  upper  third  merging  into  it. 

Diagnosis. — Ectopic  gestation  at  six  months  with  living  fetus. 

Mother  was  watched,  and,  her  progress  being  favorable,  ope- 
ration was  deferred  until  April  4th,  1894-,  about  two  weeks  be- 
fore her  expected  termination  of  pregnancy.  Median  incision 
of  abdomen,  left  lateral  incision  of  fetal  cyst  to  avoid  placenta, 
extraction  of  child  by  the  feet,  and  delivery ;  the  head  was  in 
left  iliac  fossa,  with  occiput  and  back  pointing  to  the  spinal  col- 
umn; only  a  few  drops  of  amniotic  fluid  escaped  from  the  sac  ; 
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the  child  had  no  other  fetal  covering  except  the  cyst  wall.     An- 
terior surface  of  cyst  free  from  adhesions,  but  above  and  on  left 
of  sac  numerous  intestinal  adhesions  ;  on  the  right  the  sac  ter- 
minated between  the  folds  of  the  broad  ligaments  at  the  uterus. 
Extirpation  of  sac  attempted   by  separating  intestinal  adhesions, 
when  all  at  once  frightful   hemorrhage  from  the  bottom  of  the 
sac,  evidently  the  placenta,  required  prompt  attention.    With  one 
forceps  the  ovarian  artery  in  infundibulo-pelvic  ligament  very 
close  to  ilium  was  clamped,  with  another  branches  of  uterine 
artery  were  compressed,  when  the  bleeding  ceased  at  once.    The 
very  thin  cyst  wall  could  not  be  separated  from  intestines,  the 
adhesions  being  stronger  than  the  sac,  but  placenta  was  removed 
with  comparatively  little  loss  of  blood,  the  free  and  largest  por- 
tion of  the  cyst  excised,  and  the  small  remaining  portion  gathered 
and  drawn    together  by  silk  sutures  and  attached  to  parietal 
peritoneum  and  drained.     The  patient  made  a  very  good  and 
uneventful    recovery.      The   child  (weight   seven    and   a  half 
pounds)  was  deformed,  marked  asymmetry  of  head  and  face,  club- 
feet, etc.,  but  seemed  strong  and  well  until  the  third  day,  when 
it  developed  high  temperature,  and  died  on  the  fourth  day,  pre- 
sumably from  pneumonia. 

Anatomically  the  case  was  undoubtedly  one  of  tubal  pregnancy 
with  rupture  between  folds  of  broad  ligaments;  though  not  a 
purely  intraligamentous  pregnancy,  from  the  fact  that  a  part  of 
the  sac  seemed  to  be  formed  of  amnion  only.  There  evidently 
had  taken  place  a  secondary  rupture  with  extrusion  into  abdom- 
inal cavity,  a  part  of  the  sac,  however,  remaining  within  the 
broad  ligaments. 

_  There  have  been  sixteen  successful  cases  of  celiotomy  in  ecto- 
pic gestation  with  living  child  at  or  near  term,  including  Schauta's 
and  Lusk's  cases  performed  at  the  sixth  month,  in  eleven— or, 
with  the  author's,  in  twelve— of  which  the  placenta  was  removed 
with  complete  or  partial  enucleation  of  the  sac,  in  five  the  sac 
and  placenta  were  left  and  drained.  The  author  recommends 
the  removal  of  the  sac  and  placenta  in  all  cases  where  possible, 
and  claims  that  by  securing  the  ovarian  artery,  and  its  anastomos- 
ing branches  of  the  uterine  artery  on  the  side  of  the  gestation  sac, 
this  can  be  accomplished  in  the  majority  of  cases.  That  the 
blood  supplying  the  placental  circulation  is  mainly  derived  from 
the  ovarian  and  uterine  arteries  was  well  illustrated  in  the 
author's  case,  in  which  a  frightful  hemorrhage  was  promptly 
controlled  by  the  compression  of  these  blood  vessels. 

In  the  exceptional  cases  in  which  it  is  impossible  to  remove 
the  placanta^  at  least  with  any  degree  of  safety,  the  author  pre- 
fers leaving  it  without  drainage,  sealing  the  abdominal  wound 
hermetically,  and  thinks  this  method  safer  than  allowing  it  to 
slough  out,  exposing  the  patient  to  the  great  dangers  of  sep  is, 
venous  thrombosis,  etc.  In  leaving  the  placenta  he  advises  to 
let  it  bleed  from  the  divided  end  of  the  cord,  so  as  to  lessen  its 
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size  ;  to  cut  the  cord  quite  close  to  the  placenta,  and  to  remove 
all  the  amnion  possible,  stripping  it  off  from  the  placental  sur- 
face, as  it  has  been  shown  that  such  non-vascular  tissues  have 
greater  tendency  to  decompose  ;  and  suggests,  in  addition,  to  tie 
the  ovarian  artery  on  that  uide,  as  by  so  doing  the  placental 
blood  supply  would  be  greatly  diminished  and  shrinkage  favored, 
though  sufficient  circulation  would  remain  from  adhesions  to 
keep  it  alive.  Should  symptoms  of  sepsis  arise  the  abdomen 
should  be  reopened  at  once. 

In  regard  to  the  time  of  operation,  the  welfare  of  the  mother 
is  first  in  importance  and  requires  the  greatest  consideration,  but 
he  thinks  that  we  are  justified  in  postponing  operation  in  the  in- 
terest of  the  child,  providing  we  do  not  jeopardize  the  chances 
of  the  mother  thereby.  We  should  therefore  be  largely  guided 
by  the  condition  of  the  mother,  and  in  the  absence  of  dangerous 
symptoms  await  the  period  of  viability  in  the  child,  selecting  as 
the  most  favorable  period  the  end  of  the  seventh  or  beginning  of 
the  eighth  month. 

Owing  to  lack  of  time  several  papers  on  the  programme  were 
read  by  title  and  referred  to  the  committee  on  publication. 


The  following  officers  were  elected  for  the  ensuing  year : 
President — Dr.  J.  Henry  Carstens,  Detroit,  Mich. 
First  Vice-President— -Dr.  W.  E.  B.  Davis,  of  Birmingham, 
Ala. 
Second  Vice-President — Dr.  Henry  Howitt,  of  Guelph,  Ont. 
Secretary — Dr.  William  Warren  Potter,  of  Buffalo,  JN.  Y. 
Treasurer — Dr.  X.  ().  Werder,  of  Pittsburg,  Pa. 
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Teratologia.  A  Quarterly  Journal  of  Antenatal  Pathology, 
with  Reviews  of  the  Current  Literature  of  the  Subject.  Ed- 
ited by  G.  W.  Ballantyne,  M.D.,  F.R.C.P.E.,  F.R.S.E.  Ed. 
Vol.  I.,  pp.  238.  With  plates  and  other  illustrations.  Wil- 
liams &  JSTorgate,  London  and  Edinburgh,  1894. 
Teratologia  was  born  a  year  ago  and  is  now  a  well-developed, 
healthy  entity,  with  an  abundance  of  vitality  and  great  promise 
of  a  long  and  useful  life. 

Its  editor,  Dr.  Ballantyne,  is  an  enthusiast  in  his  line,  and  is 
already  well  known  as  the  author  of  "  Diseases  and  Deformities 
of  the  Fetus"  and  "An  Introduction  to  the  Diseases  of  In- 
fancy," both  works  of  great  value  in  dealing  with  the  problems 
of  antenatal  pathology. 
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Teratologla  will  be  a  medium  for  the  publication  of  original 
articles  on  cases  and  specimens  of  congenital  disease  and  de- 
formity ;  for  the  gathering  together,  in  the  form  of  short  and 
pithy  abstracts,  of  the  many  communications  relating  to  such 
subjects  which  are  constantly  appearing  in  a  widely  scattered 
way  in  current  journals ;  and  for  the  review  of  monographs, 
memoirs,  and  theses  especially  occupied  with  teratological  mat- 
ters. It  will  discuss  the  questions  of  the  hereditary  transmission 
of  disease,  of  immunity,  of  the  passage  of  germs  through  the 
placenta,  of  the  associations  of  minor  malformations  with  defec- 
tive mental  states,  and  of  other  equally  important  subjects 
which  may  come  before  it.  The  general  appreciation  and  inte- 
rest felt  in  these  subjects  is  shown  by  the  fact  that  this  first 
volume  contains,  besides  its  original  matter,  abstracts  of  over 
two  hundred  and  seventy  papers,  chiefly  published  during  the 
first  seven  months  of  this  year. 
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1.  Alberti:  Perforation  of  the  Uterus  by  a  Curette 
followed  by  the  prolapse  and  incarceration  of  a  loop  of 
IwrKSTiN~E.s{Centralblattfiir  Gynakologie,  No.  21, 1894). — At  the 
March  meeting  of  the  Berlin  Obstetrical  Society  the  following 
interesting  case  was  reported  by  Alberti :  A  physician  was 
called  to  a  woman  who  stated  that  she  missed  her  menstruation 
in  the  beginning  of  October.  She  had  always  been  regular.  On 
the  15th  of  the  same  month  she  flooded  considerably,  accompa- 
nied by  severe  cramp-like  pains.  This  bleeding  continued  for 
four  weeks,  but  during  the  last  two  weeks  the  discharge  became 
very  offensive  and  her  general  health  suffered.  The  doctor 
found  the  woman  to  be  very  anemic  and  feverish  ;  the  uterus 
was  enlarged,  the  os  did  not  admit  the  finger.  Believing  that 
he  had  to  deal  with  the  decomposing  remnants  of  an  abortion,  he 
proceeded  to  curette  the  uterus,  using  Bany's  spoon.  While 
endeavoring  to  remove  some  loosened  decidua  shreds  he  was 
terrified  to  see  that  a  loop  of  intestines  was  in  the  grasp  of  his 
forceps.  He  immediately  tamponed  the  vagina,  surrounding  the 
gut  with  iodoform  gauze,  and  sent  the  patient  to  the  hospital. 
Alberti  performed  laparotomy  three  hours  after  the  perforation 
had  occurred.  He  found  a  rent  of  about  three  centimetres  in 
the  right  side  of  the  uterus,  through  which  a  coil  of  small  intes- 
tines had  entered  the  uterus.  This  gut  was  tightly  grasped  by 
the  internal  os,  and  a  hernia  knife  had  to  be  used  before  it  could 
be  liberated.  The  strangulated  intestine  was  seventeen  centi- 
metres long,  distended,  hyperemia,  and  of  dark  color  at  the  poin  t 
of  constriction.     The  uterus  was   exceedingly  soft  around  th 
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perforation  and  was  closed  with  Lembert  sutures.  The  patient 
made  a  good  recovery. 

During  the  discussion  which  followed  Yeit  related  a  similar 
case.  A  young  physician  attended  a  woman  in  an  abortion,  and 
endeavored  on  three  successive  days  to  remove  a  retained  piece 
of  secundines.  Not  being  successful  in  this,  and  the  patient 
beginning  to  show  symptoms  of  sepsis,  he  used  a  pair  of  forceps 
to  empty  the  uterus  of  its  contents;  but  instead  of  decidua  he 
withdrew  a  coil  of  intestines.  Yeit,  who  saw  the  case  soon  after 
this,  attempted  to  replace  the  gut  per  vaginam,  but  could  not 
do  so.  A  rectal  examination  revealed  that  the  rent  was  on  the 
posterior  uterine  wall,  and  after  opening  Douglas'  cul  de-sac  the 
prolapsed  intestines  were  withdrawn  from  the  uterine  cavity. 
The  uterine  contents  being  very  fetid  and  the  bleeding  from  the 
rent  quite  severe,  the  whole  uterus  was  removed,  but  the  woman 
died  from  septic  peritonitis. 

Griisserow  mentioned  a  case  in  which  he  also  was  compelled 
to  perform  abdominal  hysterectomy  because  a  physician  had 
perforated  the  uterus  and  pulled  out  a  piece  of  omentum  instead 
of  the  placenta.     The  woman  recovered. 

Orthmann,  Olshausen,  A.  Martin  have  also  seen  a  number 
of  similar  cases,  and  all  agree  that  the  so-called  "  Kornzauge  " 
and  sharp  spoon  are  exceedingly  dangerous  instruments  in  cases 
of  retained  secundines.  They  should  never  be  used  except  under 
guidance  of  the  exploring  finger.  j.  k. 

2.  Olshadsen  :  Natural  Labor  ;  Prophylactic  Version  ; 
Symphysiotomy  {Centralblatt  fur  Gynakologie,  No.  36,  1894). — 
The  most  experienced  obstetricians  cannot  always  foretell 
whether  in  a  moderately  contracted  pelvis  labor  will  not  termi- 
nate spontaneously,  and  craniotomy  or  other  operation  become 
sometimes  necessary  in  cases  in  which  natural  labor  was  confi- 
dently expected.  It  is  not  easy  to  draw  sharply  defined  lines 
and  divide  cases  into  classes  according  to  the  probable  operations 
indicated;  individual  experience  and  judgment  must,  after  all, 
be  exercised  in  every  case. 

When  meeting  a  case  of  moderately  contracted  pelvis,  with 
the  membranes  intact  and  the  os  fully  dilated,  the  question  may 
arise  whether  it  is  best  to  wait  or  to  perform  a  prophylactic 
version  at  once.  If  the  waiting  policy  is  adopted,  and,  after  the 
membranes  have  ruptured,  the  head  fails  to  overcome  the  resist- 
ance, the  opportunity  to  perform  version  has  probably  been  lost 
and  a  more  serious  operation  may  become  necessary.  On  the 
other  hand,  prophylactic  version  is  often  resorted  to  where 
Nature  would  have  terminated  labor  unaided. 

Olshausen  warns  against  too  great  haste  in  operating  in  cases  in 
which  symphysiotomy  is  most  likely  indicated.  Even  if  the  his- 
tory of  previous  confinements  makes  a  normal  delivery  doubtful, 
the  operation  should  not  be  performed  until  the  membranes  have 
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been  ruptured  and  the  pains  had  a  good  opportunity  to  mould 
the  head  and  fix  it  in  the  pelvis.  By  a  too  early  interference 
the  great  advantage  of  applying  the  forceps  to  the  well-moulded 
head  is  lost,  and  it  is  also  likely  that  many  unnecessary  opera- 
tions would  be  done.  The  author  thinks  it  advisable  that  mode- 
rate traction  with  the  forceps  be  first  tried,  and,  if  unsuccessful, 
symphysiotomy  may  be  resorted  to.  Symphysiotomy  has  the  ad- 
vantage over  Cesarean  section  that  we  may  first  observe  Nature's 
ability  to  terminate  labor,  while  to  obtain  good  results  from 
Cesarean  section  the  operation  must  be  performed  early,  before 
the  rupture  of  the  membranes  and  other  operations  have  been 
attempted.  J#  E 

3.  Pfannenstiel  and  Pelzer:  Intrauterine  Injections  of 
Glycerin  in  the  Induction  of  Premature  Labor  {Central- 
Matt  fur  Gynakologie,  1894,  Nos.  4,  15,  16).— The  authors,  in  an 
animated  polemic,  discuss  the  dangers  and  value  of  intrauterine 
injections  of  glycerin  in  the  induction  of  premature  labor  and 
to  improve  feeble  labor  pains.  This  method  was  introduced  by 
Pelzer  about  two  years  ago,1  who  praised  its  rapidity  of  action 
and  absolute  safety.  The  experiences  of  other  operators  seem 
to  support  these  statements,  but  Pfannenstiel  reports  two  cases 
in  which  marked  toxic  symptoms  were  noted.  Besides  an  acute 
hemoglobinuria  he  observed  albumin  and  hyaline  casts  in  the 
nrine,  a  mild  cyanosis,  and  a  rapid  rise  of  pulse  and  temperature. 
The  first  case  died  some  hours  after  the  glycerin  injection, 
but  the  death  does  not  seem  to  have  been  due  "to  the  glycerin, 
as  the  patient's  condition  was  very  precarious  before  the  injec- 
tion was  made.  The  second  case  recovered.  The  urine  became 
normal  twenty-four  hours  after  the  injection  of  the  glycerin 
(one  hundred  cubic  centimetres) ;  it,  however,  failed  to  produce 
labor  pains. 

A  third  case  is  reported  by  Miiller2  from  Winckel's  clinic,  in 
which,  ten  minutes  after  the  injection  (one  hundred  cubic 
centimetres),  the  patient  was  seized  with  vomiting,  rectal  tenes- 
mus, a  severe  chill,  and  dyspnea.  The  pulse  and  temperature 
rapidly  rose  (150,  40.5°).  Besides  these  symptoms  the  color  of 
the  urine  changed  into  dark  brown,  and  an  analysis  demon- 
strated the  presence  of  moderate  quantities  of  red  and  white 
blood  corpuscles,  hemoglobin,  and  hematoporphyrin.  All  these 
symptoms  disappeared  a  few  days  later. 

Pelzer  defends  himself  against  PfanuenstiePs  criticism.  He 
points  to  twenty-eight  cases  in  which  this  method  was  success- 
fully employed.  In  none  of  these  were  there  any  urinary 
changes  noted.  Two  women  died  soon  after  labor,  but  their 
death  was  due  to  severe  eclamptic  attacks  and  not  to  glycerin, 

^Abstract  in  the  American  Journal  of  Obstetrics,  1893,  No  3 
-  Munchener  medicimsche  Wochenschrift,  1894,  No.  4. 
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Pelzer  advises  smaller  quantities  of  glycerin  (thirty  to  fifty  cubic 
centimetres),  which  may  he  repeated  if  required.  J.  R. 

4.  Goldberg:  Hematoma  of  the  Vulva  after  Delivery 
I  <  \  ntralblattfur  Gynakologie,  No.  20,  1894).— A  physician  at- 
tended a  primipara  who  had  a  somewhat  protracted  labor  but  was 
delivered  without  instruments.  The  doctor  left  the  house  soon 
after  the  placenta  was  expressed.  He  was  sent  for  a  few  hours 
later,  the  patient  complaining  of  giddiness  and  of  a  swelling  which 
had  developed  about  her  genitals.  When  Goldberg  saw  her  ten 
hours  after  the  delivery  she  was  suffering  from  severe  pain  in 
the  vulva.  A  very  tender,  dark  blue,  and  fluctuating  swelling 
about  the  size  of  a  child's  head  was  situated  in  the  left  labium 
majus,  extending  down  to  the  perineum  and  up  into  the  vagina. 
The  patient's  surroundings  being  very  poor,  it  was  deemed  inad- 
visable to  incise  the  tumor,  and  ice  and  antiseptic  dressings  were 
the  only  treatment  employed.  Four  days  later  the  swelling 
burst  and  the  blood  escaped.  The  puerperium  passed  per- 
fectly normal  and  only  a  fistulous  track  remained  for  some  time. 

J.  R. 

5.  Holowij,  A.:  Symphysiotomy  {Cent ralblatt fur  Gynlikolo- 
gle.  No.  36,  1894). — The  author  discusses  symphysiotomy  as  met 
with  in  private  practice,  and  he  is  absolutely  opposed  to  the  ope- 
ration. The  mortality  is  high — twelve  to  fourteen  per  cent — 
and  lasting  infirmities,  such  as  fistula  and  incomplete  union  of  the 
pelvis,  are  not  so  infrequent  as  one  is  led  to  believe.  A  mistake 
in  underestimating  the  size  of  the  fetal  head  may  happen  to  the 
expert,  and,  while  this  is  of  minor  importance  in  a  Cesarean  sec- 
tion, in  a  symphysiotomy  it  may  cause  the  gravest  complica- 
tions. Holowij  is  an  advocate  of  craniotomy  upon  the  living 
child  in  preference  to  symphysiotomy  or  relative  Cesarean  sec- 
tion, but  he  performs  the  latter  operation  if  the  mother  ex- 
presses the  distinct  wish  to  obtain  a  living  child.  j.  r. 

6.  Calderini  :  Contribution  to  the  Diagnosis  and  Treat- 
ment of  Uterine  Cancer  (Berlin,  klin.  Wochenschr.,  1S94,  No. 
15). — Among  one  hundred  and  fifty  cases  of  cancer  of  the  uterus 
the  author  succeeded  eight  times  in  diagnosticating  malignant 
new  formation  of  the  body  with  healthy  cervix.  Hysterectomy 
was  performed  on  six  patients,  one  was  operated  on  elsewhere, 
and  one  refused  the  operation.  One  of  the  operated  cases  died 
in  consequence  of  the  operation  ;  of  the  remaining  five  one  died 
of  relapse  with  metastases,  the  other  four  are  still  alive  and 
well.  The  one  who  refused  operation  died  of  metastatic  cancer 
of  the  peritoneum.  The  histories  are  given  of  three  cases  who 
died  of  metastases,  and  of  one  woman  who  is  still  living  and 
had  a  relapse  in  situ.  In  one  case  the  transition  of  the  benign 
form  of  adenoma  mucosae  into  the  malignant  was  demonstrated 
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by  the  microscope ;  the  second  and  third  cases  showed  the  rapid 
course  of  sarcomata  of  the  uterus — all  three  cases  metastatic 
relapses.  The  last  case  illustrates  the  consequences  of  delayed 
interference. 

The  cases  prove  how  important  it  is  to  make  a  microscopical 
examination  of  the  tissue  removed  by  the  curette,  and  not  to 
rest  content  with  the  diagnosis  of  endometritis  fungosa  hemor- 
rhagica. When  the  diagnosis  of  a  malignant  new  formation  is 
assured  and  the  uterus  is  movable,  complete  hysterectomy  should 
be  proposed  ;  in  doubtful  cases  it  is  desirable  to  repeat  the  curet- 
ting and  make  renewed  microscopical  examinations.  In  simple 
adenomata  the  radical  operation  is  indicated  even  when  the 
epithelium  is  atypical  or  arranged  anywhere  in  double  rows,  and 
the  cells  exhibit  active  karyokinesis.  i.  r. 

7.  Ross  a  :  The  Importance  and  Etiology  or  the  Prema- 
ture Discharge  of  Meconium  {Arch.  f.  Gyn.,  xlvi.,  Heft  2). — 
Rossa,  who  is  assistant  at  Rokitansky's  clinic,  shows  first  by  a  re- 
view of  the  literature  that  at  present  most  authors  hold  to  the 
opinion  that  the  passage  of  meconium  is  a  reliable  sign  that  the 
life  of  the  fetus  is  endangered  by  existing  or  threatening  as- 
phyxia, and  therefore  forms  an  urgent  indication  to  terminate 
the  labor.  Rossa  reaches  quite  different  results  from  his  own 
observations.  Excluding  all  cases  in  which  the  fetus  was  not 
living  or  did  not  present  by  the  head  at  the  beginning  of  labor, 
discharge  of  meconium  could  be  observed  in  16.3  per  cent  of  the 
labors.  This  percentage  is  much  larger  than  the  few  figures 
heretofore  known  in  this  respect.  Of  eighty-five  children  with 
discharge  of  meconium  not  less  than  sixty  seven  were  born  vig- 
orously alive.  This  large  percentage,  78.8,  contradicts  all  for- 
mer experiences,  even  the  view  of  those  authors  who  admit  the 
occasional  occurrence  of  discharge  of  meconium  without  as- 
phyxia. From  his  observations  Rossa  is  compelled  to  the  fol- 
lowing conclusions  :  Meconium  is  passed  very  frequently  with- 
out the  new-born  child  showing  any  trace  of  asphyxia.  Should 
the  child  be  asphyctic  the  degree  of  asphyxia  need  not  be  great. 
Even  when  meconium  is  passed  long  before  labor  it  does  not  fol- 
low that  the  child  will  be  born  at  all  asphyctic.  The  discharge 
of  meconium  with  the  rupture  of  the  membranes  has  no  influ- 
ence on  the  prognosis  as  to  whether  asphyxia  will  occur  or  not. 
When  the  previously  clear  liquor  amnii  shows  during  the  course 
of  the  labor  an  admixture  of  meconium  it  is  by  no  means  neces- 
sary that  asphyxia  will  occur.  But  if  there  is  an  alteration  in 
the  heart  sounds  it  is  a  sure  sign  of  intrauterine  asphyxia. 
When  the  child  passes  meconium  during  labor  after  the  rupture 
of  the  membranes,  but  the  heart  sounds  are  unchanged,  only 
seventeen  children  in  one  hundred  will  be  born  asphyctic.  As- 
phyxia may  develop  in  utero  without  the  passage  of  meconium 
into  the  liquor  amnii.     When  no  meconium  is  passed  during  the 
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entire  labor  it  will  not  enable  us  to  predict  that  the  child  will  be 
born  vigorously  alive. 

As  to  the  cause  of  the  passage  of  meconium,  Rossa  believes 
that  it  is  due  to  an  increased  intestinal  peristalsis.  He  thinks, 
however,  that  in  some  of  the  cases  the  intestinal  peristalsis  may 
be  due  to  other  causes  than  asphyxia  of  the  fetus.  Special  dis- 
eases of  the  mother  in  the  last  days  before  delivery  (typhoid  fe- 
ver, intestinal  catarrh,  bronchial  catarrh)  seem  to  be  a  cause  of 
premature  discharge  of  meconium.  At  all  events  the  impor- 
tance, with  reference  to  the  diagnosis,  of  the  passage  of  meconium 
is  to  be  greatly  restricted.  i.  r. 

8.  Kahlden,  C.  von  :  Sarcoma  of  the  Uterus  (Eeprint 
from  "  Beitrage  zur  pathol.  Anat.  u.  zur  allg.  Pathol.,"  Her- 
ausg.  von  Prof.  E.  Ziegler,  xiv.,  p.  174). — After  criticising  the 
reported  cases  the  author  adds  four  observations  of  his  own. 
The  first  case  was  one  springing  from  the  deeper  layers  of  the 
cervical  mucosa,  the  elements  of  the  sarcoma  consisting  of  rather 
large  oval  or  indistinctly  spindle-shaped  cells.  Giant  cells  were 
present  in  large  numbers.  The  tumor  had  remarkably  few  ves- 
sels. The  second  case  was  a  small  round-cell  sarcoma  developed 
at  the  fundus  uteri.  The  third  case  is  of  special  interest  in  that 
the  direct  transition  of  a  myofibroma  into  sarcoma  could  be  de- 
monstrated, jjerhaps  for  the  first  time.  The  change  occurred 
within  the  smallest  fibromyoma  nodules  by  a  direct  transition 
of  the  muscle  cells  into  roundish  and  then  stunted  oval  cells 
blunted  at  the  poles.  Besides  there  were  peculiar  hyaline  or 
colloid  degenerations  of  the  bulk  of  the  tumor,  wThich  produced 
the  typical  ayypearances  of  a  sarcomatous  cylindroma.  Although 
there  was  a  pronounced  primary  development  within  the  mus- 
cular structure  of  the  uterus,  the  sarcoma  showed  a  tendency 
to  proliferate  into  the  cavity  of  the  uterus  in  the  shape  of  tu- 
berous polypoid  tumors.  The  intact  condition  of  the  mucous 
membrane  is  also  noteworthy.  The  fourth  case  is  of  interest 
mainly  on  account  of  the  starting  point  of  the  tumor.  It  was  an 
angiosarcoma  developed  in  the  muscular  tissue  or  in  the  deeper 
layers  of  the  mucosa.  Each  time  a  group  of  vessels  formed 
the  starting  point  of  a  small,  sharply  demarcated  nodule.  In 
the  further  course  the  blood  in  the  vessels  coagulated,  thrombi 
formed  from  the  fibrin  and  leucocytes,  and  finally  the  lumen 
of  the  vessel  was  pierced  by  the  neoplasm.  Metastases  were 
present  in  the  left  ovary.  The  author  therefore  could  note 
three  starting  points  for  sarcoma  of  the  uterus:  1,  the  mu- 
cosa; 2,  the  uterine  wall ;  3,  the  vessels. 

As  to  the  relations  between  sarcoma  of  the  uterus  and  carci- 
noma^ Kahlden  is  of  opinion  that  there  is  hardly  a  single  un- 
objectionable observation  which  furnishes  positive  proof  that 
the  mixed  forms  of  sarcoma  and  carcinoma — i.e.,  carcino-sar- 
comata — are  of  frequent  occurrence  in  the  uterus.  i.  f. 
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The  parent  of  the  subject  of  my  paper  for  the  evening  is  an 
opinion  expressed  by  Dr.  Boldt  in  a  paper  read  at  a  meeting  of 
the  American  Gynecological  Society  held  in  Boston  in  Septem- 
ber, 1889,  and  entitled  "  Intermediate  Trachelorrhaphy."  It 
was  as  follows  :  "The  ideal  method  would  be,  could  it  be  done 
with  propriety,  to  sew  up  all  tears  immediately  after  delivery, 
as  has  been  done  by  Pallen  and  others ;  but  if  we  consider  the 
objections  to  this  method  it  is  obvious  why  it  has  so  few  advo- 
cates." Those  objections,  then  unexplained  by  the  writer,  were 
evidently  the  cause  of  his  advocation  of  a  delayed  method  of 
operation,  or  what  he  termed  "intermediate  trachelorrhaphy," 
in  contradistinction  to  Emmet's  operation. 

His  paper  was  thoroughly  and  ably  discussed,  and  I  shall  have 
occasion  to  quote  from  the  opinions  then  expressed  as  I  proceed 

1  Read  before  the  New  York  Obstetrical  Society,  December  18th,  1894 
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with  my  subject ;  for  I  was  haunted  with  the  impression  that  no 
legitimate  reason  had  been  given  why  a  woman  should  be  allowed 
to  suffer  from  injury  received  at  childbirth,  for  even  the  length 
of  time  prescribed  by  Dr.  Boldt,  before  repair  was  attempted. 
I  had  not  seen  Dr.  Pallen's  writings  upon  the  subject,  but  I  de- 
termined to  test  the  question  of  the  propriety  of  sewing  up  all 
tears  immediately  after  delivery  at  the  first  opportunity  ;  and  it 
is  for  the  purpose  of  giving  you  the  results  of  my  experience 
with  the  immediate  repair  of  injury  that  I  have  chosen  the  sub- 
ject for  discussion  to-night,  and  I  sincerely  hope  that  those  who 
criticise  what  I  have  done  will  not  spare  me  if  I  am  deemed  to 
be  in  the  wrong. 

To  intelligently  present  the  subject  for  discussion  I  have 
deemed  it  expedient  to  place  it  before  you  in  the  form  of  ques- 
tions, some  of  which  I  shall  attempt  to  answer,  while  others  I 
hope  the  discussion  will  elucidate  and  make  plain.  I  do  not 
claim  anything  original  in  my  work,  but  I  believe  it  will  show 
an  advauce  along  the  same  line  of  thought  and  experience  re- 
corded by  earlier  writers,  probably  due  to  the  development  of 
antiseptic  surgical  methods.  I  have  not  taken  the  time  or 
trouble  to  search  the  annals  of  gynecology  and  obstetrics  for  the 
name  of  the  first  operator  who  sutured  a  woman's  uterus  imme- 
diately after  delivery,  but  I  have  made  myself  familiar  with 
some  of  our  earliest  American  writings  upon  the  subject,  and  I 
find  that  Pallen  in  186S  taught  his  classes  in  the  Missouri  Medi- 
cal College  that  it  was  sound  practice  to  close  lesions  of  the 
cervix  resulting  from  rapid  labor,  etc.,  immediately  after  de- 
livery, and  in  May,  1874,  he  published  in  the  Louisville  Journal 
an  exhaustive  article  upon  the  subject.  It  would  appear  from 
Dr.  Boldt's  article  that  Pallen's  advice  was  unheeded,  and,  in 
fact,  I  may  say  up  to  the  present  time  there  seems  to  linger  in 
the  minds  of  obstetricians  a  certain  dread  of  manipulating  or  in- 
terfering to  any  degree  with  the  uterine  structures  after  delivery, 
trusting  to  Nature  to  repair  all  injuries  and  guard  the  woman 
from  the  dangers  of  the  same.  Even  as  wise  counsellors  as  Skene 
and  Emmet  prefer  to  trust  to  Nature  rather  than  lend  assistance 
when,  to  me,  she  seems  most  in  need  of  it.  To  be  sure,  the  de- 
velopment of  antiseptic  treatment  has  wrought  great  changes  in 
the  minds  of  our  teachers  since  the  above-quoted  remarks  were 
placed  on  record,  and  possibly  to-day  their  expressed  opinion 
would  differ  materially  from  that  of  years  ago.     Fear  has  given 
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way  to  certainty,  and  the  dangers  of  septicemia  following  man- 
ipulation of  the  genital  tract  after  labor  are  to  my  mind  no  longer 
a  bugbear. 

Obstetricians  and  gynecologists  have  for  many  years  advised 
and  performed  immediate  repair  of  perineal  injury  after  delivery. 
Why  may  not  the  same  treatment  be  applied  to  injuries  of  the 
cervix,  when  we  all  know  that  the  dangers  of  septic  absorption 
through  a  gaping  wound  in  the  latter  are  many  times  greater, 
owing  to  its  position,  its  abundant  supply  of  blood  vessels  and 
lymphatics,  and  the  fact  that  it  is  constantly  bathed,  and  in 
many  cases  submerged,  in  decomposing  lochial  discharges  ? 

Let  me  ask  the  question  :  What  are  the  immediate  dangers 
and  remote  pathological  changes  in  the  pelvic  organs  of  woman 
that  from  time  to  time  have  been  recorded  by  the  various  writers 
and  operators  as  caused  by  ununited  lacerations  of  the  cervix  ? 

The  time  allowed  me  for  this  paper  would  not  be  sufficient  in 
which  to  properly  answer  this  my  first  question,  for,  as  you  all 
know,  volumes  have  been  written  upon  the  subject.  The  mere 
mention  of  a  few  of  the  most  prominent  will  answer  my  pur- 
pose. Of  the  immediate  dangers  we  should  give  precedence 
to  hemorrhage  from  ruptured  cervical  and  vaginal  vessels.  In 
rapid  deliveries  due  to  very  active  uterine  contractions  or  unskil- 
ful use  of  instruments,  the  fetal  head  is  driven  or  pulled  through 
a  cervical  canal  where  sufficient  dilatation  has  not  taken  place 
to  allow  of  its  passage  without  injury,  and  laceration  of  greater 
or  less  degree  ensues,  which  possibly,  if  slight,  is  productive  of 
no  more  harm  than  a  slight  loss  of  blood  and  some  subsequent 
surgical  fever.  Should  the  laceration,  however,  involve  the 
vaginal  junction  or  extend  above  it,  serious  and  possibly  fatal 
hemorrhage  might  ensue.  Pallen  reports  one  case  of  death 
eight  hours  after  an  accoucheur  had  delivered  a  patient  with 
forceps. 

Even  in  the  virgin  woman  the  arterial  and  venous  circulation 
in  and  about  the  uterus  is  a  rich  vascular  network.  During 
menstruation  these  vessels  become  much  engorged,  while  during 
pregnancy  all  the  surrounding  vessels,  both  arterial  and  venous, 
increase  greatly  in  size  and  number  and  are  loaded  with  great 
quantities  of  blood.  Any  one  who  has  had  occasion  to  deliver  a 
fetus  by  Cesarean  section  or  the  Porro  operation  knows  full  well 
how  true  this  statement  is. 

For  the  purpose  of  emphasizing  the  dangers  of  hemorrhage 
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from  such  a  cause,  let  us  observe  what  the  anatomical  relations 
of  the  blood  vessels  are  at  the  time  of  delivery.  The  arterial 
supply  to  the  body  and  neck  of  the  uterus  is  from  the  aorta 
through  the  ovarian,  and  from  the  hypogastric  through  the  ute- 
rine. The  veins  of  the  body  of  the  uterus,  as  is  well  known,  are 
much  larger  than  those  of  the  cervix.  They  anastomose  in 
plexuses,  receiving  the  veins  of  the  ovaries  and  Fallopian  tubes  ; 
they  form  in  the  broad  ligaments  the  pampiniform  plexus. 
These  plexuses,  -at  the  close  of  utero-gestation,  are  of  enormous 
size.  On  the  right  side  of  the  body  they  empty  by  one  common 
trunk  into  the  inferior  vena  cava,  while  on  the  left  side  they 
usually  empty  into  the  left  renal  vein.  Therefore  the  body  por- 
tion of  the  uterus  is  essentially  an  abdominal  organ,  receiving  its 
blood  from  the  aorta  and  returning  it  to  the  vena  cava  ;  while  the 
cervical  portion  of  the  uterus  is  essentially  a  pelvic  organ,  receiv- 
ing and  returning  its  blood  from  the  hypogastric  vessels  to  the 
internal  iliacs,  with  very  frequent  auastomoses  between  the  dif- 
ferent plexuses  of  pelvic  vessels.  It  will  be  seen  from  these 
anatomical  relations  of  the  pelvic  blood  vessels  that  a  deep  lace- 
ration of  the  cervix  may  result  in  serious  hemorrhage.  The 
symptoms  of  such  an  accident  may  be  masked  by  the  patient's 
general  condition,  if  the  patient  has  had  a  difficult  delivery,  and 
be  overlooked  by  the  accoucheur  completely ;  but  shock  is 
usually  apparent  where  the  injury  is  of  much  extent.  However, 
as  shock  may  be  present  or  may  follow  many  deliveries  where 
cervical  injury  has  not  been  sustained,  it  must  be  considered  only 
in  connection  with  a  feeble  pulse  and  other  evidences  of  pro- 
found shock.  At  the  present  day  it  would  seem  to  me  that  any 
accoucheur  would  be  negligent  of  his  whole  duty  to  his  patient 
if,  on  observing  such  symptoms,  he  did  not  carefully  examine 
his  patient  by  bimanual  touch  to  discover  the  cause.  Finding 
the  body  of  the  uterus  well  contracted,  he  might  be  at  a  loss 
to  account  for  such  loss  of  blood,  even  after  cleansing  the 
vagina  and  examining  the  perineum,  urethra,  etc.,  unless  he 
make  careful  digital  examination  of  all  the  folds  of  the  soft  and 
flabby  cervix.  Not  doing  this,  he  might  instead  order  stimu- 
lants for  his  patient,  hoping  the  condition  was  only  the  result 
of  effort  on  her  part  or  his,  and  wait.  Meanwhile  the  patient 
bleeds  ;  the  uterus  fails  to  contract ;  after  a  time  bleeding  ceases, 
owing  to  the  formation  of  blood  clots  in  the  cervical  canal  im- 
pregnated with  discharges  from  the  uterus ;  a  few  short  hours 
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elapse  ;  decomposition  takes  place  in  these  blood  clots.  All  this 
time  the  lymphatics  are  active,  and,  before  the  accoucheur  is 
aware  of  it,  the  first  evidence  of  that  second  immediate  danger, 
septicemia,  makes  itself  manifest  by  chill  and  fever.  Then 
commences  a  battle  for  the  patient's  life  which  to  my  mind,  and 
as  I  hope  to  demonstrate,  could  have  been  easily  prevented  if 
the  accoucheur  had  not  through  timidity  or  carelessness  failed  to 
do  his  full  duty  to  his  patient  and  assured  himself  as  well  as  her 
family  that  such  a  danger  had  not  been  overlooked. 

What  has  been  said  of  this  pernicious  and  fatal  sequela  of 
parturition — puerperal  fever?  Many  of  you  know  much  better 
than  I,  for  you  are  undoubtedly  more  conversant  with  the  litera- 
ture of  these  obstetrical  subjects.  I  will  call  your  attention  to 
the  opinion  of  but  one  writer,  Thomas,  who,  in  his  magnificent 
essay  read  before  the  Academy  of  Medicine  in  1883,  laid  down 
such  exact  and  well-defined  rules  for  its  prevention.  In  it  he 
refers  to  the  dangers  of  uncleanliness  and  absorption  of  such 
poison  through  unrecognized  injuries  of  the  parturient  canal. 
Did  1  have  the  time  and  space  I  would  like  to  quote  in  full  the 
report  of  the  Berlin  Obstetrical  Society  committee  appointed 
by  that  body  to  investigate  puerperal  fever  in  1877,  and  incorpo- 
rated in  Dr.  Thomas'  essay. 

What  are  some  of  the  remote  pathological  changes  that  follow 
in  the  wake  of  ununited  cervical  injury  ?  You,  as  expert  gyne- 
cologists, know  them  well.  Repetition  is  unnecessary,  but  I 
cannot  refrain  from  mentioning  a  few — subinvolution  of  the 
injured  uterus,  with  its  attending  train  of  pathological  changes 
in  the  muscular  structure  of  the  organ,  giving  rise  to  chronic 
areolar  hyperplasia,  as  described  by  Thomas ;  changes  in  the 
blood  vessels  and  nerves,  not  only  in  the  uterus  (scar  tissue)  and 
appendages  (congestion),  but  in  the  cellular  tissue  of  the  pelvis, 
which  Emmet  has  so  ably  described  in  his  various  writings; 
the  various  forms  of  displacement  which  for  so  many  years  taxed 
the  ingenuity  of  Hewitt,  and  for  which  to-day,  from  the  com- 
bined results  of  all  these  conditions,  the  abdominal  cavity  is 
being  invaded  and  hundreds  of  women  all  over  this  globe  are 
being  deprived  of  their  privilege  of  motherhood. 

It  is  for  these  reasons  that  I  believe  that  the  dangers  attend- 
ing manipulation  of  the  genital  tract  and  the  immediate  repair 
of  all  injuries  discoverable  are  of  less  risk  to  the  woman,  not 
only  from  an  increase  of  any  shock  she  may  have  sustained  dur- 
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ing  delivery,  but  from  post-partum  hemorrhage  or  puerperal 
infection,  and  a  thousandfold  less  dangerous  than  those  to  which 
she  may  be  subjected  in  the  future  as  a  result  of  the  accoucheur's 
ignorance  or  negligence  to  perform  such  a  service  for  her  im- 
mediately after  her  child  is  delivered. 

What  are  some  of  the  reasons  which  have  been  productive  in 
causing  this  tendency  on  the  part  of  accoucheurs  to  trust  to 
Nature  to  repair  all  such  injuries  to  the  parturient  canal  above 
the  perineal  body  ?  One  reason  is  that  many  writers  advocate 
waiting  until  the  laceration  begins  to  give  trouble.  By  the  time 
this  has  made  itself  sufficiently  manifest  to  the  patient  to  cause 
her  to  seek  advice  from  her  physician,  the  laceration  itself  has 
become  a  mere  speck  in  the  chain  of  pathological  changes  which 
have  taken  place  in  the  woman's  pelvic  organs ;  it  is  then  of 
minor  importance,  and  is  looked  upon  by  each  physician  con- 
sulted from  the  standpoint  of  the  line  of  work  in  which  he  is 
particularly  interested.  By  many  it  is  given  a  prominent  posi- 
tion ;  by  others  it  is  looked  upon  as  insignificant ;  while  each  of 
them  forgets  to  put  the  plain  question  to  himself — "Could  not 
all  of  this  have  been  prevented  if  a  few  stitches  had  been  placed 
in  this  injury  at  the  time  it  took  place?" 

In  the  discussion  of  Boldt's  paper,  Emmet  answers  the 
major  portion  of  this  question  in  such  a  masterly  manner  that 
I  prefer  to  use  his  words  rather  than  my  own.  He  says :  "  I 
have  long  taught  that  the  burden  must  rest  with  the  practi- 
tioner to  diminish  each  year  the  number  of  oases  which  we  will 
be  called  on  in  the  future  to  operate  upon.  The  accoucheur  is 
not  always  responsible  for  the  laceration ;  it  may  occur,  and  it 
does  occur,  in  the  best  hands ;  but  he  is  responsible  in  a  large 
number  of  cases  if  an  operation  becomes  necessary."  I  wish  I 
could  quote  more  of  his  remarks,  for  they  set  forth  in  vivid 
terms  the  changes  which  follow  in  the  wake  of  such  an  injury ; 
but  time  will  not  allow  my  doing  so.  He  did  not,  however, 
advise  immediate  repair  of  such  injuries,  only  in  so  far  as  Nature 
could  be  aided  by  the  stimulating  effects  of  hot-water  douches, 
regularly  and  carefully  administered,  while  at  the  same  time  he 
found  no  place  in  surgery  for  the  intermediate  operation  as 
recommended  by  Boldt. 

Let  me  ask  :  What  are  the  stumbling  blocks  that,  with  one  or 
two  exceptions,  have  prevented  the  profession  in  this  country 
all  these  years  from  even  advocating,  much  less  attempting  to 
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<io,  repairs  of  injury  to  the  uterus  immediately  after  delivery? 
If  I  may  be  allowed  to  attempt  to  answer  this  question  I  should 
say:  1.  Inability  on  the  part  of  the  average  general  practitioner 
and  accoucheur  to  do  such  work.  2.  That  he  trusts  to  Dame 
Nature  to  take  care  of  such,  in  his  estimation,  trivial  injuries 
occurring  in  the  act  of  delivery,  and  goes  to  the  lying-in  cham- 
ber unprepared  with  the  proper  appliauces  to  do  such  work  if  it 
becomes  necessary ;  while  at  the  same  time  he  excuses  himself 
from  making  a  proper  search  for  such  injuries  with  the  plea  that 
the  woman  is  tired  out  with  her  labor,  desires  to  be  let  alone,  and 
that  it  would  be  cruel  to  subject  her  to  any  further  pain  or  dis- 
comfort when  once  he  has  succeeded  in  delivering  the  placenta — 
perhaps  rolling  over  in  his  mind  the  old  adage, "  Let  well  enough 
alone,"  and  forgetting  another,  "  An  ounce  of  prevention  is  worth 
a  pound  of  cure,"  until  it  is  suddenly  and  vividly  brought  to  his 
mind  by  the  initial  chill  of  septic  fever  and  its  train  of  evils. 
For  this  he  can  excuse  himself  by  hovering  under  the  opinion,  so 
many  times  expressed  by  able  writers,  that  septicemia  seldom 
occurs  in  the  lying-in  woman  unless  it  be  transmitted  from  with- 
out— an  opinion  I  have  always  contended  could  not  hold  good,  else 
discharges  from  sloughing  fibroids,  decomposing  particles  of  pla- 
centa, and  like  materials  within  the  uterus  that  have  not  been 
exposed  to  the  air,  would  not  be  attended  by  sepsis.  3.  That  it 
is  necessary  to  give  the  patient  an  anesthetic  in  order  to  repair 
such  injury,  and  thereby  subject  her  to  the  greater  danger  of 
post-partum  hemorrhage  from  relaxation  of  the  uterus  under 
the  influence  of  the  anesthetic.  To  my  mind  each  and  all  of 
these  excuses  wThich  I  have  attributed  as  causes  are  insufficient 
and  not  well  founded.  Every  man  who  is  granted  a  diploma  to 
practise  medicine  at  the  present  day  should  have  the  knowledge 
of  antiseptic  surgery  so  thoroughly  established  in  his  mind,  and 
the  knowledge  of  the  anatomy  of  the  female  pelvic  organs  and 
the  changes  that  such  anatomy  undergoes  as  the  result  of  utero- 
gestation,  that  he  would  be  equal  to  such  an  emergency  as  I  am 
treating  of,  under  any  and  all  circumstances;  for,  if  the  experience 
of  the  average  young  practitioner  should  be  at  all  similar  to  my 
own,  almost  his  first  call  would  be  to  the  bedside  of  the  lying-in 
woman,  and  then  under  the  most  unfavorable  circumstances  as 
regards  the  hygiene  of  the  surroundings. 

With  the  above  explanation  for  daring  to  invade  the  genital 
tract  and  repair  all  injuries  which  I  can  bring  into  view,  no 
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matter  where  found,  immediately  after  my  patient  has  completed 
her  labor  by  the  expulsion  of  the  placenta,  I  will  give  you  in  as 
few  words  as  possible  the  result  of  my  experience.  I  do  not 
propose,  neither  do  I  think  it  advisable,  to  relate  case  after  case 
of  the  same  kind,  for  it  would  be  unnecessary  repetition.  My 
obstetrical  practice  is  limited  and  many  cases  escape  injury,  but 
I  can  so  far  report  having  performed  immediate  repair  on 
twenty-one  cases  since  1889,  and  can  truthfully  say  that  I  have 
yet  to  see  the  first  bad  result  from  such  manipulation  and  re- 
pair of  the  uterus.  To  be  sure,  I  take  great  pains  to  prevent 
the  introduction  of  anything  septic  into  the  womb  by  myself* 
I  almost  invariably  administer  a  small  quantity  of  chloroform 
during  the  third  stage  of  labor.  While  waiting  for  the  placenta 
to  be  delivered  the  patient  usually  sleeps  from  the  effect  of  the 
chloroform,  and  it  is  as  near  as  possible  to  a  natural  sleep.  Dur- 
ing this  time  I  can  examine  the  perineum, urethra,  and  vestibule, 
to  see  if  any  injury  has  occurred  ;  then,  as  the  placenta  is  deliv- 
ered, the  patient  being  in  the  Sims  position,  I  keep  her  there, 
with  the  nurse  making  pressure  on  the  fundus,  until  I  can  thor- 
oughly wash  and  disinfect  my  hands;  then  it  is  an  easy  matter, 
with  the  patient  lying  in  this  position,  to  gently  introduce  one 
or  two  fingers  into  the  vagina  and  sweep  them  around  the  cer- 
vix. Knowing  well  that  in  the  majority  of  cases  the  uterus 
gives  way  bilaterally,  my  fingers  are  at  once  passed  to  the  right 
and  left  of  the  cervix,  and  if  laceration  has  taken  place  it  can  be 
easily  and  readily  discovered  by  such  examination.  The  rela- 
tives of  the  woman  are  then  informed  of  this  fact ;  some  one  of 
the  family  is  called  to  continue  a  few  drops  of  the  chloroform  ; 
a  large  Sims  speculum,  which  I  always  carry  with  me,  is  intro- 
duced and  held  in  place  by  the  nurse,  no  matter  if  the  perineum 
is  torn  down  to  the  sphincter.  If  any  shreds  of  membrane  still 
cling  to  the  cervix,  after  thoroughly  washing  the  vagina  with 
a  solution  of  bichloride  of  mercury  (1 :  5000)  these  shreds  are 
gently  removed  and  each  lip  of  the  cervix  (the  anterior  and  pos- 
terior halves)  is  caught  with  a  small  pair  of  forceps  and  brought 
into  apposition  ;  the  tear  is  then  readily  made  evident.  A 
pledget  of  sterilized  gauze  or  cotton  is  then  saturated  with  a 
solution  of  bichloride  of  mercury  and  introduced  into  the  cervix 
beyond  the  point  of  rupture.  Then  with  an  Emmet  cervix 
needle,  curved,  trocar-pointed,  and  with  a  large  eye,  armed  with 
No.  5  catgut,  as  many  sutures  as  are  necessary  are  introduced. 
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This  can  be  easily  done,  as  the  tissues  are  so  flabby  and  soft. 
The  stitches  are  inserted  after  the  manner  of  Dr.  Emmet,  but 
none  are  tied  until  all  are  introduced.  Then  the  cotton  or 
gauze  pledget  is  removed,  the  cervix  and  vagina  well  cleansed 
with  a  fresh  bichloride  solution,  and  the  sutures  are  tied  with, 
enough  traction  upon  them  to  insure  coaptation  of  the  parts  as 
the  cervix  contracts. 

If  I  am  not  in  a  position  to  have  a  relative  administer  the 
anesthetic,  then  I  close  the  injury  with  the  aid  of  cocaine  appli- 
cations to  relieve  the  sensitiveness,  which  is  very  slight  usually. 
For  purposes  of  illustration  I  shall  report  five  of  my  cases. 

Case  I. — Mrs.  F.,  aged  27,  was  delivered  of  her  first  child, 
after  a  long  and  tedious  labor,  October  10th,  1SS9  ;  the  child 
was  a  boy  weighing  nine  pounds.  Bilateral  laceration  of  the 
cervix  up  to  vaginal  junction,  followed  by  considerable  hemor- 
rhage. There  was  no  nurse  in  attendance,  so  I  was  obliged  to 
sew  her  up  all  alone  ;  for  when  I  informed  her  husband  and  sis- 
ter of  the  injury  and  the  necessity  for  repairing  it  they  both  fled 
from  the  room  and  left  me  to  do  it  as  best  I  could.  I  was  obliged 
to  close  the  cervix  with  the  patient  on  her  back,  with  the  Sims 
speculum  held  in  position  by  a  weight,  after  I  had  chloroformed 
her.  The  surroundings  were  anything  but  pleasant,  neverthe- 
less I  succeeded  in  securing  perfect  union  in  that  patient  without 
anv  attending  fever.  I  have  since  delivered  her  of  two  other 
children,  and  each  time  I  have  had  to  repair  both  the  cervix  and 
perineum,  but  I  have  taken  care  not  to  do  it  alone  since  my  first 
experience. 

Case  II. — Mrs.  P.,  aged  25.  Her  first  pregnancy  was  twins, 
and  she  was  not  then  attended  by  me  ;  the  children  were  small 
and  she  had  not  been  injured.  Twelve  months  later  I  delivered 
her  of  a  ten-pound  girl  at  2  a.m.,  after  she  had  been  three  hours 
in  labor.  The  cervix  was  ruptured  bilaterally  up  to  the  vaginal 
junction  ;  the  hemorrhage  was  considerable,  the  left  circular 
artery  being  torn  across ;  the  perineum  was  not  injured;  she 
did  not  care  to  take  chloroform,  so  none  was  given.  I  adjusted 
my  head  mirror,  her  husband  held  a  lamp,  the  nurse  held  the 
speculum  with  the  patient  in  the  Sims  position,  and  I  placed  six 
stitches  in  the  cervix  without  much  discomfort  to  her.  She  had 
formerly  suffered  from  retroversion  of  the  uterus,  and  I  desired,, 
if  possible,  to  prevent  any  tendency  to  subinvolution  and  the 
return  of  the  uterus  to  its  old  position.     Perfect  union  was  se- 
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■cured,  and  the  patient  convalesced  without  trouble  and  is  to-day 
a  healthy  woman,  without  the  need  of  uterine  treatment  which 
she  was  obliged  to  have  from  the  time  her  twins  were  delivered 
until  she  was  impregnated  the  second  time. 

Case  III. — Mrs.  K.,  aged  35 ;  second  pregnancy.  Although, 
the  labor  was  not  a  rapid  one,  both  cervix  and  perineum  were 
lacerated,  the  child's  head  being  large  and  the  mother  a  small 
woman.  The  injury  in  the  cervix  was  an  extension  of  a  former 
one  received  during  her  first  delivery.  The  tear  was  somewhat 
ragged  and  irregular.  I  had  plenty  of  assistance,  and,  although 
the  delivery  was  in  the  night-time,  I  adjusted  my  head  mirror 
and  with  forceps  brought  the  torn  lips  into  apposition,  saw 
where  the  old  laceration  extended  to,  snipped  off  the  ragged 
edges  of  the  fresh  tear,  and  refreshened  the  surfaces  of  the  old 
laceration  to  a  considerable  extent;  catgut  sutures  were  then 
introduced  and  tied.  She  made  an  uninterrupted  recovery  and 
to-day  is  in  perfect  health  locally;  her  child  is  now  14  months 
old.  I  examined  the  patient  last  week  and  found  her  in  perfect 
condition. 

Cases  IV.  and  Y.  represent  work  clone  upon  the  same  patient 
fourteen  months  apart.  The  deliveries  were  very  rapid  ;  the 
pains  terrific  ;  it  did  not  seem  possible  that  the  cervix  could  be 
properly  dilated  in  so  short  a  time,  and  so  it  proved.  When 
brought  into  view  after  the  patient  was  delivered,  the  cervix 
was  seen  to  be  torn  up  to  the  vaginal  junction  and  the  hemor- 
rhage was  profuse.  The  perineum  was  also  lacerated  at  the 
same  time.  She  was  placed  under  chloroform  and  the  lacerated 
cervix  was  brought  into  good  apposition  and  retained  with  four 
catgut  sutures  on  each  side.  Union  was  perfect  both  times  ;  no 
fever  followed.  In  all  of  the  cases,  I  may  say,  that  I  have 
watched  after  doing  this  work,  drainage  from  the  uterus  has 
been  perfect.  I  cannot  say  closing  the  lacerated  cervix  in  any 
way  interfered  with  drainage  of  the  uterus. 

With  this  experience  I  am  confirmed  in  my  belief  that  the 
work  as  I  did  it  was  not  only  justifiable,  but  timely  and  well 
done.  For  the  purpose  of  emphasizing  what  I  have  said  and 
what  I  believe,  I  will  offer  the  following  summary  : 
■  1.  That  suturing  the  lacerated  cervix  properly  immediately 
.after  delivery  will  result  in  primary  union  of  the  same  and  pre- 
vent many  of  the  evils  that  follow  in  the  wake  of  a  union  by 
second  intention. 
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2.  That  the  fear  of  septicemia  attending  the  manipulation  of 
the  cervix  for  the  same,  and  the  introduction  of  poisons  which 
will  induce  septicemia  at  the  same  time,  is  an  unfounded  one, 
and  would  be  dissipated  by  giving  such  work  a  proper  test. 

3.  That  it  is  a  method  of  procedure  more  justifiable  than  an 
immediate  repair  of  the  perineum,  the  latter  of  which  the  pro- 
fession of  to-day  universally  advocates. 

4.  That  the  securing  of  primary  restoration  of  the  laceration 
hastens  involution,  prevents  subinvolution  and  the  various 
forms  of  displacement  which  are  induced  by  it  in  such  an  over- 
weighted organ. 

5.  That  catgut  is  the  proper  suture  and  perfectly  safe  and 
reliable  when  properly  prepared. 

640  Madison  avenue. 
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Although  the  occurrence  of  puerperal  sepsis  has  been  made 
rare  by  modern  antiseptic  methods,  cases  are  sufficiently  frequent 
to  render  the  study  of  this  condition  of  practical  interest,  and 
especially  in  view  of  the  necessity  in  some  cases  for  active  sur- 
gical interference.  It  is  not  always  easy  to  decide  when  the  less 
radical  methods  of  treatment  of  puerperal  sepsis  are  sufficient 
and  when  recourse  should  be  had  to  something  further.  The 
fact  that  the  poison  of  sepsis  may  linger  in  the  body  of  the  pa- 
tient like  a  smouldering  fire,  and  suddenly  break  out,  causing 
her  speedy  death,  will  sometimes  mislead  the  obstetrician,  who 
supposes  that  an  immediate  improvement  in  his  patient  follow- 
ing douching  or  curetting  indicates  that  she  is  permanently  out 
of  danger.  The  question,  When  shall  celiotomy  be  performed 
in  the  treatment  of  puerperal  sepsis  ?  becomes  one  of  decided 
practical  interest. 

The  attempt  to  classify  the  different  manifestations  of  puer- 
peral sepsis  is  rarely  satisfactory.     The  cause  of  sepsis  being  an 
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infective  germ,  it  follows  that  the  rate  of  multiplication  of  these 
germs,  their  diffusion,  and  the  fate  which  hefalls  them  in  their 
straggle  with  the  cells  of  the  body  will  be  different  in  different 
cases,  causing  conditions  which  require  widely  different  treat- 
ment. In  a  recent  paper  upon  "  Puerperal  Inflammation " 
Doleris1  divides  such  inflammations  into  three  classes — namely,, 
inflammation  with  local  suppuration  ;  inflammation  and  migra- 
tory suppuration  ;  and  hypertoxic  infections  non-suppurative. 
While  this  classification  is  open  to  criticism,  it  will  embrace  a 
considerable  number  of  cases  in  which  the  question  of  celiotomy 
may  be  raised,  and  is  a  classification  to  which  we  shall  again 
refer. 

Practically  speaking,  celiotomy  is  not  to  be  performed  for 
puerperal  sepsis  until  that  portion  of  the  genital  tract  accessible 
through  the  vagina  has  been  rendered  thoroughly  aseptic.  This 
calls  for  douching  and  curetting.  The  first  procedure,  douch- 
ing, is  best  limited  to  the  vagina,  and  where  puerperal  ulcers  are 
found  should  be  accompanied  by  the  application  to  these  ulcers 
of  an  escharotic  antiseptic ;  such  is  tincture  of  iodine,  glycerin, 
and  carbolic  acid,  long  a  favorite  for  this  condition.  In  employ- 
ing vaginal  douches  it  is  well  to  remember  that  the  germs  found 
in  the  vagina  are  partially  concealed  and  protected  by  the  albu- 
minous fluids  there  present.  Any  form  of  antiseptic  treatment 
which  coagulates  these  albuminoids  renders  the  active  chemical 
agent  in  the  antiseptic  compound  partly  inert.  For  this  reason 
the  combination  of  soap  with  an  antiseptic  is  especially  useful, 
as  seen  in  the  familiar  combination  of  green  soap  with  creolin, 
carbolic  acid,  lysol,  or  kresin.  If  the  action  of  bichloride  of 
mercury  is  preferred,  it  should  be  preceded  by  a  cleansing  injec- 
tion of  an  alkaline  soap,  after  which  the  bichloride  may  be  im- 
mediately used  and  will  be  far  more  effective. 

The  intrauterine  douche  should  give  place  to  the  intrauterine 
douche-curette;  and  for  use  within  the  uterine  cavity  carbolic 
acid,  thymol,  tricresol,  creolin,  or  lysol  is  to  be  preferred. 
After  curetting,  drainage  with  iodoform  gauze,  drainage  of  the 
lymphatics  of  the  abdomen  and  pelvic  peritoneum  by  saline 
purgation,  are  valuable  adjuncts.  The  question  still  remains, 
When,  after  such  thorough  disinfection  of  the  genital  tract 
accessible  through  the  vagina  has  been  performed  and  the  pa- 
tient does  not  improve,  shall  celiotomy  be  practised  ?  In  reply 
1  Nouvelles  Archives  d'Obstetrique  et  de  Gynecologie,  No.  3,  1894. 
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to  this  question  we  make  the  general  statement  that  when  a  focus 
of  infection  can  be  outlined  there  can  be  no  question  of  the 
propriety  of  attacking  that  focus,  either  through  the  vagina  or 
through  the  abdominal  wall.  The  recognition  of  such  a  focus 
is  to  be  made  by  careful  palpation,  with  the  patient  anesthetized. 
Pelvic  abscess  in  Douglas'  cul-de-sac,  tubal  and  ovarian  abscess, 
an  enlarged,  infected,  and  boggy  uterus,  can  frequently  be  out- 
lined in  this  manner.  Whether  the  anterior  abdominal  wall 
shall  be  incised,  or  the  inferior  abdominal  wall,  by  what  is  termed 
"vaginal  celiotomy,"  shall  be  opened,  must  depend  upon  the 
location  of  the  focus  of  infection.  At  present  a  strong  plea  is 
made  by  modern  operators  for  the  treatment  of  pelvic  suppura- 
tion by  vaginal  celiotomy.  It  is  held  that  drainage  has  the  ad- 
vantage of  gravity  by  this  method  ;  that  the  wall  of  the  abscess 
on  the  side  next  the  cavity  of  the  peritoneum  need  not  be 
opened  ;  and  that  protective  adhesions  which  have  walled  off  the 
peritoneal  cavity  need  not  thus  be  disturbed.  The  excellent 
results  which  attend  the  treatment  of  pelvic  suppuration  by 
vaginal  hysterectomy,  with  removal  of  the  tubes  and  ovaries,  are 
exceedingly  interestiDg  and  suggestive. 

Cases,  however,  are  met  with  in  which  the  focus  of  infection 
may  be  distinctly  outlined,  in  which  the  most  dependent  portion 
of  the  abscess  may  be  reached  through  the  vagina,  but  in  which 
the  thorough  extirpation  of  this  focus  requires  celiotomy  of  the 
anterior  abdominal  wall  as  well.  In  these  cases  valuable  time 
may  be  gained  by  first  draining  through  the  vagina  and  then 
removing  diseased  tubes  and  ovaries,  and  if  need  be  the  uterus 
as  well,  by  suprapubic  incision.  The  total  extirpation  of  the 
uterus  by  suprapubic  incision,  as  practised  by  Freund  and  made 
known  to  the  American  profession  by  Krug,  offers  the  advan- 
tage of  complete  removal  of  the  diseased  genital  tract,  with 
excellent  drainage  through  the  vagina.  This  operation  should 
supersede  hysterectomy,  with  the  exception  of  cases  in  which 
the  elements  of  time  and  shock  are  of  the  greatest  importance. 
Such  patients  may  be  most  speedily  relieved  by  amputation  of 
the  uterus,  removal  of  tubes  and  ovaries,  and  the  extraperi- 
toneal treatment  of  the  stump. 

There  remain  a  considerable  number  of  cases,  fortunately  not 
a  large  number,  in  which  no  one  infective  focus  can  be  dis- 
tinctly outlined,  and  in  which  the  patient's  condition  is  suf- 
ficiently good  to  warrant  celiotomy.     These  are  cases  of  acute 
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infection  of  the  general  peritoneum,  in  which  celiotomy  offers  a 
prospect  of  relief  only  when  performed  early. 

The  following  cases  illustrate  some  of  the  points  under  dis- 
cussion : 

Case  I.  Puerperal  septic  infection;  suprapubic  amputation 
of  the  uterus  and  removal  of  appendages  ;  extraperitoneal  treat- 
ment of  the  stump;  recovery. — The  patient,  primipara,  white,  of 
good  general  physique,  was  delivered  in  the  maternity  pavilion 
of  the  Philadelphia  Hospital.  Septic  infection  of  moderate 
severity  followed,  her  temperature  not  exceeding  102°,  grad- 
ually falling  to  100°.  Two  weeks  after  confinement,  her  tempe- 
rature remaining  elevated  and  her  general  strength  not  increas- 
ing, she  was  examined  under  ether.  No  abscess  conld  be  found. 
The  uterus,  however,  was  large,  easily  indented  ;  involution  was 
deficient.  As  the  uterus  was  too  large  to  be  removed  through 
the  vagina,  the  anterior  abdominal  wall  was  opened  and  the  ute- 
rus closely  inspected.  Beneath  its  peritoneal  covering  could  be 
seen  small  multiple  abscesses  in  its  parenchyma.  Tubal,  ova- 
rian, or  pelvic  abscess  could  not  be  found.  The  uterus  was 
accordingly  amputated,  the  stump  of  the  cervix  brought  outside 
the  peritoneal  cavity  and  fixed  in  the  lower  angle  of  the  abdomi- 
nal wound.  The  tubes  and  ovaries  were  removed  with  the 
upper  portion  of  the  uterus.  The  patient  made  a  good  recov- 
ery. On  section  the  uterine  muscle  showed  small  multiple 
abscesses. 

The  cases  next  reported  illustrate  infection  of  the  general 
peritoneal  cavity. 

Case  II.  Acute  abdominal  infection,  following  parturition, 
from  ruptured  ovarian  abscess  ;  celiotomy  and  drainage  ;  death. 
— A  young  colored  woman  had  been  confined  at  the  Philadelphia 
Hospital;  her  confinement  had  been  normal  and  her  puerperal 
period  also  normal.  Two  weeks  after  labor  she  was  transferred 
for  her  convalescence  to  the  puerperal  ward  of  the  hospital. 
She  asked  to  be  allowed  to  do  light  work,  and  was  about  the  ward 
for  two  days  when  she  was  taken  with  fever,  vomiting,  and  pain 
in  the  abdomen.  Influenza  was  then  epidemic,  and  her  symp- 
toms were  those  of  abdominal  grip.  She  was  put  to  bed,  her 
bowels  freely  moved,  and  her  fever  reduced  by  sponging.  I 
saw  her  the  next  day,  finding  her  much  more  comfortable,  but 
noticed  in  her  appearance  evidence  of  some  infection  more  severe 
than  that  of  grip.     On  seeing  her  the  following  morning  it  was- 
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at  once  evident  that  she  was  severely  infected.  Her  abdomen 
was  flat ;  her  temperature  was  not  high,  102°  F.,  but  her  rapid 
pulse  and  depressed  nervous  condition  showed  plainly  that  she 
was  in  great  danger.  Celiotomy  was  at  once  performed.  The 
intestines  were  paretic,  red  ;  there  was  no  lymph  upon  the  in- 
testines or  peritoneum,  but  a  small  quantity  of  thin,  reddish 
fluid,  containing  minute  flakes  of  grayish  color,  was  found  in 
Douglas'  cul-de-sac  and  among  the  intestines.  The  right  ovary 
was  enlarged,  and  there  had  been  a  small  abscess  in  the  substance 
of  the  ovary.  A  minute  aperture  existed  upon  the  abdominal 
aspect  of  the  ovary,  through  which  the  infecting  material  had 
escaped.  The  tube  and  ovary  were  removed,  the  pelvic  cavity 
freely  flushed  and  drained  ;  death  occurred  within  a  few  hours. 

Case  III.  Puerperal  septic  infection;  retained  placenta ; 
lacerated  perineum;  removal  of  the  placenta;  suture  of  the 
perineum ;  curetting  and  douching ;  celiotomy  ivith  flushing 
and  drainage  for  beginning  infection  of  the  abdominal  cavity  ; 
recovery. — The  patient,  a  primipara,  was  brought  to  the  Phila- 
delphia Hospital  from  a  lodging  house  ;  her  child  had  been  born, 
but  the  placenta  remained.  Immediately  after  admission  the 
placenta  was  removed,  the  uterus  douched,  and  the  perineum 
sutured.  Temporary  recovery  followed,  but  symptoms  of  begin- 
ning infection  of  the  abdominal  cavity  supervened.  On  per- 
forming celiotomy  the  intestines  were  found  reddened,  perito- 
neum darker  in  color  than  normal ;  lymph  was  absent ;  a  small 
quantity  of  thin,  grayish,  watery  fluid  was  found  among  the 
intestines  and  in  Douglas'  cul-de-sac.  The  abdomen  was  flushed 
with  normal  salt  solution  and  drained.     The  patient  recovered. 

I  desire  to  call  attention  in  Cases  2  and  3  to  a  sign  of  diagnos- 
tic value :  in  both  of  these  cases  the  classic  symptoms  of  begin- 
ning peritonitis  were  entirely  absent.  The  abdomen  was  not 
swollen  or  sensitive,  nor  was  tympanites  present,  nor  was  con- 
stipation present.  On  inspecting  the  abdomen  and  thorax  it 
was  seen  that  the  lower  intercostal  muscles  scarcely  moved  in 
respiration.  While  it  is  true  that  the  movement  of  these  mus- 
cles is  but  slight,  it  was  evident  in  these  cases  that  even  this 
slight  movement  was  lacking.  The  patients  did  not  give  the 
impression  of  immobilizing  the  abdominal  muscles  to  prevent 
pain,  but  it  was  evident  that  these  muscles  were  paretic  by  rea- 
son of  septic  poison.  I  have  not  found  this  sign  recorded  in  the 
descriptions  of  peritonitis,  but  when  examining  the  second  case 
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it  was  brought  forcibly  to  mind  and  assisted  in    making    the 
diagnosis  and  giving  the  prognosis. 

Case  IV.  Criminal  abortion  •  septic  infection ;  multiple 
abscess  of  the  abdominal  cavity  ;  celiotomy,  death. — This  case  is 
sufficiently  described  by  the  title.  The  point  of  especial  interest 
was  the  wide-spread  suppuration  found  upon  celiotomy  and  the 
fact  that  a  collection  of  pus  existed  beneath  the  liver.  In  this 
case  the  abdomen  was  not  swollen,  but  gave  a  boggy  sensation 
to  the  hand  upon  making  gentle  pressure. 

Case  V.  Criminal  abortion  with  perforation  of  the  uterus 
by  the  instrument  of  the  abortionist;  septic  infection ;  curet- 
ting and  douching  •  abscess  in  Douglas1  cul-de-sac ;  rupture  of 
abscess  ;  general  peritoneal  infection  •  death  from  shock. — This 
patient  applied  to  a  gynecological  clinic  for  the  relief  of  cystitis ; 
she  shortly  afterward  aborted  at  her  lodging.  This  abortion 
was  followed  by  fever,  temperature  101°  and  102°,  for  which 
the  uterus  and  vagina  were  curetted  and  douched.  Iodoform- 
gauze  drainage  was  employed.  The  patient  did  well  for  several 
days  until  she  was  suddenly  seized  with  symptoms  of  acute  in- 
fection and  profound  shock.  She  was  brought  in  a  cab  to  Jef- 
ferson College  Hospital,  but  died  without  reacting  from  shock. 
Post-mortem  examination  disclosed  an  abscess  deep  in  the  pelvis, 
in  Douglas'  cul-de-sac,  which  had  ruptured  into  the  general 
peritoneal  cavity.  In  this  case  vaginal  drainage  was  indicated, 
if  the  patient's  condition  had  justified  operative  interference. 
Post-mortem  examination  of  the  uterus  showed  that  a  slender 
instrument,  probably  the  uterine  sound  of  the  abortionist,  had 
perforated  the  posterior  wall  of  the  uterus.  As  a  large,  blunt 
curette  had  been  employed,  it  was  not  thought  that  this  instru- 
ment had  done  violence  to  the  uterus.  The  uterus  was  found 
clean  within  and  empty. 

"We  may  summarize  our  discussion  of  this  question  as  follows : 
When  the  uterus  and  vagina  have  been  thoroughly  disinfected 
by  the  curette  and  douche,  and  the  lymphatics  of  the  pelvis 
and  peritoneum  have  been  well  drained  by  saline  purgatives',  if 
the  patient  does  not  improve  the  question  of  celiotomy  must  be 
considered.  If  an  infective  focus  can  be  distinctly  outlined 
under  anesthesia,  it  must  be,  if  possible,  extirpated.  Yaginal 
celiotomy  will  often  drain  a  pelvic  abscess  with  the  least  dis- 
turbance and  give  valuable  time  for  an  improvement  in  general 
condition.     If  vaginal  hysterectomy  with  removal  of  the  tubes 
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and  ovaries  can  be  performed  it  may  supplement  the  vaginal 
drainage  of  an  abscess.  If  it  cannot  be  performed,  suprapubic 
celiotomy,  with  amputation  or  extirpation  of  the  uterus  and 
appendages  and  vaginal  drainage,  is  indicated.  Celiotomy,  flush- 
ing with  saline  solution,  and  drainage  are  also  indicated  in 
beginning  infection  of  the  general  peritoneal  cavity. 
25u  South  21st  street. 
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1.  Strangulated  movable  kidney:  a  plea  and  a  plan  for  its 
active  treatment— On  September  28th,  1894, 1  was  asked  by  Dr. 
A.  Baron,  of  this  city,  to  see  with  him  Miss  O.  S.,  aged  28  years. 
On  the  way  to  her  residence  Dr.  Baron  gave  me  the  following 
history  of  the  case  :  Patient  was  well  up  to  eight  years  ago. 
Since  that  time  she  has  been  a  constant  sufferer  from  dyspeptic 
symptoms,  discomfort  when  lying  on  left  side,  cardiac  palpita- 
tion, and  general  nervousness.  No  disturbances  in  the  genital 
sphere. 

For  the  past  six  years  she  has  noticed  a  growth  or  swelling  in 
the  right  lumbar  and  inguinal  regions,  which  was  pronounced  a 
movable  right  kidney  in  November,  1891,  by  her  former  family 
physician.     In  this  diagnosis  Dr.  Baron  concurred. 

In  October,  1892,  she  was  suddenly  taken  ill  with  vomiting, 
general  distress,  great  pain  in  right  side  and  back,  and  rectal 
tenesmus.  Dr.  Baron,  who  attended  her,  diagnosticated  strangu- 
lation of  the  movable  right  kidney,  and  succeeded  in  terminating 
the  attack,  after  it  had  lasted  about  fifteen  hours,  by  manipulation 
of  the  offending  organ. 

A  second  attack  of  strangulation  of  the  movable  right  kidney 

came  on  very  suddenly  on  September  28th,  1894,  at  10  a.m.     Dr. 

Baron  failed  to  relieve  it  by  the  manipulation  employed  in  the 

first  attack.     I  first  saw  the  patient  with  Dr.  Baron  at  6.30  p.m., 

11 
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some  eight  hours  after  beginning  of  the  attack.  She  presented 
the  classical  clinical  picture  of  strangulated  movable  kidney: 
agonizing  pain  in  the  right  half  of  the  abdomen,  which  a  liberal 
hypodermic  of  morphine  had  failed  to  relieve  in  the  least  degree ; 
intense  nausea,  chilly  sensations,  cold,  clammy  perspiration,  and 
a  general  feeling  of  extreme  distress.  The  pulse  was  110  and 
small,  and  the  general  picture  that  of  profound  shock ;  tempera- 
ture normal. 

On  examination  the  entire  abdomen  was  found  moderately 
tympanitic  and  sensitive  to  pressure.  Occupying  the  right  lum- 
bar region,  distending  it  and  extending  into  the  neighboring 
regions,  was  found  a  globular,  elastic  tumor,  some  twenty  centi- 
metres in  diameter,  and  exquisitely  painful  on  manipulation. 

Even  with  the  straight  history  it  was  not  easy  to  persuade 
one's  self  that  this  tumor  represented  the  movable  right  kidney. 
There  was  absolutely  no  approximation  to  the  renal  shape.  The 
tumor  was  manipulated  in  the  manner  presently  to  be  described. 

In  less  than  five  minutes  it  assumed  in  my  hands  the  normal 
shape  of  the  kidney  and  was  then  gently  pushed  up  beneath  the 
right  ribs.  Every  symptom  disappeared  at  once,  as  if  by  magic, 
and  the  patient  was  herself  again.  A  few  hours  later  there  was 
a  somewhat  copious  secretion  of  urine ;  on  the  next  morning  the 
patient  left  bed  and  resumed  her  household  duties. 

The  manipulation  which  fortunately  gave  such  prompt  relief 
to  our  patient  was  the  outcome  of  some  thought  upon  the  proba- 
ble etiology  of  strangulated  movable  kidney  and  the  mechanism 
of  its  production.  To  my  mind  incarceration,  followed  by  stran- 
gulation, of  a  movable  kidney  can  only  occur  under  one  mechan- 
ical condition — i.e.,  when  the  lower  pole  of  a  descending  kidney 
impinges  against  the  anterior  abdominal  wall  in  such  a  manner 
that  its  further  progress  downward  is  arrested.  If,  while  the 
lower  pole  is  fixed  against  the  anterior  abdominal  wall,  the  upper 
pole  of  the  kidney  continues  its  descent  until  it  reaches  a  hori- 
zontal level  lower  than  that  of  the  lower  pole,  any  strain  involving 
contraction  of  the  abdominal  muscles  must  tend  to  increase  the 
rotation  of  the  kidney  upon  an  axis  formed  by  the  renal  artery 
and  vein  and  the  ureter.  The  arc  of  rotation,  while  the  kidney 
remains  in  this  abnormal  position,  with  its  lower  pole  forward 
and  upward  and  its  upper  pole  downward  and  backward,  will 
vary  between  ninety  and  one  hundred  and  eighty  degrees — 
quite  enough  of  a  twist  for  the  short  root  of  the  kidney. 
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Incarceration  of  the  kidney  with  torsion  of  the  ureter,  renal 
artery  and  vein,  leads  to  almost  immediate  distention  of  the 
renal  blood  vessels  aud  hydronephrosis,  and  soon  the  strangu- 
lation is  complete. 

Assuming  the  correctness  of  this  theory  of  the  production  of 
strangulated  movable  kidney,  a  logical  attempt  at  a  correction 
of  the  condition  must  look  to  a  reversal  of  the  mechanism  of 
production.  That  is,  the  renal  tumor  being  grasped  in  both 
hands,  one  placed  upon  the  back  and  one  upon  the  front  of  the 
abdomen,  rotation  of  the  tumor  is  effected  in  such  a  manner  that 
the  displaced  lower  pole  is  caused  to  descend  along  the  back  of 
the  anterior  abdominal  wall,  while  the  displaced  upper  pole  glides 
upward  along  the  posterior  abdominal  wall  to  its  place  beneath 
the  diaphragm. 

As  already  stated,  this  taxis  succeeded  at  once  in  our  case,  and 
within  five  minutes  the  huge  globular  renal  tumor  assumed  the 
shape  of  a  normal  kidney  in  the  manipulating  hands.  The 
normal-sized  kidney  was  now  pushed  up  into  its  place,  and  the 
relief  was  as  immediate  as  obtains  in  our  most  favorable  and 
brilliant  cases  of  reduction  of  incarcerated  hernia. 

One  of  the  most  recent  and  authoritative  works  upon  movable 
kidney  '  thus  sums  up  the  therapeusis  of  strangulated  movable 
kidney :  "  A  purely  symptomatic  treatment  is  the  only  thing  in 
order :  rest  in  bed,  rigid  diet,  warm  moist  applications,  eventually 
warm  baths,  narcotics.  Attempts  at  reposition  during  the  per- 
sistence of  symptoms  of  incarceration  are  useless  and  do  harm 
rather  than  good." 

Comment  upon  these  utterances,  which  seem  to  represent  the 
general  attitude  of  the  profession,  is  superfluous  after  the  recital 
of  the  history  of  the  case  just  reported. 

To  Dr.  A.  Baron  belongs  the  credit  of  having,  as  far  as  my 
knowledge  goes,  first  succeeded  (in  October,  1892)  in  the  reduc- 
tion of  a  strangulated  movable  kidney,  although  the  reduction 
was  effected  by  manipulation  without  a  systematic  plan  further 
than  to  push  the  displaced  organ  into  place.  The  only  original- 
ity claimed  by  the  author  is  in  the  formation  of  a  plan  of  reduc- 
tion applicable  to  all  cases  of  strangulated  movable  kidney,  and 
in  first  having  put  this  plan  to  a  practical  and  successful  test. 

An  examination  of  the  patient  a  few  days  later  showed  mo- 

1  Paul  Wagner:  "  Abriss  der  Nierenckirurgie,"  1893,  p.  230. 
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bilitv  of  both  kidneys,  the  right  being  movable  fifteen  and  the 
left  twelve  centimetres. 

On  October  17th,  1S94:,  with  the  kind  assistance  of  Drs.  A. 
Baron,  J.  D.  McBarron,  and  J.  S.  Richardson,  bilateral  nephror- 
rhaphy  was  successfully  performed  at  the  home  of  the  patient. 

2.  The  relations  of  movable  right  kidney  arid  appendicitis. 
— In  the  early  half  of  1893  my  attention  was  called  to  the  pos- 
sibility of  a  relation  between  movable  kidney  and  appendicitis 
in  the  following  manner  :  It  so  happened  that  I  was  called 
upon,  within  a  period  of  four  months,  to  operate  upon  three 
cases  of  acute  appendicitis,  or  rather  exacerbations  of  chronic 
appendicitis,  in  all  three  of  which  I  had  a  short  time  previously 
performed  nephrorrhaphy  for  movable  right  kidney.  One  of 
these  patients  was  operated  upon  for  appendicitis  within  four 
weeks  after  nephrorrhaphy,  the  other  two  after  a  longer  inter- 
val. The  attention  of  myself  and  of  my  house  staff  having  thus 
been  called  to  the  suspiciously  common  coexistence  of  the  two 
conditions,  we  began  to  investigate  the  frequency  of  the  com- 
bination. As  I  make  it  a  rule  to  examine  every  patient  both 
for  movable  kidney  and  for  the  presence  or  absence  of  a  dis- 
eased appendix,  we  were  not  long  in  reaching  definite  conclu- 
sions. 

The  results  of  our  investigations  were  rather  startling.  We 
found  that  over  sixty  per  cent  of  patients  with  movable  right 
kidney  producing  symptoms  were  at  the  same  time  the  pos- 
sessors of  more  or  less  diseased  appendices  vermiformes.  The 
appendicitis  varied  from  the  mildest  forms  of  congestion  and 
catarrhal  appendicitis  to  the  severer  types  of  the  disease  im- 
peratively calling  for  surgical  interference.  The  diagnosis  of 
movable  kidney  was  made  according  to  the  now  well-established 
rules ;  that  of  appendicitis  by  careful  palpation  of  the  vermi- 
form appendix  according  to  the  method  described  by  the  author.1 

Since  April  18th,  1893,  I  have  removed  no  less  than  ten  dis- 
eased appendices  vermiformes  thus  coexisting  with  movable 
right  kidney.  All  of  the  cases  were  successful  and  made  prompt 
recoveries,  and  in  all  the  previous  diagnosis  of  appendicitis, 
made  by  palpation,  was  confirmed  at  operation. 

The  practical  importance  of  this,  as  far  as  I  know,  new  obser- 
vation becomes  at  once  apparent.  We  may  successfully  anchor 
a  movable  kidney  by  nephrorrhaphy  and  yet  fail  to  relieve  our 
1  American  Journal  of  the  Medical  Sciences,  May,  1894. 
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patient  of  all  her  symptoms,  many  of  which  may  depend  upon 
the  appendicitis,  and  vice  versa. 

As  a  matter  of  practical  experience  I  have  found  that,  in  the 
majority  of  patients  with  movable  right  kidney  and  appendicitis 
whose  history  I  have  been  able  to  follow,  the  appendicitis  im- 
proved more  or  less  after  the  fixation  of  the  kidney  by  nephror- 
rhaphy.  Thirteen  of  them,  however,  had  one  or  more  attacks 
of  acute  appendicitis  after  the  nephrorrhaphy.  Three  of  these 
declined  operation  ;  in  the  remaining  ten,  as  already  stated,  I 
removed  the  offending  appendix. 

The  writer  believes  that  the  movable  right  kidney  is  directly 
responsible  for  the  appendicitis  in  the  vast  majority  of  these 
cases  of  coexistence  of  the  two  affections.  Nor  is  this  causal 
relation  very  difficult  to  understand  when  we  consider  the  vas- 
cular supply  of  the  appendix  and  the  way  it  must  be  interfered 
with  by  a  movable  right  kidney.  The  appendix  vermiformis 
receives  its  blood  supply  from  the  ileo-colic  branch  of  the  supe- 
rior mesenteric  artery.  Its  blood  is  returned  by  way  of  the 
superior  mesenteric  vein,  the  large  trunk  of  which  "  ascends 
along  the  right  side  and  in  front  of  the  corresponding  (superior 
mesenteric)  artery,  passes  in  front  of  the  transverse  portion  of 
the  duodenum,  and  unites  behind  the  upper  border  of  the  pan- 
creas with  the  splenic  vein  to  form  the  vena  portag  "  (Gray). 

One  of  the  first  things  a  movable  right  kidney  must  do  is  to 
dislocate  the  duodenum  and  head  of  the  pancreas,  compressing 
the  superior  mesenteric  vessels  between  the  head  of  the  pan- 
creas and  the  bodies  of  the  spinal/vertebrse.  The  interference 
with  the  circulation  of  the  appendix  ceci  soon  leads  to  chronic 
congestion  of  the  organ,  and,  that  once  established,  the  way  for 
appendicitis  is  paved. 

3.  Movable  right  and  left  kidneys;  pyonephrosis  dextra / 
nephrorrhaphy  and  nephrectomy  at  one  sitting. — The  case  is 
reported  because  nephrorrhaphy  on  one  side  and  nephrectomy 
on  the  other,  at  the  same  sitting,  is  possibly  still  a  unique  per- 
formance. 

Mrs.  L.  B.,  aged  27,  the  wife  of  a  physician,  was  brought  to 
me  for  consultation  by  her  husband,  May  2d,  1894.  She  began 
to  menstruate  at  the  age  of  10^,  the  flow  occurring  regularly 
every  four  weeks,  being  very  free,  and  lasting  ten  to  twelve 
days.  Dysmenorrhea  up  to  the  birth  of  her  first  child ;  none 
since.  She  was  married  at  17,  had  no  miscarriages,  and  gave 
birth  to  two  children,  the  last  in  September,  1S89. 
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Her  chief  and  most  distressing  symptom,  dating  back  to  the 
age  of  7  years,  has  been  a  persistent,  more  or  less  severe  pain  in 
the  right  middle  and  lower  abdomen.  From  the  age  of  12  there 
have  been  in  addition  moderate  lencorrhea,  constant  backache 
and  bearing-down  pains  in  lower  abdomen,  irritable  bladder,  and 
inability  to  lie  on  either  side,  the  dorsal  decubitus  being  the 
only  comfortable  one. 

Some  two  years  ago  Dr.  Alexander  Skene,  of  Brooklyn,  dia- 
gnosticated a  movable  right  kidney.  Several  other  physicians 
subsequently  examined  her,  but  did  not  concur  in  the  above 
diagnosis.  Some  of  them  denied  the  existence  of  any  tumor 
whatsoever — among  them  a  prominent  gynecologist,  who  ex- 
amined her  carefully  under  ether,  curetted  the  uterus,  and  re- 
paired a  lacerated  cervix.  No  attempt  was  made  to  treat 
surgically  a  retroversion  of  the  uterus  which  existed  at  the  time 
of  operation.  The  failure  to  recognize  the  movable  kidney  in 
narcosis  was  no  doubt  due  to  the  fact  of  the  examination  being 
made  with  the  patient  flat  on  her  back — which  but  emphasizes 
the  demand  I  have  elsewhere  formulated  to  make  all  examina- 
tions for  mobility  of  the  kidneys  with  the  patient  in  the  erect 
position. 

Great  improvement  for  a  time  followed  the  operations  of 
trachelorrhaphy  and  curettage — due  probably  in  great  part  to  the 
long  rest  in  bed — but  soon  the  old  troubles  returned  and  the 
patient  became  addicted  to  the  habitual  use  of  morphine.  Dr. 
Charles  B.  White,  who  saw  the  patient  shortly  before  she  con- 
sulted me,  diagnosticated  movable  right  kidney  with  intermittent 
hydronephrosis — a  diagnosis  in  which  I  concurred. 

The  following  was  recorded  as  the  result  of  my  first  exam- 
ination :  Right  kidney  displaced  far  downward,  its  lower 
pole  reaching  almost  to  pubis,  greatly  enlarged,  of  irregular 
contour  and  uneven  surface  ;  it  can  be  pushed  up  into  its  normal 
position,  but  only  with  some  difficulty.  Left  kidney  movable 
three  inches,  easily  replaceable.  Appendix  vermiformis  normal. 
Tubes  and  ovaries  normal  in  size,  prolapsed  backward,  with 
retroverted  fundus  uteri.  Uterus  increased  in  size  about  fifty 
per  cent,  retroverted  in  second  degree,  readily  anteverted. 
Heart  sounds  normal.  Urine  (one  examination)  presents  nothing 
abnormal.  Bilateral  nephrorrhaphy  advised,  to  be  followed  sub- 
sequently by  curettage  of  uterus  and  shortening  of  round  liga- 
ments. 


EDEBOHLS  :    MOVABLE    KIDNEY    AND   NEPHRORRHAPHY.  167 

Operation  May  23d,  1894,  at  a  private  residence,  with  the 
kind  and  efficient  assistance  of  Dr.  C.  B.  White.  Ether.  Usual 
incision  in  back  over  right  kidney.  Liver  presented  in  wound. 
Peritoneum  wounded,  and  the  accident  availed  of  to  make  digi- 
tal exploration  of  the  adjacent  viscera.  Peritoneal  wound  closed 
by  running  catgut  suture.  A  portion  of  the  right  kidney,  four 
inches  in  length,  was  now  brought  to  the  bottom  of  the  wound. 
It  so  greatly  resembled  the  distended  large  intestine  that  for  a 
time  we  were  in  doubt  about  its  identity.  It  was  finally  iden- 
tified by  rolling  it  around  and  stripping  off  the  perirenal  fat  until 
the  ureter  and  renal  vessels  were  recognized.  The  kidnev  itself, 
after  coaxing  it  out  upon  the  back,  measured  twenty-three  centi- 
metres in  length  and  was  converted  into  a  thin  sac  moderately 
distended  with  fluid.  It  was  returned  into  the  body  to  await 
the  result  of  an  exploratory  incision  upon  the  left  kidney.  The 
left  kidney  was  found  enlarged  but  otherwise  healthy,  evidently 
doing,  and  able  to  do,  the  work  of  both.  It  was  anchored  in  the 
way  described  by  the  writer,1  and  the  left  wound  closed.  Re- 
turning now  to  the  right  kidney,  this  organ,  evidently  degene- 
rated beyond  the  possibility  of  repair,  was  removed  without  spill- 
ing a  drop  of  its  contents,  the  renal  artery  and  vein  and  the 
ureter  being  separately  tied  with  silk.  Iodoform-gauze  tam- 
ponade of  wound.  On  examination  after  removal  the  right 
kidney  was  found  distended  into  a  huge  sausage-shaped  sac,  the 
walls  of  which  were  everywhere  as  thin  as  the  walls  of  the  renal 
pelvis.  This  sac  was  filled  with  purulent  urine  having  a  decided 
ammoniacal  odor.     (Specimen  presented.) 

The  patient,  under  the  care  of  Dr.  AVhite,  who  kindly  under- 
took the  after-treatment,  made  a  good  recovery,  marred  only 
by  an  attack  of  acute  catarrhal  pneumonia  in  the  third  week, 
and  by  the  occurrence  of  suppuration,  requiring  the  subsequent 
removal  of  the  buried  silkworm-gut  sutures  and  of  the  silk  liga- 
ture around  the  renal  artery  and  vein,  and  of  that  around  the 
ureter. 

The  patient's  husband  writes,  under  date  of  November  30th, 
189-1:  "Wife  was  operated  on  May  23d.  June  13th  you  and 
Dr.  White  removed  some  stitches.  October  31st  Dr.  White 
etherized  her  and  secured  both  ligatures,  and  removed  one  stitch 
from  left  side.  All  this  time  both  wounds  suppurated  ;  still  she 
increased  slowly  in  strength  and  flesh.  November  7th  found 
1  American  Journal  of  the  Medical  Sciences,  March  and  April,  1893. 
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both  wounds  closed,  and  they  have  remained  so.  AVife  com- 
plains only  of  symptoms  due  to  her  uterine  retroflexion.  From 
weighing  one  hundred  and  twelve  pounds  six  weeks  after  opera- 
tion, she  has  gone  up  to  one  hundred  and  twenty-six  and  looks 
the  best  she  has  looked  in  nine  years.  She  attends  to  household 
duties,  eats  regularly,  sleeps  well,  and  requires  no  medicine. 
The  remaining  kidney  stays  anchored." 

4.  The  suture  material  in  nephrorrhaphy. — In  all  my  ne- 
phrorrhaphies,  with  the  exception  of  the  first  four,  the  buried 
suture  was  used  to  anchor  the  kidney.  In  eight  the  material  of 
the  buried  suture  was  either  kangaroo  tendon  or  chromicized 
catgut ;  in  forty-seven  silkworm  gut.  I  have  until  quite  re- 
cently given  the  preference  to  the  non-absorbable  silkworm  gut, 
as  more  likely  to  contribute  to  a  secure,  permanent  anchorage  of 
the  kidney.  It  so  happens,  however,  as  will  be  further  detailed 
in  the  next  note,  that  the  only  two  kidneys  upon  which  I  have 
performed  nephrorrhaphy  and  which  to  my  knowledge  have 
again  become  movable  were  fastened  by  buried  silkworm  su- 
tures, though  this  fact  had,  I  believe,  nothing  to  do  with  this 
result. 

My  main  reason  for  now  preferring  chromicized  catgut  to 
silkworm  gut  as  a  buried  suture  in  nephrorrhaphy  lies  in  the 
fact  that  the  buried  permanent  suture  may,  months  and  years 
after  operation,  establish  a  fistulous  sinus  and  require  removal; 
and  the  removal  of  a  buried  silkworm  suture  from  the  kidney  is 
not  always  an  easy  matter.  The  sclerotic  changes  in  the  paren- 
chyma of  the  kidney,  which  Le  Cuziat  has  shown  to  occur  to  a 
depth  of  three  to  four  millimetres  along  each  suture,  probably 
depends  very  little,  if  at  all,  upon  the  material  of  which  the 
suture  is  composed.  My  catgut  is  chromicized  to  last  from  five 
to  ten  weeks. 

With  this  exception  of  change  of  material  for  the  buried 
suture,  the  writer  has  found  no  occasion  to  alter  the  technique  of 
nephrorrhaphy  as  he  originally  described  it. 

5.  The  results  of  nephrorrhaphy . — Since  February  8th,  1890, 
the  date  of  his  first  operation,  the  writer  has  performed  nephror- 
rhaphy upon  fifty  patients,  all  women.  In  nine  of  these  fifty 
patients  both  kidneys  were  anchored,  making  fifty-nine  nephror- 
rhaphies  in  all.  One  of  the  patients  (Case  4,  elsewhere  reported 
in  full)  died.  Of  the  remaining  fifty-eight  anchored  kidneys, 
only  two  have,  to  the  writer's  knowledge,  again  become  mov- 
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able.  In  both  cases,  however,  such  a  result  was  not  to  be  mar- 
velled at  and  scarcely  speaks  against  the  technique  of  the  ope- 
ration. 

Upon  the  first  of  these  two  patients  bilateral  nephrorrhaphy 
was  performed  on  March  10th,  1893.  In  presenting  her  to  this 
Society,  April  18th,  1893,  I  remarked  on  "the  wilfulness  of  the 
patient,  sitting  up  in  bed  repeatedly  during  the  first  six  days 
after  operation."  Under  date  of  October  26th,  1894,  Dr.  Ernest 
Palmer,  of  Brooklyn,  kindly  writes  me  :  "  I  found  that  the  kid- 
ney of  the  right  side  had  become  detached  from  its  anchorage 
and  had  descended  to  a  point  midway  between  the  anterior 
superior  spine  of  the  ilium  and  the  umbilicus.  The  left  kidney 
was  firmly  attached." 

The  second  case,  a  patient  of  Dr.  R.  G.  Wiener,  had  chronic 
nephritis  for  several  years  before  operation,  and  a  movable  right 
kidney.  The  symptoms  due  to  the  mobility  of  the  right  kid- 
ney were  so  urgent  that  both  Dr.  Wiener  and  his  patient — the 
latter  also  with  a  full  knowledge  of  her  nephritis — desired 
nephrorrhaphy.  The  operation  was  performed  at  the  house  of 
the  patient,  with  the  kind  assistance  of  Dr.  Wiener,  on  May 
11th,  1893.  The  kidney  was  found  extensively  diseased,  its 
surface  being  nodular  and  the  capsule  irregularly  thickened  and 
very  adherent  as  a  result  of  inflammatory  changes.  On  the 
posterior  aspect  of  the  kidney,  near  its  lower  pole,  squarely  in 
the  centre  of  that  portion  of  the  kidney  we  depended  upon  for 
adhesion  to  the  lumbar  incision,  a  cyst  nearly  four  centimetres 
in  diameter  was  encountered.  The  contents  of  the  cyst,  a  turbid 
serum,  were  evacuated  by  incision  through  the  kidney  substance, 
the  wound  of  the  kidney  being  closed  by  running  catgut  suture. 
The  kidney  was  then  anchored  in  the  usual  way  by  five  buried 
silkworm  sutures. 

The  wound  healed  by  primary  union  throughout.  Dr.  Wie- 
ner informs  me  that  all  the  symptoms  due  to  the  movable  kidney 
disappeared  for  a  period  of  eight  to  ten  months,  when  the  kidney 
again  became  as  movable  as  ever,  with  a  return  of  all  her  former 
symptoms. 

Of  the  forty-one  cases  in  which  one  kidney  only  required 
fixation,  forty  were  cases  of  movable  right  kidney  and  only  one 
a  movable  left  kidney.  In  this  latter  case  the  dislocation  of  the 
kidney  was  acute,  the  cause  being  a  violent  fall  down  stairs. 

198  Second  avenue. 
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BENJAMIN   EDSON,  M.D., 
Brooklyn,  N.  Y. 


In  the  course  of  a  paper  on  "  The  Relations  of  Hysteria  to 
Structural  Changes  in  the  Uterus  and  its  Adnexa,"  read  by  Dr. 
A.  P.  Clarke  before  the  American  Association  of  Obstetricians 
and  Gynecologists,  and  published  in  The  American  Journal  of 
Obstetrics,  vol.  xxx.,  page  477  et  seq.,  he  says :  "  I  am  not  un- 
aware that  attacks  of  hysteria  have  been  occasionally  regarded 
as  occurring  in  men.  The  age  at  which  hysteria  occurs  favors 
the  view  that  the  disease  takes  place  during  the  period  of  great- 
est activity  of  the  genital  organs.  The  disease  that  sometimes 
occurs  in  males  has,  it  is  true,  an  apparent  resemblance  to  hys- 
teria, but  its  greatest  manifestation  is  not  developed  until  later 
in  life."  The  purport  of  all  that  he  says  on  this  phase  of  the 
subject  is  that : 

1.  True  hysteria  does  not  occur  in  the  male. 

2.  The  pseudo-hysteria  in  males  is  a  disease  of  advanced  age, 
"as  the  result  of  damaged  or  decaying  cerebral  centres." 

His  remarks  upon  this  subject  are,  it  is  true,  but  an  incidental 
feature  of  his  paper,  but  they  raise  at  once  the  question  whether 
the  disease  recognized  as  hysteria  is  confined  exclusively  to  the 
female  sex. 

To  this  end  it  is  essential  to  first  determine  what  hysteria  is. 
It  is  admittedly  a  protean  disease,  which  in  different  persons, 
and  at  various  times,  simulates  almost  every  known  disease. 
The  attempts  of  medical  writers  to  define  it  have  been  varied, 
inconclusive,  and  bewildering.  It  may  be  interesting,  if  not 
profitable,  to  consider  some  of  these  many  definitions : 

Dunglison  : '  "  A  species  of  neurosis,  so-called  because  reputed 
to  have  its  seat  in  the  uterus  (hystera)." 

Aitken :  "  A  complex  morbid  condition  of  all  the  cerebral 
functions,  of  a  chronic  kind,  .  .  .  while  the  most  common  and 

1  "  Dictionary  of  Medical  Science,"  twentieth  edition. 
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characteristic^features  of  the  affection  are  certain  material 
changes  of  a  convulsive  nature  and  of  paroxysmal  occurrence." 

Niemeyer :  u  Derangements  of  the  sensory,  motor,  and  psychi- 
cal functions,  and  nearly  always  combined  with  disorder  of  the 
circulatory  and  nutritive  systems.  It  usually  proceeds  from  de- 
rangement of  the  sexual  apparatus." 

Bennett :  "  Any  kind  of  perverted  nervous  function  connected 
•with  uterine  derangement.     Nothing-  can  be  more  vague  than 

o  o  o 

this  term." 

Taylor:  "  A  disorder  of  the  nervous  system  which  leads  to 
various  functional  disturbances,  sensory,  motor,  and  visceral." 

Tanner:  ;'A  nervous  disorder" — and  his  definition  stops, 
and  he  enters  upon  a  lengthy  description  of  the  various  sympto- 
matic disturbances  that  attend  it. 

Roberts  :  "  Hysteria  is  a  very  complex  morbid  condition,  of 
the  nature  of  which  it  is  impossible  to  speak  definitely." 

Reynolds:  "A  particular  form  of  convulsion" — which  is  as 
far  as  his  definition  goes. 

Broadbent  is  satisfied  with  Copeland's  definition  :  "  A  nervous 
disorder,  often  assuming  most  varied  Jiorms,  but  commonly  pre- 
senting a  paroxysmal  character." 

Lyman  :  "  Hysteria  is  a  functional  disease  of  the  brain." 

Bristowe :  "  A  functional  disorder  of  the  nervous  system,  oc- 
curring mainly  in  females." 

Bartholow  :  "  A  functional  nervous  trouble,  characterized  by 
various  motor,  sensory,  and  intellectual  disturbances,  and  by  ex- 
cessive variability  in  their  seat  and  manifestations." 

Osier  gives  the  definition  of  Mobius  :  "A  state  in  which 
ideas  control  the  body  and  produce  morbid  changes  in  the  func- 
tions." 

Gowers  :  "  The  term  hysteria  is  applied  to  a  morbid  state  of 
the  nervous  system  which  is  far  more  common  in  women  than 
in  men.  The  primary  derangement  is  of  the  higher  cerebral 
centres,  but  the  functions  of  the  lower  centres  in  the  brain,  of 
the  spinal  cord,  and  of  the  sympathetic  system  may  be  seconda- 
rily disordered." 

Ross  gives  the  most  comprehensive,  and  in  some  respects  the 
most  satisfactory,  outline  of  it :  "  All  causes  which  lower  nutri- 
tion of  the  nervous  system,  as  hemorrhages,  insufficient  nourish- 
ment, impaired  digestion,  and  anemia,  predispose  to  hysteria." 
He  enumerates  as  causes  "  the  depressing  passions,  as  fear,  anx- 
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iety,  jealousy,  remorse,  exhaustion  from  overwork,  and  uterine 
derangements  whether  structural  or  functional." 

Fagge,  Hammond,  Watson,  Flint,  and  some  others,  wisely 
perhaps,  refrain  from  attempting  any  formal  definition  of  this 
multiform  disease. 

In  connection  with  these  various  and  puzzling  views  of  stan- 
dard modern  writers,  we  may  consider  with  some  leniency  the 
quaint  views  of  the  ancients  as  represented  by  Aretasus,  who 
wrote  on  hysterical  disorders  some  time  in  the  second  century  of 
the  Christian  era. 

He  says  :  "  In  the  middle  of  the  flanks  of  women  lies  the 
womb,  a  female  viscus,  closely  resembling  an  animal ;  for  it  is 
moved  by  itself  hither  and  thither  in  the  flanks,  also  upward  in 
a  direct  line  to  below  the  cartilages  of  the  thorax,  and  also 
obliquely  to  the  right  or  to  the  left  either  to  the  liver  or  spleen  ; 
and  it  likewise  is  subject  to  prolapsus  downward,  and  in  a  word 
it  is  altogether  erratic.  It  delights  also  in  fragrant  smells  and 
advances  toward  them,  and  it  has  an  aversion  to  fetid  smells 
and  flees  from  them,  and,  on  the  whole,  the  womb  is  like  an 
animal  within  an  animal." 

Under  the  head  of  "  Cure  of  the  hysterical  convulsion  "  he 
further  says:  "  If,  therefore,  anything  annoy  it  [the  womb]  from 
above,  it  protrudes  even  beyond  the  genital  organs.  But  if  any 
of  these  disagreeable  things  be  applied  to  the  os  it  retreats  back- 
ward and  upward.  Sometimes  it  will  go  to  this  side  or  that — 
to  the  spleen  and  liver — while  the  membranes  yield  to  the  dis- 
tention and  contraction  like  the  sails  of  a  ship." 

Holding  such  views  of  the  functions,  selective  intelligence, 
and  independent  action  of  the  uterus,  it  can  hardly  be  surpris- 
ing that  the  ancients  were  led  to  ascribe  to  it  the  singular  and 
oftentimes  contradictory  disease  termed  hysteria. 

Of  the  writers  quoted  every  one,  even  Aretseus,  grants  that 
hysteria  occurs  in  men  and  that  in  all  essentials  the  disease  in 
the  two  sexes  is  in  no  way  different.  So  far  as  derangement  of 
the  sexual  organs  in  the  female  incites  to  paroxysms  of  hysteria, 
there  is  no  logical  reason  why  similar  disturbance  of  analogous 
organs  in  the  male  should  not  cause  a  like  disturbance.  The 
more  unstable  condition  of  the  nervous  system  in  females,  and 
the  different  habits  of  life,  account  for  its  greater  frequency  in 
women. 

Briquet,  a  writer  on  this  subject  more  frequently  quoted,  per- 
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haps,  than  almost  any  other,  from  a  collection  of  one  thousand 
cases  of  the  disorder,  estimates  the  ordinary  proportion  to  be  one 
male  to  twenty  females.  This  might  be  true  in  France,  but  it 
cannot  be  true  in  any  other  civilized  country.  Equally  unwar- 
rantable is  his  extraordinary  claim  that  one  female  out  of  every 
four  is  affected  with  hysteria. 

If  we  take  a  "  composite  picture  "  of  the  views  of  all  available 
authors,  we  shall  conclude  that  "hysteria  is  a  neurosis  which 
may  proceed  from  disturbance  of  any  of  the  bodily  organs." 
The  very  ancient  view  that  it  always  proceeds  from  the  ute- 
rus finds  no  supporters.  Even  Dr.  Clarke  looks  to  disturbance 
of  the  adnexa  for  its  cause,  and  also  advances  the  proposition 
(2)  "  that  in  some  cases  impoverishment  of  the  blood  and  other 
influences  give  rise  to  paroxysms  of  hysteria." 

If  proof  were  required  that  the  disease  may  exist  indepen- 
dently of  the  uterus,  it  would  be  sufficient  to  refer  to  well- 
authenticated  cases  occurring  in  persons  without  sexual  feeling  ; 
in  persons  congenitally  wanting  in  uterus  and  ovaries  and  all 
sexual  characteristics ;  in  cases  where  the  uterus  and  adnexa 
have  been  removed. 

Dr.  Clarke  argues,  with  much  plausibility,  that  there  are  often, 
if  not  generally,  more  than  functional  troubles  at  the  foundation 
of  a  hysterical  attack ;  that,  in  the  female,  organic  lesions  of  the 
adnexa,  displacement  of  the  uterus  or  ovaries,  are  quite  com- 
monly met  with.  I  think  this  is  in  accordance  with  general 
observation.  I  recall  a  case  in  which  relief  of  inveterate  con- 
stipation removed  the  tendency  to  paroxysms. 

That  the  disease  which  occurs  in  men  is  confined  chiefly  to 
the  old  and  enfeebled,  "  as  the  result  of  damaged  or  decay- 
ing cerebral  centres,"  is  hardly  substantiated  either  by  general 
observation  or  the  concurrent  testimony  of  medical  writers. 
Taylor  says  :  "  It  is  chiefly  found  in  boys."  Ross  says  :  "  The 
commencement  before  puberty  is  in  larger  proportion  of  males 
than  females."  In  Charcot's  tables  are  numerous  cases  of  all 
ages,  but  more  especially  in  early  life.  Three-fourths  of  all  the 
cases  I  have  ever  seen  occurred  in  persons  under  30  years  of  age. 

The  exciting  causes  of  hysterical  attacks  are  sometimes  unique. 
For  some  time  past  I  have  had  under  my  care  Mr.  B.,  now  30 
years  of  age.  Six  years  ago  he  was  married  to  a  buxom  widow 
ten  years  his  senior.  She  has  three  children  by  her  first  hus- 
band, but  the  present  union  has  not  been  blessed  with  offspring. 
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Previous  to  his  marriage  he  had  been  robust  and  healthy,  and 
he  confessed  to  his  family  physician  that  before  marriage  he  had 
been  the  father  of  a  child  born  out  of  wedlock.  But  now  he 
has  become  "possessed  "  with  the  notion  that  his  wife  is  unsatis- 
fied with  his  sexual  ability  and  that  he  is  now  sexually  impotent. 
If  his  wife  is  to  be  believed,  he  is  in  no  way  wanting  in  ability 
to  perform  the  sexual  act.  But  he  dwells  upon  his  fancied 
shortcoming  and  is  now  a  confirmed  hysteric.  His  first  parox- 
ysms appeared  about  a  year  after  his  marriage,  and  I  think  I  can 
safely  say  that  I  have  seen  him  have  dozens  if  not  scores  of  them. 
They  are  typical  examples,  with  laughing,  crying,  weeping, 
sobbing,  and  acting  generally  like  a  fool.  Undue  excitement, 
reflecting  upon  his  supposed  condition,  will  start  a  convulsion, 
but  he  has  never  been  seized  with  one  as  a  consequence  of,  or  in 
connection  with,  the  sexual  act.  It  is  a  case  of  the  psychical 
variety. 

Recently  I  saw  a  young  man,  20  years  of  age,  who  had  been 
injured  by  a  vicious  horse.  His  wounds  had  been  dressed  by 
the  ambulance  surgeon  and  he  was  taken  to  his  home.  He 
had  many  cuts  and  bruises,  chiefly  about  the  head  and  face.  I 
attended  him  daily,  removed  the  stitches  in  due  time,  and  his 
wounds  healed  fairly  well.  On  the  fifth  day,  however,  he  de- 
veloped hysterical  symptoms,  and  had  a  large  number  of  parox- 
ysms extending  over  a  period  of  some  weeks.  They  were  truly 
hysterical,  not  epileptic. 

It  may  be  asked  whether  hysteria  may  result  from  bodily 
injury.  Charcot  gives  several  examples,  seen  by  him,  where 
hysteria  followed  injuries  and  no  other  rational  cause  could  be 
found.  In  this  case,  however,  there  was  a  complicating  element. 
About  the  time  the  young  man  was  injured  he  met  with  a  sore 
disappointment.  A  young  lady  to  whom  he  was  greatly  at- 
tached developed  hasty  consumption  and  took  her  departure 
for  Colorado,  thus  postponing  indefinitely — and  doubtless  finally 
— his  contemplated  marriage.  He  took  this  much  to  heart* 
grieved  over  it  continually,  and  this  may  have  been  one  causa- 
tive factor  of  his  outbreak.  Whether  the  attack  was  primarily 
due  to  injury  or  to  grief,  or  to  both,  I  am  unable  to  say. 

The  only  unusual  feature  of  the  attacks  was  in  their  mode  of 
commencement.  Each  paroxysm  began  with  a  rhythmical  con- 
traction and  relaxation  of  the  abdominal  muscles,  accompanied 
by  a  forcible,  puffing  expiration,  gradually  increasing  in  rapidity. 
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finally  reaching  an  explosion,  and  after  a  few  seconds  assuming 
the  characteristic  features  of  an  ordinary  hysterical  attack. 

1.  Hysteria  is  not  wholly  a  functional  trouble,  but  it  often 
depends  upon  organic  disturbances. 

2.  It  is  a  disease  of  men  as  well  as  of  women.  In  the  two 
sexes  it  is  one  and  the  same  disease  in  cause,  direct  or  remote, 
and  iu  development  and  manifestation. 

3.  It  occurs  in  males  at  all  ages,  but  more  especially  in  boys 
and  young  men. 

83  St.  Mark's  avenoe. 
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BY 

SAMUEL  S.  ADAMS,  M.D., 

Washington,  D.  C. 


(With  chart  and  one  illustration.) 


If  an  apology  is  necessary  for  introducing  the  subject  of 
typhoid  fever  into  this  Society,  after  the  recent  thorough  discus- 
sion of  the  entire  subject  in  the  Medical  Society  of  the  District 
of  Columbia,  it  is  to  be  found  in  the  fact  that  the  disease  is  so  rarely 
met  with  in  infants,  or  at  least  is  so  rarely  diagnosticated  by  the 
post-mortem  appearances,  that  we  feel  justified  in  presenting  it 
here.  We  have  been  induced  to  select  this  subject  owing  to  a 
discussion  of  the  same  subject  which  took  place  in  the  American 
Pediatric  Society  two  years  ago,  in  which  Dr.  JSTorthrup,  of  New 
York,  claimed  that  this  disease  did  not  occur  in  infants,  or,  at 
least,  that  it  had  not  been  found  in  the  pathological  examinations 
made  in  the  New  York  Foundling  Asylum;  and  that  "swollen 
Peyer's  patches  and  mesenteric  glands  and  spleen  in  children 
cannot  safely  be  interpreted  like  similar  lesions  in  adults."  He 
further  says :  "  So  many  undefined  fevers  in  infantile  life  drag 
along,  variously  diagnosticated ;  so  many  undefined  cases  come 
to  autopsy,  revealing  swollen  Peyer's  patches,  swollen  mesenteric 
lymph  nodes,  enlarged  spleen — what  shall  we  say  of  them  ?  The 
1  Read  before  the  Washington  Obstetrical  and  Gynecological  Society. 
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symptoms  of  typhoid  and  no  autopsy;  the  autopsy  of  typhoid 
and  no  symptoms;  bacterially  no  typhoid  bacilli." 

In  the  discussion  which  followed  this  paper  the  consensus  of 
opinion  seemed  to  be  that  typhoid  did  exist  in  infancy,  and  I 
took  the  ground  that,  though  I  had  not  been  able  to  verify  my 
diagnosis  by  the  typical  anatomical  lesions,  nevertheless  I  was 
certain  that  I  had  treated  the  train  of  symptoms  which  clinically 
characterize  this  disease  in  the  adult. 

Previous  to  1840  it  was  believed  that  infancy  and  early  child- 
hood were  immune  against  this  disease.  Prior  to  this  date  the 
disease  seems  to  have  been  denned  under  the  term  "  infantile 
remittent  fever."  There  can  be  no  question  that  it  existed  prior 
to  this  date  and  that  the  mistake  was  in  not  differentiating  it 
from  other  febrile  diseases,  though  about  this  date  Stewart,  in 
his  work,  clearly  defines  the  disease  as  occurring  in  infancy ; 
still  even  much  earlier  it  was  described  by  Abercrombie  in 
a  6-months-old  girl  and  in  another  7  months  old,  the -latter 
being  confirmed  by  a  necropsy.  West  in  1822  described  the 
disease  fully  from  a  clinical  and  anatomical  standpoint.  Millard 
in  1828  reported  two  cases  in  children.  Characlay  in  1840 
reported  a  child  8  days  old  who  died  ;  it  presented  enlarge- 
ment of  the  follicles,  Peyer's  patches,  and  mesenteric  glands. 
Shadier  narrates  the  case  of  a  7-months-old  child  whose  mother 
died  on  the  twenty-sixth  day  of  typhoid  fever.  Five  days 
after  its  mother's  death  the  infant  sickened,  and  died  on  the 
eleventh  day ;  ulceration  and  infiltration  of  Peyer's  patches, 
swollen  mesenteric  glands,  and  enlargement  and  softening  of 
the  spleen  were  found.  Earl,  of  Chicago,  reported  a  case  24 
months  old  that  had  the  typical  symptoms  of  typhoid,  compli- 
cated by  intestinal  hemorrhage,  in  which  the  necropsy  revealed 
the  characteristic  local  lesions.  Numerous  other  cases  under  2 
years  of  age  have  been  cited.  Not  only  have  infants  contracted 
it  from  their  mothers  at  birth,  but  a  fetus  of  seven  months  is 
reported  as  having  it. 

Etiology. — A  tangible  cause  has  unquestionably  been  found  for 
this  disease,  and  the  specific  bacillus  is  found  in  the  lesion.  The 
poison  does  not  originate  spontaneously  from  decomposing  ani- 
mal or  vegetable  matter,  but  must  have  been  transported  from 
some  infected  individual.  So  far  as  infants  are  concerned  the 
proof  of  the  presence  of  the  bacillus  is  still  negative.  Eberth 
claims  to  have  found  the  bacilli  in  the  tissues  of  a  fetus  of  the 
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twentieth  week's  gestation,  as  well  as  in  the  intervillous  spaces 
of  the  placenta,  and  developed  cultures  from  them.  The  theory 
•of  the  transformation  of  the  germs  outside  of  the  body — that  is, 
the  transformation  of  the  bacillus  coli  communis  into  the  bacillus 
of  Eberth— is  still  subjudice.  Although  this  point  has  not  been 
definitely  determined,  we  must  depend  upon  the  experimental 
inoculation  of  animals  for  its  settlement.  Water  is  probably  a 
good  carrier  of  the  disease  in  infancy,  though  milk,  which  readily 
takes  up  bacilli  of  other  varieties,  may  be  the  common  carrier. 

Pathology. — The  same  anatomical  lesions  exist  in  the  child 
and  in  the  infant  that  are  found  in  the  adult.  It  will  not  be 
long  before  the  presence  of  the  bacilli  will  be  demonstrated  in 
the  lymph  structures  of  the  bowel,  spleen,  and  other  organs. 
Gerhart  believes  that  the  lesions  in  children  differ  from  those  in 
the  adult,  especially  in  the  beginning.  The  swelling  of  Peyer's 
patches  shows  itself  earlier,  and  is  seen  with  greater  frequency 
near  the  ileo-cecal  valve,  though  it  may  reach  higher  in  the  small 
intestine.  The  swollen  patches  often  project  above  the  mucous 
membrane,  and  above  them  are  often  seen  denudation  and  slight 
ulceration.  From  these  sites  the  destructive  processes  extend. 
It  has  been  suggested  that  this  difference  in  the  amount  of 
destruction  may  be  due  to  the  character  of  the  food  of  the  infant, 
which  is  fluid  and  non-irritating.  In  the  case  which  I  present 
below,  the  anatomical  lesions  in  the  intestines  seem  to  be  as  typi- 
cal as  those  in  the  adult. 

Clinical  History.— As  far  as  the  clinical  picture  is  concerned, 
there  does  not  seem  to  be  any  marked  difference  in  the  child  and 
.adult,  but  in  the  infant  there  is  unquestionably  a  difference. 
Restlessness  is  marked  and  the  fever  persists  for  days  with  only 
.slight  irritation  of  the  gastroenteric  tract.  The  temperature, 
which  usually  reaches  a  higher  range  than  in  the  adult,  is  well 
borne,  and  it  is  surprising  how  long  some  infants  can  bear  a  con- 
tinuous high  temperature.  If  headache  is  present  it  is  not  recog- 
nized. There  is  usually  nothing  characteristic  in  the  appearance 
of  the  tongue.  Vomiting  has  been  observed  in  a  few  cases,  but 
is  probably  due  to  forcing  food.  The  appetite  is  uncertain,  some- 
times voracious,  at  others  almost  entirely  absent.  Constipation 
is  usually  present  throughout  the  entire  course  of  the  disease, 
making  it  necessary  to  relieve  the  bowel  by  enemata.  The 
typical  rose  spots  are  not  always  present  or  are  seldom  recog- 
nized. Tympany  is  rare.  Hemorrhage  from  the  bowel  is  sel- 
ls 
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dom  seen,  though  some  observers  mention  it.  Peritonitis  may 
or  may  not  be  present.  The  spleen,  if  enlarged,  is  seldom  de- 
tected, and  Northrup  claims  that  it  cannot  be  recognized  unless 
it  project  below  the  margin  of  the  ribs.  The  liver  is  probably 
unaffected.  The  kidneys  are  not  affected.  Epistaxis  is  rare. 
Bronchitis  has  been  observed  in  a  few  cases,  but  is  probably  due 
to  hypostatic  congestion.  Relapses  occur  in  a  fair  percentage  of 
cases. 

The  following  case  is  unquestionably  one  of  typhoid  fever. 
The  diagnosis  was  not  positively  made  until  the  necropsy.  The 
specimen  was  examined  and  pronounced  to  be  typhoid  fever. 
Subsequently  the  report  of  the  bacteriologist,  though  not  con- 
firmatory, did  not  deny  that  it  was  the  disease. 

Florence  P.,  aged  2  years,  mulatto,  was  admitted  to  the  Chil- 
dren's Hospital,  D.  C.,  September  19th,  1893. 

Previous  History. — Her  father  has  consumption,  but  her 
mother's  health  is  fair. 

Child  was  well  until  one  month  ago,  when  she  was  taken  with 
diarrhea  which  lasted  a  few  days.  About  one  week  ago  there 
was  another  attack  of  diarrhea,  accompanied  by  nausea,  loss  of 
appetite,  and  languor.  At  times  the  stools  contained  blood  and 
mucus,  but  were  unaccompanied  by  pain  and  straining.  She  has 
had  a  slight  cough  for  several  days. 

Present  Condition. — The  child's  general  appearance  indicated 
severe  illness,  but  the  emaciation,  high  temperature,  and  rapid 
pulse,  with  the  frequent  muco-sanguinolent  stools,  led  us  to  sus- 
pect an  enteritis  catarrhalis.  She  was  placed  upon  milk  diet; 
sponge  baths  to  reduce  the  temperature  ;  and  in  a  few  days  the 
diarrhea  ceased.     (See  chart.) 

September  23d  :  Paralysis  of  extensor  muscles  of  left  hand 
noted.  Paralysis  extended  gradually  until  the  29th,  when  the 
extensors  of  both  hands  and  feet  were  paralyzed.  September 
30th  :  Upon  returning  to  duty,  after  my  vacation,  I  found  the 
foregoing  notes  upon  this  case.  The  temperature  had  now  gone 
up  to  101.2°,  and  there  was  a  persistent  tonic  contraction  of 
flexors  of  both  upper  and  lower  extremities.  Efforts  to  extend 
the  limbs  caused  the  child  to  scream,  but  she  was  so  stiff  that 
she  could  be  rolled  from  side  to  side  without  discomfort.  Ir- 
ritability was  the  only  mental  disturbance  noted.  Fluid  extract 
of  ergot,  gtt.  iij.  every  three  hours,  was  given,  and  by  October 
10th  the  rigidity  had  entirely  disappeared,  she  was  eating  and 
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digesting  well  and  was  rapidly  convalescing.  Medicinal  treat- 
ment was  now  discontinued.  October  19th  :  While  sitting  in 
her  carriage  yesterday  the  patient  was  suddenly  seized  with 
violent  jerky  movements  of  upper  extremities.  She  was  rest- 
less, and  the  temperature  was  noted  to  be  104°.     This  morning 


September. 


October. 


October. 


Temperafeure  Chart. 

it  reached  104.6°,  and  phenacetin  and  calomel  were  ordered. 
One  grain  of  phenacetin  in  two  doses  having  reduced  the  tem- 
perature more  than  7°,  it  was  discontinued.  October  20th: 
Temperature  102.8°  and  rigidity  of  extremities  marked.  Sul- 
phate of  quinine,  gr.  i.  by  suppository,  every  three  hours  during 
the  day.     October  26th  :  The  rigidity  has  disappeared  and  the 
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temperature  lias  remained 
subnormal     for     twenty- 
four  hours,  so  the  quinine 
is  to  be  stopped.    October 
2Sth :    There  is  a  recur- 
rence of   the  aggravated 
symptoms,  so  the  suppo- 
sitories are  resumed.    No- 
vember 2d:  The  tempera- 
ture  has   remained  high 
since  the   last  report,-  so 
the   suppositories  are  or- 
dered to  be  discontinued. 
November  3d  :  Has  been 
in  collapse  since  noon  of 
the  2d,  and  has  had  six- 
teen profuse  liquid  stools, 
without     blood.       Death 
occurred  at  2  p.m. 

During   the    last    four 
weeks  of  her  illness  con- 
stipation    prevailed    and 
had  to  be  relieved  by  ene- 
mata  or  mild  purgatives. 
The  irregularity  of  the 
temperature  wave  and  the 
evidences  of  cerebrospin- 
al irritation  rendered  the 
diagnosis  so  obscure  that 
typhoid    fever    was    not 
suspected  until  a  few  days 
prior  to  death,  when  the 
quinine  was  found  to  have 
little  or  no  effect  upon  the 
hyperpyrexia. 

Necropsy,  six  hours  af- 
ter death. — Brain:  Mark- 
ed congestion  of  entire 
brain,  more  on  the  right 

Ileocolic  portion  of  intestine,  showing  thicken-        si(Je  •        left       hemisphere 
ing  and  ulceration  of  solitary  bodies  and  Peyer's 
patches  of  ileum.  o        •/ 
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substance  which  tilled  the  sulci,  especially  abundant  around  Syl- 
vian fissure.  Heart:  Normal.  Lungs:  Marked  hypostatic  con- 
gestion. Abdomen:  Liver  normal  ;  gall  bladder  empty  and 
pale;  spleen  enlarged,  congested,  and  softened  ;  kidneys  normal. 
Stomach:  Congested  and  contained  about  a  pint  of  grumous 
material,  which  was  not  examined  chemically  or  microscopically; 
mesenteric  glands  enlarged  and  softened.  Intestines  (macro- 
scopic) contained  a  quantity  of  yellow,  watery  feces.  The  lower 
end  of  ileum  shows  thickening  and  ulceration  of  Peyer's  patches 
(see  cut),  and  to  a  less  extent  of  the  solitary  follicles.  The  soli- 
tary follicles  of  the  cecum  are  also  ulcerated. 
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BY 

L.   L.   McARTHUR.   M.D., 
Chicago,  111. 


The  recent  report  by  Dr.  Paul  F.  Munde,  in  the  Medical 
Record,  of  a  case  of  gestation  complicated  by  appendicular 
abscess  as  the  only  case  on  record,  leads  me  to  invite  your 
attention  to  two  similar  cases  which  have  occurred  d urine"  the 
past  year  in  my  hospital  service,  and  which  are  noteworthy  be- 
cause of  their  rarity;  because  of  the  great  difficulty  in  deciding 
as  to  the  best  method  of  procedure;  and  because  of  the  difficulty 
in  diagnosis. 

I  will  first  give  a  brief  history  of  the  cases,  then  present  for 
your  consideration  and  discussion  several  propositions. 

Case  I.— Mrs.  M.  C.  K.,  a  patient  of  Dr.  West,  set.  31, 
married,  multipara,  pregnant  four  and  a  half  months,  was  ad- 
mitted to  St.  Luke's  Hospital,  Friday,  January  19th,  1891.  She 
was  seen  by  me  at  11  p.m.,  soon  after  admission,  when  the  fol- 
lowing history  was  obtained :  She  was  seized  with  intense  pain, 
intermittent  in  character,  in  the  right  iliac  region  early  Wed- 
nesday morning,  accompanied  by  painful  vomiting  and  soon 
followed  by  chill  and  fever.  Dr.  West  was  called,  prescribed 
anodynes,  and  gave  chloroform  at  intervals  to  relieve  intense 

1  Read  before  the  Chicago  Gynecological  Society,  December  21st,  1894. 
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pain.  Tlie  bowels  failed  to  move  by  en  e  mat  a.  She  was  fairly 
easy  Wednesday  afternoon.  Her  suffering  continued  Thursday 
and  Friday,  with  the  temperature  between  10 L°  and  103°. 

On  admission  to  the  hospital  pulse  was  120,  small,  wiry,  and 
weak;  temperature  103.5°;  respiration  38;  expression  anxious 
and  pinched  ;  skin  hot ;  extremities  cool ;  abdomen  prominent, 
not  tympanitic  ;  uterus  enlarged,  extending  to  the  umbilicus  ;  ab- 
dominal walls  tense,  with  flatness  on  percussion  over  right  iliac 
area  from  umbilicus  to  anterior  spine  of  the  ilium  and  from 
Poupart's  ligament  to  uterus — exquisite  tenderness  with  sense 
of  tumefaction  existed  over  this  area;  no  vaginal  discharge; 
cervix  soft,  somewhat  patulous ;  tenderness  without  marked 
bulging  in  the  right  vaginal  vault. 

Diagnosis,  appendiceal  abscess  or  ruptured  tubal  abscess, 
probably  the  former.  Immediate  operation  advised.  After 
the  usual  preparations  the  abdominal  wall  was  incised  over 
point  of  greatest  tenderness  and  flatness,  which  was  about  mid- 
way between  umbilicus  and  anterior  superior  spine  of  the  ilium. 
The  peritoneum  formed  the  anterior  wall  of  the  abscess,  which 
was  easily  drained  ;  the  uterus  the  inner  wall.  The  abscess 
cavity  was  then  sponged  out  without  breaking  adhesions  which 
still  shut  it  off  from  the  abdominal  cavity.  The  appendix,  which 
was  gangrenous  at  its  middle  and  was  free  in  the  abscess  cavity, 
was  ligated  and  excised.  The  cavity  was  lined  with  Mikulicz's 
gauze  pouch  and  the  pouch  carefully  but  loosely  packed  with 
one  continuous  strip  of  gauze.  The  wound  was  left  open  and  a 
large  dressing  applied.  Morphia  and  atropia  were  given  to 
quiet  pain  and  to,  if  possible,  prevent  miscarriage.  The  patient 
was  absent  one  hour  from  ward  ;  upon  her  return  temperature 
was  102°,  pulse  112,  and  respiration  60.  Abortion  of  dead  fetus 
next  morning  at  10  a.m.,  placenta  expelled  an  hour  later.  At 
noon  temperature  was  101.6°  and  the  pulse  132.  At  5  p.m.  tem- 
perature was  103.6°  and  the  pulse  150.  The  patient  gradually 
sank  until  3  p.m.  of  second  day,  when  death  occurred  from 
general  peritonitis.     The  patient  had  no  general  sepsis. 

Case  II. — Mrs.  Theresa  B.,  aged  34,  Illpara,  between  four 
and  five  months  pregnant,  married,  Hungarian,  was  admitted  to 
Ward  E,  Michael  lieese  Hospital,  October  11th,  1894.  Previous 
history  negative,  health  always  good.  Present  illness  began 
suddenly  three  weeks  prior  to  admission,  with  pain,  vomiting, 
and   fever.     Vomiting  frequent  during  first  twenty-four  hours. 
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Pain  colicky,  in  right  inguinal  and  iliac  regions.  Constipation 
during  early  part  of  illness,  but  corrected  during  week  preced- 
ing admission.  No  blood  or  pus  had  been  seen  in  dejecta. 
Confined  to  bed  from  beginning  of  attack.  Her  physician  had 
treated  her  for  chronic  inflammation  of  the  bowels. 

Upon  examination  the  patient  was  found  to  be  of  average 
physique.  Temperature  99.2°,  pulse  122,  respiration  26.  Ab- 
domen enlarged;  uterine  outline  distinct,  reaching  to  above 
umbilicus  ;  tumor  in  right  iliac  region,  about  size  of  fist ;  tube 
felt  through  abdominal  wall,  with  a  suspicion  of  fluctuation  to 
admitting  physician.  Dr.  Frankenthal,  attending  obstetrician, 
after  examination  determined  an  infective  process  unconnected 
with  gestation,  and  referred  patient  to  surgical  department. 
Upon  vaginal  examination  a  tumor  could  be  felt  in  right  vaginal 
vault,  which  was  tender  and  continuous  with  the  tender  tumor 
in  right  iliac  area ;  urine  normal ;  uterus  normally  posed. 

As  the  diagnosis  of  abscess  was  made,  and  as  symptoms  some- 
what resembling  those  of  general  septic  peritonitis  existed,  after 
■consultation  with  Drs.  Banga  and  Frankenthal  operative  treat- 
ment was  determined  upon. 

Incision  over  point  of  greatest  sensitiveness  and  flatness  on 
percussion.  On  incising  peritoneum  stinking  pus  was  found  free 
in  the  iliac  pelvis.  The  opening  was  therefore  enlarged,  and  the 
appendix  found  in  an  agglutinated  mass  of  intestines,  forming 
an  apparent  protection  above  from  general  peritoneal  cavity. 
The  right  uterine  wall  formed  the  inner  part  of  the  abscess  wall. 
Appendix  not  disturbed,  in  order  to  avoid  general  infection. 
After  drying  out  right  iliac  area  a  large  Mikulicz  drain  was  in- 
troduced and  the  wound  partly  sutured. 

During  the  patient's  stay  in  the  hospital  the  wound  was  dressed 
regularly  and  drained  freely  ;  odor  always  offensive.  As  pains 
did  not  set  in  soon  after  drainage  of  abscess,  there  seemed  some 
hope  of  saving  patient.  After  miscarriage  there  was  a  recrudes- 
cence of  the  peritonitis,  with  extension  to  general  peritoneum, 
with  the  usual  symptoms  and  termination.  No  puerperal  sepsis. 
October  11th,  1894,  5  p.m.,  temperature  99.2°,  pulse  122, 
respiration  26.  12th  :  8  a.m.,  98.2°,  112,  21 ;  S  p.m.,  103.2°,  134,' 
28.  13th  :  9  a.m.,  102.2°,  112,  28  ;  2  p.m.,  membranes  ruptured,' 
bloody  discharge,  vaginal  douche  1  :  8000,  pubes  shaved,  douche  ; 
9  p.m.,  101.5°,  120,  28.  14th  :  8  a.m.,  9S.S°,  108,  24  ;  9  a.m.,  de- 
livery  of   fetus,  presentation  transverse,  changed  into   breech, 
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pain  lasted  ten  minutes;  12. m.,  placenta  delivered,  no  hemor- 
rhage; 9  p.m.,  102.6°,  130,  26.  loth  :  8  a.m.,  101°,  120,  28  ;  7 
p.m.,  103.6°,  140,  36.  16th  :  8  a.m.,  102.8°,  162  ;  12  m.,  103.4% 
180.     Death. 

I  believe  the  following  propositions  are  tenable : 

1.  That  the  largest  proportion  of  all  cases  of  acute  suppurative 
appendicitis  are  seen  by  the  surgeon  only  forty-eight  hours  or 
more  after  their  onset. 

2.  That  in  the  great  majority  of  such  cases  an  abscess  exists 
outside  of  the  appendix,  whose  walls  are  made  up  of  the  struc- 
tures which  surrounded  the  appendix  at  the  onset  of  inflamma- 
tion, and  which  are  held  together  by  plastic  lymph. 

3.  That  profound  sepsis,  either  chemical  or  bacteriological,, 
will  sooner  or  later  induce  fetal  death  and  miscarriage. 

4.  That  after  the  third  month  of  gestation  a  portion  of  the 
wall  of  an  appendiceal  abscess  is  usually  formed  by  a  part  of  the 
right  wall  of  the  uterus. 

If  these  propositions,  which  are  logical,  plausible,  and  I  be- 
lieve practical,  be  granted,  it  will  be  readily  seen  that  the  usual 
methods  in  vogue  are  neither  safe  nor  sufficient.  For  example, 
when  the  appendix  is  removed  secundum  artem.,  either  by  the 
radical  methods  advocated  and  practised  by  Murphy,  McBurney, 
and  Bull,  or  by  the  conservative  method  of  simply  opening  the 
abscess  cavity  through  the  adhesions  with  drainage,  either  the 
septic  condition,  the  mechanical  interference,  the  anesthetic,  or 
all  combined  are  certain  to  produce  miscarriage.  When  this 
occurs  that  surface  of  the  uterus  which  formed  part  of  the  ab- 
scess cavity  changes  its  location  to  such  an  extent  that  the  infec- 
tive elements  of  the  abscess  lie  in  contact  with  uninfected  peri- 
toneal surfaces — that  is,  loops  of  intestine,  no  longer  supported 
by  the  uterus,  drop  down  against  those  infected  coils  which 
previously  formed  part  of  the  abscess  cavity,  and  it  practically 
becomes  impossible  to  prevent  a  general  septic  peritonitis. 

If  no  operation  is  performed  abortion  will  surely  result,  with 
rupture  of  the  abscess  into  the  general  peritoneal  cavity  and 
fatal  peritonitis. 

If  the  abscess  is  opened  and  drained,  with  or  without  removal 
of  the  diseased  appendix,  abortion  will  probably  occur ;  and 
although  the  abscess  cavity  no  longer  contains  any  fluid,  its  walls 
are  sufficiently  infective  to  excite  peritoneal  inflammation  when 
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the  new  relationships  incident  to  the  emptying  of  the  enlarged 
uterus  have  been  established. 

From  the  standpoint  of  the  general  surgeon  at  least,  it  would 
therefore  be  best,  after  treating  the  appendiceal  abscess  by  that 
method  which,  in  the  opinion  of  the  operator,  seemed  most 
appropriate,  and  before  closing  the  abdominal  wound,  to  empty 
the  uterus  in  order  to  establish  those  relations  of  the  structures 
concerned  in  the  inflammatory  process  which  we  desire  to  main- 
tain after  closure  of  the  abdominal  wound. 

Since  whether  we  operate  or  not  there  is  very  little  hope  of 
saving  the  life  of  the  child,  I  would  ask  if  it  does  not  seem  more 
rational  to  use  all  means  to  save  the  mother,  even  to  the  extent 
of  scientific  abortion,  rather  than  to  endanger  her  life  by  inse- 
cure conservatism. 

In  conclusion,  let  me  submit  the  following  case  for  diagnosia 
and  suggestions  as  to  treatment : 

A  young  woman,  set.  about  23,  unipara,  of  good  family  his- 
tory, who  had  never  been  ill  wTith  the  exception  of  a  monar- 
ticular rheumatism  three  years  previously,  who  was  four  and  a 
half  months  pregnant  complicated  by  cystitis,  suddenly  de- 
veloped, after  a  long  railway  journey  and  a  week  of  malaise, 
a  temperature  of  105°  with  general  abdominal  pain  and  vomit- 
ing. The  pain  was  at  first  localized  in  the  epigastric  area,  but 
after  the  second  day  was  most  marked  in  the  right  iliac  area 
with  chilly  sensations.  The  pain  continued  for  a  week,  and  the 
temperature  varied  between  103°  and  105°,  sometimes  higher  in 
the  morning,  sometimes  in  the  evening.  Her  condition  on  the 
eighth  day  was  as  follows  :  Temperature  105.3°  ;  the  uterus 
reached  to  umbilicus  and  was  not  easily  movable  laterally  ;  the 
right  iliac  area  was  flat  on  percussion  throughout,  from  umbilicus 
to  spine  and  from  Poupart's' ligament  to  the  uterine  body.  Dis- 
tinct tumefaction  could  be  felt,  but  could  not  be  clearly  defined 
from  the  uterus  ;  great  tenderness  on  palpation  ;  no  tumefaction 
in  vaginal  vault ;  rectal  examination  negative.  The  cervix  was 
very  soft ;  the  canal  somewhat  patulous,  not  tender  ;  no  uterine 
or  vaginal  discharge.  Typhoid  and  rheumatism  were  excluded. 
There  was  a  possibility  of  pyosalpinx.  Antirheumatic  remedies 
had  been  tried,  but  did  not  affect  the  temperature. 

What  was  the  diagnosis  ?  What  should  have  been  the  treat- 
ment? 
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These  autopsies  were  performed  consecutively,  without  selec- 
tion, in  Cook  County  Hospital.  The  purpose  of  the  examinations 
was  to  observe  the  condition  of  the  peritoneum  in  various  re- 
gions. Seventeen  of  the  autopsies  were  made  on  males  and  eight 
on  females.  All  of  the  subjects  were  between  2-i  and  65  years 
of  age. 

The  omentum  covered  the  cecum  in  three  cases.  In  eighteen 
cases  it  extended  into  the  pelvis  and  could  be  drawn  through  the 
inguinal  and  femoral  orifices.  In  seven  cases  it  was  found  rolled 
up  above  and  behind  the  transverse  colon.  In  one  case  it  was 
found  in  the  sac  of  a  femoral  hernia.  The  rolling-up  of  the 
omentum  behind  and  above  the  transverse  colon,  not  covering 
the  cecum,  is  probably  due  to  repeated  distention  of  the  large 
bowel  by  gas. 

The  small  intestines  occupied  the  left  side  of  the  body  in  an 
irre<mlar  outline.  Their  length  from  the  lower  end  of  the  duo- 
denum  to  the  cecum  was  measured  fourteen  times  and  gave  an 
average  length  of  twenty  and  two-sevenths  feet.  The  shortest 
measurement  was  ten  and  one-half  feet  and  the  longest  twenty- 
six  feet.  The  small  bowel  varies  more  than  one-half  its  ave- 
rage length.  The  length  of  the  small  bowel  in  adults  does  not 
vary  with  age,  height,  or  weight. 

The  mesentery  measured  on  the  average,  in  thirteen  cases,  six 
and  one  half  inches — exactly  the  average  measurement  of  the  me- 
sentery I  obtained  some  years  ago  in  the  Toledo  Medical  Col- 
lege. The  small  bowel  would  herniate  in  twenty-four  out  of 
twenty-five  cadavers.  The  peritoneum  of  the  small  bowel  is  the 
region  most  susceptible  to  inflammation. 

The  position  of  the  cecum  was  recorded  in  twenty-four  cases. 
Eleven  times  it  lay  to  the  right  of  the  psoas  muscle  ;  seven  times 

1  Read  before  the  Chicago  Gynecological  Society,  December  21st,  1894. 
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on  the  psoas  muscle  ;  six  times  it  bung  in  the  pelvis.  Three  had 
not  fully  descended  into  the  iliac  fossa,  two  of  which  were  dis- 
tinctly adherent.  In  these  cases  generally  the  ileum  extended 
up  the  psoas  muscle  to  meet  the  partially  descended  cecum. 
Fourteen  were  asymmetrical  and  four  symmetrical.  Five  were 
of  the  fetal  and  two  of  the  atrophic  type.  In  eleven  cases  the 
cecum  could  be  made  to  herniate.  In  many  cases  the  cecum 
was  so  freely  movable  that  it  could  touch  every  organ  in  the 
abdomen  and  would  herniate  on  both  sides  through  the  femoral 
and  inguinal  orifices.  The  cecum  was  entirely  covered  by  peri- 
toneum in  every  case. 

The  appendix  was  measured  twenty-four  times  and  averaged 
three  and  one-half  inches  in  length.  The  shortest  appendix 
was  one  and  one-half  and  the  longest  seven  and  one-half  inches. 
In  the  twenty-five  subjects  seven  appendices — over  thirty  per 
oent — hung  in  the  pelvis ;  of  these  three  were  females  and  four 
were  males.  In  seventeen  cases  the  appendix  had  a  mesentery ; 
the  other  eight  were  not  observed.  One  appendix  in  a  female 
subject  just  hung  over  the  pelvic  brim.  Eight  appendices  hung 
in  the  pelvis,  fifteen  were  in  the  iliac  foi:sa  to  the  right  of  the 
psoas  and  on  the  psoas,  and  two  ran  parallel  to  the  ilium,  at  about 
the  level  of  the  pelvic  brim,  along  the  anterior  surface  of  the  sa- 
eral  promontory.  The  appendix  pointed  toward  the  spleen  nine 
times,  toward  the  liver  seven  times,  toward  the  iliac  fossa  three 
times,  and  toward  the  right  pelvic  wall  once.  The  other  five 
cases  were  not  recorded. 

The  longest  descending  colon  was  ten,  the  shortest  six  inches; 
average  length,  eight  inches.  A  mesentery  to  the  descending 
colon  is  of  very  rare  occurrence. 

The  ascending  colon  was  measured  twenty-two  times,  and  its 
average  length  was  six  and  one-half  inches.  The  longest  was 
nine  and  the  shortest  three  inches.  The  mesentery  of  the  as- 
cending colon  was  present  in  five  out  of  twenty-one  subjects. 
The  mesentery  was  extensive  in  four  subjects,  and  in  one 
measured,  on  the  ascending  colon,  six  inches. 

The  transverse  colon  was  measured  fifteen  times  and  its  ave- 
rage length  was  twenty-three  inches.  The  longest  transverse 
colon  was  forty-two  and  the  shortest  thirteen  inches.  The  me- 
seutery  of  the  transverse  colon  was  measured  only  four  times 
and  its  average  length  was  four  and  one-half  inches.     The  long- 
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est  U-shaped  tubes  of  the  transverse  colon  readied  below  the 
crest  of  the  ilium  in  three  cases  only. 

The  sigmoid  was  measured  in  twenty-one  subjects  and  its 
average  length  was  sixteen  inches.  The  longest  was  twenty  four 
and  the  shortest  six  inches.  The  sigmoid  mesentery  was  mea- 
sured thirteen  times  and  its  average  length  was  four  inches.  The 
longest  mesentery  was  ten  and  the  shortest  two  inches.  The 
sigmoid  was  measured  from  the  point  where  the  bowel  crosses 
the  psoas  muscle  to  the  point  where  it  lost  its  mesentery — that 
is,  at  the  third  sacral  vertebra. 

The  special  interest  in  these  autopsies  lies  in  the  observation 
of  the  regions  of  local  peritonitis.  Peritonitis  is  a  life-saving 
process  ;  infection  destroys.  Peritonitis  is  Nature's  method  of 
repair  ;  infection  destroys  the  integrity  of  structure  and  func- 
tion. Peritonitis  tends  to  save  life  ;  infection  kills.  Peritoni- 
tis produces  an  exudate  which  buries  the  invading  enemy  so  that 
it  cannot  contaminate  the  surrounding  viscera.  All  peritonitis 
begins  locally.  Only  one  body,  a  male  aged  30  (Case  16),  was 
free  from  local  peritonitis.  A  noteworthy  factor  in  peritonitis 
is  the  omentum,  which  is  the  final  structure  produced  by  elonga- 
tion of  the  posterior  mesogaster.  The  omentum  has  a  tendency 
to  move  to  points  of  peritoneal  inflammation.  This  is,  in  my 
opinion,  due  to  three  forces :  (a)  paralysis  at  the  point  of  inflam- 
mation ;  (b)  active  visceral  rhythm  distant  from  the  infected 
point,  tending  to  force  the  omentum  to  it ;  and  (c)  a  sticky  exu- 
date at  the  infected  locality.  When  infection  enters  at  any 
point  of  the  peritoneum  the  omentum  stands,  like  a  man-of- 
war,  ready  at  a  moment's  notice  to  sail  to  the  post  of  the  in- 
vading enemy.  The  omentum  stands  guard  over  the  portals  of 
the  peritoneum.  The  omentum  is  the  patient's  peritoneal  pro- 
tector. It  stops  invading  enemies,  successfully  plugs  leaking  vis- 
cera, and  occludes  perforations.  The  omentum  is  the  surgeon's 
friend.  It  circumscribes  the  mischief  his  hands  have  wrought,, 
it  prevents  pus  from  invading  healthy  organs.  It  builds  barriers 
of  exudate  over  which  infection  cannot  mount.  It  keeps  the 
bowels  from  adhering  to  the  anterior  abdominal  wall. 

In  these  autopsies  the  study  of  the  local  peritonitis  demon- 
strated the  following  points  where  peritonitis  begins;  these  I 
shall  term  landmarks  of  peritonitis,  major  and  minor. 

First,  there  are  three  great  regions  very  susceptible  to  peri- 
tonitis.    It  is  so  common  in  these  regions  that  the  abdominal 
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surgeon  almost  unconsciously  examines  them  immediately  on 
opening  the  abdomen.  It  is  in  these  districts  that  abdominal 
surgery  has  made  its  great  progress,  its  most  brilliant  successes 
and  most  dismal  failures. 

The  three  major  regions  are  the  pelvis,  appendix,  and  gall 
bladder.  In  eight  female  cadavers  pelvic  peritonitis  had  oc- 
curred in  four.  Two  males  in  seventeen  cases  showed  pelvic 
peritonitis  around  the  vesiculae  seminales.  In  the  twenty-live 
subjects  peritonitis  was  present  in  the  ceco-appendicular  region 
in  eighty  per  cent.  Peritonitis  in  the  region  of  the  gall  bladder 
was  present  in  sixty  per  cent  of  the  subjects.  The  percentage 
of  appendicitis  in  the  three  major  regions  was :  appendicular, 
eighty  per  cent ;  pelvic,  thirty-one  per  cent  (fifty  per  cent  in 
females);  and  gall  bladder,  sixty  per  cent.  These  figures  no 
doubt  appear  high,  but  when  the  existence  of  an  adhesion  was 
questionable  the  judgment  of  Dr.  La  Count,  assistant  patholo- 
gist to  Cook  County,  or  that  of  the  head  interne  was  obtained 
and  recorded. 

^  Before  further  discussion  of  these  three  regions  of  peritoni- 
tis I  wish  to  record  among  the  minor  regions  of  peritonitis 
the  sigmoid  mesentery  as  it  crosses  the  psoas  muscle.  In  the 
twenty-five  cases  sixty-six  per  cent  of  peritonitis  occurred  in  the 
sigmoid  mesentery.  Hence  I  wish  to  discuss  inflammation  of 
the  sigmoid  mesentery  with  the  inflammations  about  the  cecum. 
The  percentage  of  pelvic  peritonitis  in  the  female  is  not  a  fair 
estimate  of  its  frequency,  as  the  number  of  observations  were  so 
few.  Each  subject  showed  distinctly  that  the  peritonitis  started 
from  the  fimbriated  ends  of  the  Fallopian  tubes.  The  body  of 
the  uterus  was  in  rrnst  cases  free  from  adhesions.  Peritonitis 
does  not  spread  from  the  pelvis  to  the  small  intestine,  because  of 
the  pendent  position  of  the  pelvic  floor,  because  of  the  circum- 
scribed bony  box,  because  intestinal  peristalsis  is  limited  in  the 
pelvis,  and  because  the  pelvic  peritoneum  has  learned  from  ages 
of  experience  to  tolerate  infection.  The  peritonitis  observed 
around  the  vesiculae  seminales  was  dne,  no  doubt,  to  gonorrhea. 
I  showed  five  years  ago  in  the  Toledo  Medical  College,  by  micro- 
scopical examinations,  that  such  cases  were  gonorrheal.  In  these 
cases  the  seminal  sacs  are  irregular,  sacculated.  Persistent  gon- 
orrheal inflammation  makes  the  vesiculge  seminales  feel  like  a 
boggy  mass. 

The  autopsies  showed  that  when  a  tube  allows  septic  matter  to 
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pass  out,  its  fimbriated  end  generally  lies  on  the  pelvic  floor,  for 
here  the  chief  adhesions  were  found.  This  is  clue  to  the  fact 
that  the  tubes  are  heavy  before  the  deposit  of  the  infectious 
matter.  Even  in  nulliparae,  whose  pelvic  organs  are  suspended 
high,  the  ampulla  of  the  tube  will  frequently  descend,  leaving 
the  other  organs  in  position. 

The  frequency  of  peritoneal  adhesions  in  the  ceco-appendi- 
cular  and  sigmoid  regions  has  occupied  my  attention  for  some 
time,  and  I  have  concluded  : 

1.  All  the  peritoneal  adhesions  in  the  ceco-appendicular  regions 
are  not  due  to  the  appendix. 

2.  Similar  adhesions  are  as  frequently  found  under  the  sigmoid 
flexure. 

3.  The  chief  peritoneal  adhesions  occur  on  both  sides  over  the 
psoas  and  iliacus  muscles. 

4.  These  peritoneal  adhesions  are  due  to  irritation  produced  by 
the  contraction  and  relaxation  of  the  psoas  and  iliacus  muscles. 

5.  The  adhesions  in  the  large  majority  of  cases  are  benign,  but 
may  become  malignant. 

6.  The  cecum  is  frequently  surrounded  with  adhesions  while 
the  appendix  is  absolutely  free.  It  may  be  said  that  the  appen- 
dix was  once  in  the  location  of  the  old  adhesions,  but  the 
appendix  in  none  of  the  subjects  showed  a  trace  of  adhesion. 

In  the  eighty  per  cent  of  adhesions  found  about  the  ceco- 
appendicular  region  about  fifty-live  per  cent  were  cecal  and 
twenty  per  cent  appendicular.  In  the  sixty-six  per  cent  of 
peritoneal  adhesions  over  the  psoas  muscle  a  close  inspection 
revealed  that  in  almost  every  case  the  adhesions  were  confined 
to  the  area  which  came  within  the  range  of  action  of  the  psoas 
and  iliacus  muscles.  The  irritation  of  these  muscles  had  caused 
an  exudate  to  appear  on  both  sides  of  the  body  in  sixty  per  cent 
of  the  subjects. 

My  examination  of  new-born  children  and  infants  under  one 
year  has  revealed  no  adhesions  in  these  two  regions.  In  several 
examinations  of  children  no  exudate  was  found  under  the  sig- 
moid or  around  the  cecum  ;  hence  these  exudates  are  a  pro- 
duct of  adult  life,  due  to  irritation  and  caused  by  contraction  and 
relaxation  of  the  psoas  and  iliacus  muscles. 

Another  reason  that  induced  me  to  investigate  this  subject 
was  that  at  the  hepatic  and  splenic  flexures  it  was  easy  to  explain 
irritation  by   foreign   bodies   causing   abrasion   of  the   mucous 
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membrane  at  the  sharp  flexures.  There  is  no  real  flexure  in  the 
sigmoid  except  where  it  turns  to  cross  the  psoas  muscle,  and  the 
adhesions  do  not  occur  at  this  point  but  over  the  muscles. 

The  activity  of  the  psoas  andiliacus  muscles  accounts  for  some 
exudations,  adhesions,  strictures,  and  malignant  growths  found 
in  the  ileo-cecal  and  sigmoid  regions. 

Investigation  showed  that  the  adhesions  occurred  on  the  in- 
ferior surface  of  the  sigmoid  mesentery,  where  the  psoas  has  the 
greatest  range  of  motion.  The  irritation  of  the  psoas  muscles 
induced  not  only  exudation,  but  also  organization  of  the  exu- 
dates into  bands.  I  place  the  sigmoid  region  in  the  minor  class, 
because  peritonitis  at  this  point  is  benign  in  character. 

The  ceco-appendicular  region  offers  the  following  instructive 
lessons  to  the  surgeon  : 

1.  The  mobile  cecum  will  herniate  or  move  to  almost  any 
part  of  the  abdomen,  taking  the  appendix  with  it. 

2.  The  cecum  in  twenty-five  per  cent  of  the  subjects  hung  in 
the  pelvis  with  the  appendix.  Both  these  conditions  complicate 
pelvic  diseases. 

3.  The  non-descent  of  the  cecum  (with  its  appendix). 

4.  Excessive  development  of  the  cecum,  which  causes  it  to 
hang  in  the  pelvis. 

5.  The  arrest  of  development  of  the  cecum  is  due  to  perito- 
nitic  adhesions.  The  rotation  of  the  great  intestinal  loop  is  inter- 
fered with  by  inflammation  and  the  loop  fixed  by  peritonitic  bands. 

The  spleen  was  observed  in  fourteen  of  the  subjects,  and  fifty- 
six  per  cent  of  them  showed  perisplenitis.  The  causes  which  I 
assign  for  this  condition  are  : 

1.  The  proximity  of  the  splenic  flexure  to  the  colon.  It  is 
common  to  observe  peritonitis  around  the  splenic  flexure,  because 
as  the  hardened  feces,  containing  sharp  foreign  bodies,  pass 
around  the  sharp  angle  of  the  gut,  the  mucous  membrane  is 
abraded  and  infection  passes  through  the  bowel  wall  to  the 
serous  membrane,  creating  peritonitis. 

2.  Irritation  from  dilatation  and  contraction  of  the  stomach  in 
conjunction  with  other  disturbances. 

3.  The  irritation  from  continued  motion  of  the  diaphragm, 
added  to  existing  irritation.1 

1  Dr.  Waite  and  myself  have  performed  twenty-two  post-mortems,  not 
including  the  above,  on  adults  over  25  years  of  age,  and  found  in  about  fifty 
per  cent  of  the  subjects  peritonitic  adhesions  around  the  gall  bladder. 
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In  one  subject  the  pylorus  was  adherent  to  the  gall  bladder, 
and  a  fistula  existed  between  the  bladder  and  the  gut  where  a 
gall  stone  had  caused  ulceration  and  through  which  a  probe 
would  pass.  It  was  common  to  find  the  hepatic  flexure  attached 
by  strong,  large  bands  to  the  liver  while  the  gall  bladder  was 
entirely  free  from  adhesions.  In  none  of  the  subjects  did  peri- 
toneal adhesions  involve  the  kidney.  Peritonitic  bands  sur- 
rounded the  pylorus  in  some  cases. 

At  this  point  I  wish  to  call  attention  to  a  peculiar  depression 
or  fossa  existing  in  the  peritoneum  which  was  found  in  some  of 
the  bodies.  In  several  cases  the  gall  bladder  lay  between  a  fold 
of  peritoneum  extending  from  the  liver  to  the  hepatic  flexure  of 
the  colon.  In  fact  the  gall  bladder  had  a  distinct  long  mesentery 
on  its  hepatic  side  and  on  its  colonic  side — a  sort  of  a  hepato-colic 
mesentery,  holding  in  its  folds  the  gall  bladder.  This  large  peri- 
toneal pocket  or  fossa  is  formed  by  the  colon  and  its  mesentery 
and  the  hepato-renal  ligament.  The  fossa  in  several  subjects 
would  admit  the  whole  fist.  It  must  protect  from  septic  inva- 
sion in  those  cases  in  which  the  gall  bladder  ruptures  into  it.  It 
would  easily  hold  several  ounces  of  pus;  in  two  cases,  however, 
the  pocket  would  hold  ten  to  twelve  ounces.  This  peritoneal 
pocket  has  no  doubt  saved  hundreds  of  patients  with  ruptures  of 
gall  bladder  by  retaining  the  pus,  which  later  escapes  by  per- 
foration or  by  incision. 

I  will  now  call  attention  to  a  point  located  on  the  outer  side 
of  the  ascending  colon,  at  the  junction  of  the  upper  and  middle 
third,  in  which  old  peritoneal  adhesions  were  present  in  about 
five  or  six  of  the  subjects.  For  years  I  had  noted  bands  in  this 
locality.  These  observations  have  proven  to  me  that  the  peri- 
tonitic adhesions  are  due  to  irritation  from  respiratory  movement 
of  the  lower  lobe  of  the  liver.  One  typical  case  showing  exten- 
sive adhesions  and  a  clear  action  of  the  liver  on  it  at  this  point 
convinced  me  of  the  etiology.  In  some  cases  a  normal  band  was 
found  extending  from  the  upper  portion  of  the  colon  to  the 
parietal  wall. 

The  hernial  orifices  are  localities  where  peritonitis  is  apt  to 
occur  and  leave  old  adhesions.  Accidental  peritonitis  was  dis- 
covered in  various  subjects,  which  probably  occurred  from  per- 
forations, pneumonia,  or  other  causes.  No  distinct  perfora- 
tions were  discovered  except  in  the  appendices  which  had  been 
promptly  closed  by  exudates  and  the  mesentery.     In  many  sub- 


PERITONEUM    IN    TWENTY-FIVE    AUTOPSIES.  193 

jects  I  found  adhesions  under  the  great  omentum.  There  were 
no  visible  perforations,  but  bacteria,  their  products,  or  some  irri- 
tative processes  had  caused  definite  peritonitic  adhesions. 

In  the  following  table  I  will  present  and  explain  the  major 
and  minor  regions  of  peritonitis  : 

REGIONS  OF  PERITONITIS. 

f  1.  At  the  ends  of  the  Fallopian  tubes  (pelvis). 
Major    regions  <  2.  Ceco-appendicular  (appendix). 
(3.  Gallbladder. 

!(a)  Pylorus. 
(b)  Ileo-cecal  valve. 
(c)  Anus. 

{(a)  Hepatic  flexure. 
(b)  Splenic  flexure. 
(c)  Sigmoid  flexure. 

3 Hernial  orifices. 

4 Accidental. 

5 At  the  seminal  sacs. 

6 Upper  third  of  ascending  colon. 

7 Perisplenitis. 

I  wish  to  call  especial  attention  in  this  investigation  to  the 
following : 

1.  Peritonitis  is  Nature's  method  of  repair. 

2.  Peritonitis  tends  to  save  while  infection  tends  to  destroy 
life. 

3.  Peritonitis  is  a  distinct  local  action. 

4.  Peritonitis  has  three  distinctly  dangerous  and  eleven  less 
dangerous  localities. 

5.  The  immediate  dangers  of  peritonitis  are  infection  and 
suppuration,  and  the  remote  dangers  strictures,  adhesions,  and 
malignancy. 

6.  The  presence  of  a  mesocolon  to  the  ascending  colon  is  very 
rare,  and  to  the  descending  colon  is  still  more  infrequent. 

7.  Peritonitic  adhesions  occur  in  sixty-five  per  cent  of  cases 
over  the  psoas  muscles  and  under  the  sigmoid,  and  in  eighty  per 
cent  around  the  cecum  and  appendix. 

8.  The  non-descendant  and  excessive  descent  of  the  cecum 
has  been  seldom  noted  by  writers.  The  non-descent  of  the 
cecum  is  due  to  arrest  of  development  from  intrauterine  perito- 
nitis. 

The  privilege  of  making  these  autopsies  was  due  to  the  courtesy 
of  Dr.  Ludvig  Hektoen,  pathologist  to  Cook  County  Hospital, 
Dr.  E.  La  Count,  his  assistant,  and  also  to  the  internes. 
13 
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THE  VAGINAL  OR  INFRAPUBIC   METHOD   OF   OPERATING 

UPON  SUPPURATIVE  DISEASES   OF  THE  UTERUS 

AND   APPENDAGES.1 


BY 

WM.    M.    POLK.    M.D., 
New  York. 


The  following  series  of  cases  are  intended  as  a  means  of  illus- 
trating the  "  vaginal  method  "  as  applied  more  to  the  removal 
of  diseased  appendages  than  to  the  removal  of  the  uterus  and  the 
appendages.  A  removal  of  the  uterus  along  with  the  appen- 
dages is  but  little  more  than  a  vaginal  hysterectomy,  and  it  pre- 
sents itself  to  us  as  a  simpler  procedure  than  when  it  comes  up 
as  a  remedy  for  carcinoma,  especially  if  the  carcinoma  involves 
the  vaginal  wall  or  lower  segment  of  the  uterus.  The  reasons 
for  this  are  self-evident,  but  they  are  mentioned  in  the  body  of 
the  report.  I  have  already  expressed  myself  as  favorable  to  the 
"  vaginal  method  "  where  hysterectomy  for  suppurative  disease  is 
called  for,  but  until  recently  I  have  doubted  the  practicability 
of  this  route  where  anything  short  of  removal  of  the  uterus  is 
indicated.  I  am  now  convinced  that  in  this  method  we  have  a 
very  valuable  means  of  reaching  quite  a  number  of  cases  of  sup- 
purative disease  and  the  simpler  diseases  of  the  ovaries,  such  as 
the  smaller  cysts,  hematoma,  and  even  early  extrauterine  preg- 
nancy. 

One  of  the  most  conspicuous  pathological  states,  which  comes 
well  within  the  domain  of  the  "  vaginal  method,"  is  the  retro- 
verted  adherent  uterus  and  appendages. 

As  to  the  operations  upon  the  ovaries  and  tubes  which  look 
rather  to  their  retention  than  removal,  such  operations  are  more 
difficult  by  this  route  than  by  that  above  the  pelvis.  Still  they 
can  be  done  in  many  cases,  the  relative  difficulty  being  no 
greater  than  that  which  every  one  must  admit  in  comparing  the 
two  routes.  But,  as  is  explained  in  the  body  of  the  report,  there 
are  certain  advantages  belonging  to  the  "  vaginal  method  "  which 
will  give  it  precedence  in  very  many  conditions. 

1  Read  before  the  New  York  Obstetrical  Society,  December  18th,  1894. 
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Case  I.— Multipara.  An  instance  of  retroverted  and  adherent 
uterus.  This  organ  was  the  seat  of  chronic  endometritis  and  me- 
tritis ;  the  tubes  thickened  and  adherent,  but  the  fimbriated  end 
open ;  the  ovaries  enlarged  from  congestion  and  ad  lierent.  Uterus 
first  curetted  and  packed  ;  peritoneal  cavity  then  entered  through 
posterior  vaginal  fornix;  uterus  and  appendages  freed  from 
adhesions.  Ovaries  and  ends  of  tubes  examined  by  sight  and 
touch,  and,  being  found  in  sufficiently  good  condition  to  warrant 
retention,  were  not  disturbed  further.  To  correct  the  retrover- 
sion ventrofixation  was  performed. 

The  patient  was  thin,  the  pelvis  was  shallow  and  roomy,  the 
utero-sacral   ligaments  were   elongated   and  were   of   moderate 
development.     These  conditions  being  favorable  to  pelvic  man- 
ipulation, the   operation   was   done  in  the   following  manner: 
First  an  incision  one  inch  in  length,  and  about  three  inches  above 
the  pubic  bone,  was  made.     This  went  no  further  than  the  fascia 
of  the  linea  alba,  involving  merely  the  skin  and  the  subjacent 
fat,  leaving  therefore  undisturbed  all  the  true  supports  of  the 
anterior  abdominal  wall.     The  uterus  was  next  grasped  by  the 
fingers  of  the  left  hand  in  the  pelvis  and  the  fundus  was  pushed 
against  the  inner  surface  of  the  abdominal  wall  immediately  be- 
neath the  outer  incision.     Two  fingers  of  this  hand  guided  the 
fundus  to  this  position,  and  while  keeping  it  there  were  able 
•easily  to  keep  the  omentum  and  intestines  from  encroaching 
upon  the  field.     A  long,  curved  needle  armed  with  a  silk  liga- 
ture was  now  passed  from  the  bottom  of  the  external  incision 
into  and  out  of  the  fundus  uteri,  then  back  into  the  external  in- 
cision, thus  fixing  the  fundus  firmly  against  the  anterior  abdom- 
inal wall.     The  point  of  the  needle,  while  in  the  cavity  of  the 
peritoneum,  was  guided  by  the  fingers  at  the  fundus  uteri,  so 
that  all  structures  but  the  one  intended  for  fixation  were  avoided. 

The  suture  was  removed  on  the  tenth  day  and  the  outer 
wound  was  about  closed.  This  case,  three  weeks  after  the  ope- 
ration, was  now  presented  for  examination  and  comment.  It 
would  be  found  that  symptomatically  and  anatomically  the 
woman  was  cured. 

The  operation  of  ventrofixation,  as  done  here,  was  attempted 
as  an  additional  test  of  the  possibilities  of  the  "vaginal  method." 
I  have  already  reported  a  similar  case  in  which  Alexander's  ope- 
ration was  done  instead  of  ventrofixation  as  here  mentioned, 
and  I  would  say  now  that  in  all  these  cases  of  retroposed  and 
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adherent  uteri,  after  breaking  up  the  adhesions,  freeing  the  uterus 
and  appendages,  I  prefer  to  add  the  Alexander's  operation  rather 
than  ventrofixation,  even  though  done  as  I  have  just  described. 
My  principal  reason  is  a  belief  that,  as  a  whole,  Alexander's 
method  of  holding  up  a  retroposed  uterus  is  the  better. 

Case  II. — Specimen,  a  tube  from  a  young  nullipara.  An  in- 
stance of  gonorrheal  endometritis  and  salpingitis.  In  this  case 
Diihrssen's  operation  was  done :  a  wide  opening  between  the 
uterus  and  bladder  was  made,  bladder  and  ureters  being  pushed 
aside  ;  peritoneum  and  anterior  vaginal  wall  were  then  stitched 
together ;  uterus  next  anteverted,  and  the  fundus  and  body 
drawn  through  the  opening  into  the  vagina.  Appendages  were 
found  to  be  within  easy  reach  ;  the  right,  except  some  slight 
thickening,  were  in  good  condition,  so  after  examination  were 
replaced.  The  left  ovary  was  sound  enough  to  permit  its  re- 
maining, but  not  so  with  the  left  tube  ;  this  organ  was  suffi- 
ciently diseased  to  require  removal.  The  whole  of  it  was  there- 
fore drawn  into  the  vagina  along  with  the  uterus,  where  it  was 
then  dissected  from  its  attachment  to  the  broad  ligament  and 
uterus,  the  few  bleeding  points  being  secured  with  catgut.  The 
infundibulum  was  firmly  closed  and  tbetube  wall  much  thickened 
by  the  infiltration.  There  was  but  little  pus  in  the  ampulla. 
This  patient  was  out  of  bed  on  the  eighth  day. 

Case  III. — Multipara.  Specimen,  a  uterus  and  appendages. 
The  large  sac  is  the  remnant  of  the  left  ovary,  which  before  ope- 
ration represented  an  ovarian  abscess  the  size  of  a  cocoanut.  It 
was  so  closely  attached  to  the  uterus  that  the  condition  had  been 
mistaken  for  a  myoma.  The  bottom  of  the  sac,  being  at  the  cul- 
de-sac,  was  easily  reached,  was  evacuated,  and  the  cavity  washed 
out.  All  this  was  done  before  disturbing  the  adhesions  which 
attached  it  to  the  pelvic  wall,  sigmoid  flexure,  and  broad  liga- 
ment. The  uterus  was  then  removed,  then  this  sac  with  the 
tube,  and  finally  the  appendages  upon  the  left.  This  ovary,  as 
you  see  here,  showed  the  beginning  of  suppurative  destruction. 
When  the  operation  was  completed  every  vestige  of  the  uterus 
and  the  appendages  had  been  removed.  This  patient  made  a 
prompt  and  smooth  recovery. 

Case  IV. — The  specimens  were  removed  from  a  woman,  mar- 
ried three  years,  who  had  never  borne  children.  They  repre- 
sented the  left  appendages.  Both  tubes  were  normal,  but  both 
ovaries  were  the  seat  of  large  hematomata.     The  left  was  com- 
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pletely  destroyed,  but  the  right  had  still  about  a  third  of  its 
tissue  unaffected.  As  said,  the  left  with  its  tube  was  removed, 
but  the  right  was  dealt  with  by  enucleating  the  blood  cyst  and 
cutting  away  its  wall.  The  excavation  was  then  closed  with 
catgut  and  the  remnant  of  the  ovary  returned.  I  had  been 
specially  influenced  in  this  action  by  a  stipulation  upon  the  part 
of  the  woman  that  menstruation  should  be  spared  to  her.  In 
this  case  the  work  was  greatly  facilitated  by  the  fact  that  the 
appendages  could  be  readily  brought  down  into  the  vagina. 

Case  V. — Nullipara.  The  specimen  represents  an  intraliga- 
mentous cyst  of  the  left  broad  ligament,  it  being  about  the  size 
of  a  large  orange.  It  was  enucleated  from  below,  the  ovary  and 
tube  being  removed  along  with  it.  The  uterus  and  the  appen- 
dages upon  the  right  were  permitted  to  remain,  as  they  were 
in  good  condition.  This  patient  made  a  prompt  and  good  re- 
covery. 

Case  VI. — Uterus  and  appendages.  A  nullipara  who  had 
already  been  operated  upon  for  the  removal  of  the  appendages, 
but  who  was  found  still  to  possess  them.  The  condition  found 
per  vaginam  was  as  follows  :  Uterus  in  fairly  good  condition,  but 
adherent  to  a  coil  of  small  intestine  ;  ovaries  atrophied  and  firmly 
embedded  in  old  organized  adhesions,  their  location  being  in  the 
lateral  fossae  of  Douglas  ;  tubes  converted  into  hydrosalpinx,  and 
likewise  firmly  fixed  to  posterior  face  of  broad  ligaments  and 
in  lateral  fossae  of  Douglas  by  organized  adhesions.  A  vaginal 
hysterectomy  was  first  done,  and  then  the  appendages  were  suc- 
cessively grasped  with  a  pair  of  long  forceps  and  were  cleanly 
enucleated.  Intestinal  adhesions  were  dealt  with  more  easily 
than  I  had  anticipated.  This  patient  also  made  a  good  recovery. 
Case  VII. — Uterus  and  appendages  removed  from  a  woman 
45  years  of  age.  The  indication  for  the  operation  was  persistent 
hemorrhage,  suggesting  cancer  of  the  endometrium.  If  this 
disease  existed,  however,  it  was  only  in  its  incipiency.  The 
specimen  really  represents  nothing  more  than  the  usual  vaginal 
hysterectomy.     The  patient  did  very  well. 

Specimen  VIII. — This  represented  a  case  of  fibroid  disease  of 
the  uterus,  the  growth  originally  equalling  in  size  a  uterus  at  the 
fourth  or  fifth  month  of  gestation.  It  was  removed  by  "  mor- 
cellement  "  per  vaginam.  In  keeping  with  all  these  cases  of  vagi- 
nal operation,  this  case  was  remarkable  for  the  entire  absence  of 
shock  and  the  quick  recovery.     The  woman  was  50  years  old, 
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was  very  stout,  and  was  weakened  by  prolonged  metrorrhagia. 
The  operation  was  performed  December  6th,  and  on  December 
27th  the  patient  was  discharged  from  the  hospital  cured.  Cer- 
tainly no  result,  no  matter  how  obtained,  could  have  been  more 
satisfactory.  The  best  case  of  suprapubic  hysterectomy  could 
not  have  done  so  well. 

In  commenting  upon  this  series  of  eight  cases  I  must  say  that 
they,  in  conjunction  with  several  already  reported,  are  a  revela- 
tion to  me.  The  point  upon  which  1  wish  to  lay  special  stress 
is  the  effect  upon  the  patients.  They  suffered  far  less  from  shock 
than  those  operated  upon  by  the  suprapubic  method,  they  made 
a  more  rapid  recovery  and  required  less  care. 

Touching  Diihrssen's  method,  while  favorably  impressed  by 
it,  I  feel  that  one  who  has  done  the  operation  but  once  has 
scarcely  a  right  to  speak  upon  the  position  which  it  should  oc- 
cupy. It  is  an  easy  way  to  reach  the  appendages,  if  the  uterus 
is  small  enough  to  be  brought  through  the  opening. 

The  anatomical  condition  which  presented  to  me  the  great- 
est difficulty  was  that  found  in  large  women  with  the  male 
pelvis.  The  deep  pelvis  with  its  comparatively  narrow  outlet 
was  usually  found  to  contain  a  uterus  with  unusually  thick 
and  inelastic  utero-sacral  ligaments.  I  also  found  in  some  of 
these  cases  a  considerable  depth  of  tissue  (fat  and  connective 
tissue)  in  the  make-up  of  the  pelvic  floor.  Douglas'  cul-de-sac 
was  deep  and  narrow,  and  the  lateral  fossae  of  Douglas  were 
wide  and  roomy.  It  is  in  these  lateral  fossae  that  the  diseased 
appendages  commonly  rest ;  under  the  above  conditions  it  was 
not  always  easy  to  reach  and  enucleate  them  and  then  draw  them 
into  the  vaginal  opening.  Such  a  pelvis,  however,  would  offer 
no  special  obstacle  if  the  conditions  demanded  hysterectomy, 
for  then  the  prior  removal  of  the  uterus  would  give  easy  access 
to  the  appendages,  no  matter  where  located  within  the  true  pelvis.. 
After  such  removal  the  opening  at  command  would  be  almost 
equal  to  the  confines  of  the  recent  pelvic  excavation,  and  through 
it,  as  had  been  shown  here,  large  pus  tubes  and  ovarian  abscesses 
could  be  safely  removed.  Clearly,  then,  an  element  of  obstacle 
in  this  work  is  the  uterus  itself.  If  the  operator  planned  to 
remove  this  organ  as  a  part  of  his  operation  he  would  have  be- 
fore him  no  greater  procedure  than  a  vaginal  hysterectomy, 
one,  too,  which  was  far  simpler  than  the  same  procedure  when 
executed  for  carcinoma.     A  vaginal  hysterectomy  for  cancer 
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generally  meant  as  much  encroachment  upon  tissues  and  organs 
about  the  uterus  as  was  compatible  not  so  much  with  the  integ- 
rity of  adjacent  structure  as  with  the  life  of  the  patient.  A 
vaginal  hysterectomy  for  inflammatory  diseases  of  the  uterus  and 
appendages  and  for  fibroid  disease  meant,  on  the  contrary,  free- 
dom to  hug  the  diseased  tissue  as  closely  as  possible.  In  the  one, 
bladder,  ureters,  and  rectum  might  be  in  constant  danger  ;  in  the 
other  they  are  excluded  from  the  field  with  the  utmost  ease. 
Iso  adventitious  guides  or  guards  are  needed;  such  things  be- 
come, in  fact,  a  hindrance  rather  than  an  aid. 

Referring  again  to  partial  operations  upon  the  female  pelvic 
organs,  such  as  salpingotomy,  oophorectomy,  resection  of  ova- 
ries, excision  of  pyosalpinx,  etc.,  I  find  that  the  thinner  the  sub- 
ject and  the  more  shallow  and  roomy  the  pelvis  the  greater  the 
ease  of  procedure.  Another  factor  likewise  exists,  as  already 
mentioned,  in  the  make-up  of  the  pelvic  floor.  The  thinner  this 
is  the  easier  becomes  manipulation. 

I  have  already  made  a  preliminary  report  upon  the  "  vaginal 
method"  as  applied  to  fibroids.  Counting  the  cases  included 
in  that  report,  I  have  now  employed  the  method  in  twenty-four 
patients,  some  presenting  fibroid  disease,  some  the  results  of  in- 
flammatory degeneration  of  the  appendages,  and  one  an  intra- 
ligamentous cyst.  The  result  of  my  experience  so  far  is  to  con- 
firm what  I  said  upon  a  previous  occasion — viz.,  that  fifty  per 
cent  of  cases  now  laparatomized  (to  coin  a  word)  could  be  better 
treated  by  the  "  vaginal  method."  This  statement  is  meant  to 
cover  both  the  immediate  and  the  remote  results,  and  has  its 
foundation  in  the  following  :  The  abdominal  wall  is  kept  intact ; 
the  disturbance  of  prearranged  inter-intestinal  adhesions  is 
avoided,  the  creation  of  new  ones  affecting  omentum  and  intes- 
tines is  largely  avoided  ;  the  better  convalescence.  Per  contra, 
it  was  often  a  more  difficult  operation,  and  offended  the  surgical 
rule  that  the  freer  the  access  to  the  field  of  operation  the  better 
the  operator  could  do  his  immediate  work.  Still  I  feel  that  the 
operator  who  fails  to  learn  and  apply  this  method  denies  himself 
and  many  of  his  patients  a  decided  advantage.  Touching  the 
question  of  the  precise  limitation  of  the  method,  as  I  have  only 
operated  upon  twenty-four  cases,  I  am  scarcely  in  position  to  ex- 
press myself  upon  this  point. 

7  East  36tii  street. 
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HENRY  B.  DEALE,   M.D., 
Washington,  D.  C. 


(With  one  illustration.) 


The  term  cancer  is  applied  to  a  number  of  pathological  con- 
ditions presenting   marked    differences   as    regards   both   their 
macroscopic   and   microscopic  appearances  ;  they  have  diversi- 
fied symptoms  and  varying  degrees  of  severity  or  malignancy, 
some  being  almost  benigu  on  account  of  the  slowness  or  retar- 
dation of  their  growth.     Practically  every  cancer  is  but  a  mass 
of  actively  growing  cells.     We  find  these  the  product  of  pre- 
existing cells  which  are  normal  elements  of  healthy  tissue  ;  and 
one  kind  of  cancer  differs  from  another  merely  in  respect  to  the 
particular  kind  of  cell  which  proves  the  starting  point  of  the 
disease  (EL  Snow).     The  growth  of  cancerous  tumors  is  at  the 
expense  of  surrounding  tissue,  not  merely  by  the  absorption  of 
the  nutritious  elements  normally  elaborated  for  the  sustenance 
of  the  original  healthy  tissue,  but  in  some  manner  they  destroy 
the  tissue  itself  for  their  own  maintenance ;  in  this  way  we  may 
account  for  the  often  exaggerated  rapid  growth  of  these  tumors, 
having  a  double   food  supply.     These  cells  always  bear  some 
resemblance  to  the  parent  cell  of  tissue  from  which  they  origin- 
ate, and  never  entirely  assume  a  new  form  of  cell  independent 
of  these  influences.     Cancer  is  thus  necessarily  a  comprehensive 
term,  including  many  varieties  under  this  one  general  heading, 
and  the  more  particular  classes  are  differentiated  and  defined 
by  microscopic  examination. 

I  will  refer  briefly  to  only  one  class  of  these  growths,  occurring 
in  one  organ  of  the  body,  before  I  present  the  report  of  the  case 
that  suggested  the  subject  for  this  evening.  The  name  sarcoma, 
like  many  medical  terms,  is  retained  more  from  convenience  than 
from  its  appropriateness.     It  is  derived  from  the  Greek  Gapg 

1  Read  before  the  Washington  Obstetrical  and  Gynecological  Society. 
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(GapKooixa),  meaning  flesh  or  muscle,  and  was  originally  applied 
to  all  fleshy  growths.  Yirchow  first  restricted  the  name  to  the 
class  of  tumors  which  originate  in  cells  of  connective  tissue. 
The  chief  difference  between  sarcomata  and  other  connective- 
tissue  tumors  is  that  the  connective  tissue  which  forms  the  type 
of  sarcoma  is  represented,  not  by  the  adult,  but  by  the  embryonic 
form  of  this  tissue,  and  the  chief  varieties  of  sarcomata  may  be 
said  in  a  general  way  to  represent  the  different  phases  which 
embryonic  tissue  passes  through  in  its  development.  The  differ- 
ence between  adult  and  embryonic  tissue  is  the  greater  abundance 
of  cells  in  comparison  with  the  formed  material  (Councilman). 
As  to  sarcomata  of  the  uterus,  there  are  two  separate  and  dis- 
tinct kinds,  recognized  by  their  clinical  and  anatomical  features  : 
one,  the  diffuse  sarcoma  of  the  uterine  mucous  membrane  ;  the 
other,  the  sarcoma  circumscriptum.  This  latter  is  also  known  as 
the  sarcoma  fibroma,  sarcoma  of  the  uterine  parenchyma,  and 
under  certain  conditions  the  name  recurrent  fibroid  has  been 
applied.  That  uterine  fibroids  may  and  do  undergo  a  sarcoma- 
tous degeneration  cannot  be  doubted  (and  the  vast  majority  prob- 
ably of  uterine  sarcomata  originate  in  fibroids),  but  there  is 
quite  as  little  doubt  that  there  may  be  primary  sarcomata  of  the 
uterus  independent  of  the  existence  of  fibroid  tumors.  Sarco- 
mata of  the  uterus  are  very  rare  ;  certainly,  at  least,  few  are 
reported.  Winckel  sought  eight  years  for  a  case  to  illustrate 
his  atlas.  The  more  common  form  of  cancer  of  the  uterus  is 
carcinoma,  which  is  a  frequent  event. 

The  causation  of  these  tumors  is  very  vague  ;  too  few  cases  are 
recorded  to  permit  of  satisfactory  generalizations.  In  looking 
over  the  literature  of  this  subject  only  about  seventy-odd  cases 
are  reported,  and  these  not  of  recent  date.  Probably  many  more 
isolated  cases  have  been  observed  but  not  recorded.  Of  73 
cases,  4  occurred  before  the  twentieth  year,  5  between  the  twen- 
tieth and  twenty -ninth  years,  15  between  the  thirtieth  and  thirty- 
ninth  years,  28  between  the  fortieth  and  forty-ninth  years,  18 
between  the  fiftieth  and  fifty-ninth  years,  3  after  the  sixtieth 
year.  This  indicates  that  they  occur  more  frequently  near  the 
climacteric  period.  As  regards  their  dependence  upon  child- 
bearing,  the  following  is  in  marked  contrast  to  the  occurrence 
of  carcinoma  :  Of  74  cases,  25  were  sterile,  4  of  whom  were 
virgins;  6  had  had  one  labor,  10  two  labors,  6  three  labors,  5  five 
labors,  1  seven  labors,  1  eight  labors,  1  nine  labors,  1  ten  labors. 
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Unfortunately  in  these  statistics  no  reference  is  made  to  the 
variety  of  sarcomata  observed,  consequently  no  deductions  can 
be  made  as  to  the  relative  frequency  of  each  or  the  influence 
of  age  or  child-bearing  on  their  occurrence.  Metastases  in  sar- 
coma are  late,  and  not  through  the  lymphatics  as  in  carcinoma, 
but  on  account  of  their  vascularity  the  blood  vessels  furnish  the 
channels  for  infection.  There  is  no  longer  any  doubt  as  to  the 
malignancy  of  these  tumors.  The  duration  of  the  disease  varies 
from  four  months  (Frankinhauen)  to  ten  years  (Hegar) ;  the 
average,  according  to  Rigivue,  is  three  years. 

The  following  is  the  history  of  a  case  that  came  under  my 
care  and  observation.  Mrs.  X.,  white,  aged  62  years,  the  mother 
of  eleven  children,  nine  of  whom  are  living,  had  been  in  fair 
health,  though  she  was  never  considered  robust.  Her  menopause 
occurred  eight  years  previously,  when  she  had  severe  and  alarm- 
ing hemorrhages ;  she  was  at  this  time  under  the  care  of  Dr. 
Busey,  who  she  said  tamponed  the  vagina  daily.  After  this 
period  had  passed  she  had  no  further  trouble  or  any  symptoms 
referable  to  the  generative  organs.  On  March  2d,  1893,  while 
in  attendance  upon  her  husband  in  a  fatal  illness,  she  sent  for 
me,  saying  she  had  had  a  small  (probably  not  over  a  tablespoon- 
ful)  escape  of  blood  from  the  vagina,  at  which  she  was  much. 
alarmed.  On  questioning  I  found  she  had  assisted  in  moving 
her  husband,  who  was  helpless,  from  one  side  of  the  bed  to  the 
other,  and  it  occurred  to  me  there  may  have  been  an  undue 
strain.  I  put  her  to  bed  and  advised  absolute  quiet.  She  had 
no  further  trouble  for  a  day  or  two,  when  there  was  another 
slight  hemorrhage.  I  then  tamponed  the  vagina.  She  had 
after  this  three  or  four  small  hemorrhages.  Hemorrhage  occur- 
ring in  a  woman  of  her  age  so  long  after  menopause  led  me  to 
suspect  a  more  serious  cause.  Absolutely  nothing  could  be 
discovered  by  physical  examination  ;  the  uterus  was  small  and 
freely  movable,  and  no  tumor  could  be  found.  I  at  this  time 
called  Dr.  Fry  in  consultation,  who  advised  exploring  and 
curetting  the  uterus  for  diagnostic  purposes.  On  March  20th, 
the  patient  refusing  to  take  ether,  the  cervix  was  dilated  with- 
out an  anesthetic,  the  uterus  curetted,  and  two  small  pieces  of 
tissue  secured.  After  this  there  was  no  further  hemorrhage 
and  she  felt  as  well  as  usual ;  there  was  no  pain  at  any  timer 
the  hemorrhage  being  the  only  symptom.  The  scrapings  ob- 
tained by  curetting  were  submitted,  the  one   to  Dr.  Gray  of 
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this  city,  and  the  other  to  Dr.  Simon  Flexner  of  Johns  Hopkins 
Hospital ;  they  both  reported  the  specimen  to  he  of  a  large 
spindle-celled  sarcoma.  Operative  measures  were  at  once  urged. 
She  went  to  Baltimore  and  was  examined  by  Dr.  H.  A.  Kelly, 
to  whom  I  had  previously  sent  a  history  of  the  case  with  the 
microscopic  reports.  He  could  discover  nothing  on  examina- 
tion, but  advised  the  operation  on  the  strength  of  the  reports  of 
the  two  microscopists.  She  was  admitted  to  the  Johns  Hopkins 
Hospital,  and  on  April  8th  vaginal  hysterectomy  was  performed 
by  Dr.  Kelly,  the  account  of  which  may  be  best  stated  by  an 


abstract  from  the  hospital  record,  kindly  furnished  me  by  Dr. 
Kelly  : 

"  The  moderately  relaxed  outlet  permitted  free  access  to  the 
cervix,  both  lips  of  which  were  transfixed  and  completely  closed 
with  four  heavy  silk  traction  sutures.  The  cervix  was  then 
drawn  down  to  the  vaginal  outlet  and  a  circular  incision  made 
through  the  vaginal  mucous  membrane  at  the  point  of  reflexion 
on  to  the  cervix.  The  loose  cellular  tissue  anteriorly  and  poste- 
riorly was  stripped  back  to  the  peritoneal  folds.  The  posterior 
fold  was  perforated  with  the  fingers,  while  the  anterior  was 
caught  with  tissue  forceps  and  opened  with    scissors.     These 
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openings  were  enlarged  by  pulling  from  side  to  side  with  the 
fingers  out  to  the  broad  ligaments,  which  were  now  the  only 
structures  connected  with  the  uterus.  The  right  broad  liga- 
ment was  tied  off  with  silk  ligatures  from  below  upward  in  the 
usual  manner.  The  uterus  was  then  delivered  from  the  pelvis 
and  lay  in  the  vulvar  cleft,  still  attached  by  the  left  side.  The 
left  broad  ligament  was  now  ligated  from  above  downward  and 
the  uterus  removed.  About  eight  additional  fine  silk  ligatures 
were  required  to  control  some  bleeding  hemorrhoidal  vessels. 
The  pelvis  was  carefully  dried  with  pledgets  of  cotton,  the 
anterior  and  posterior  peritoneal  layers  were  united  by  one 
ligature  in  the  centre,  and  an  iodoform  pack  inserted,  loosely 
filling  the  vagina.  The  convalescence  of  the  patient  was  unin- 
terrupted. 

"  Pathological  report. — The  specimen  consists  of  uterus  which 
is  8  centimetres  in  length,  and  at  fundus  5  centimetres  broad 
by  1.5  centimetres  thick. 

"  On  section  there  is  seen  a  small  sessile  tumor,  slightly  paler 
than  the  mucosa,  protruding  from  the  left  lateral  wall  at  cornu 
into  the  cavity,  which  measures  3.5  by  1.8  centimetres.  Speci- 
men was  hardened  in  alcohol,  mounted  in  celloidin,  and  sections 
from  it  stained  in  hematoxylin  and  eosin. 

"  Microscopical  section  includes  a  portion  of  the  tumor,  ute- 
rine cavity,  and  the  opposite  right  uterine  wall,  so  that  the  cavity 
is  represented  by  a  narrow  slit  running  between  two  bands  of 
tissue.  The  part  of  the  section  representing  the  right  uterine 
wall  shows  mucous  membrane  covering  striped  muscle  fibres, 
both  normal  in  appearance.  The  part  of  the  section  including 
the  tumor  shows  over  its  uterine  surface  mucous  membrane  in 
which  the  glands  are  compressed  and  elongated,  their  lumen  in 
places  being  obliterated.  This  mucous  membrane  rests  upon  a 
thin  layer  of  striped  muscles  fibres,  beneath  which  is  a  tissue 
much  more  cellular  and  the  cells  different  in  appearance  from 
those  of  the  normal  muscle.  The  great  majority  of  these  cells 
are  oval,  presenting  a  vesicular  nuclei,  and  are  the  size  of  an 
average  endothelial  cell.  Among  these  cells  are  larger  ones  with 
a  relative  increase  in  the  size  of  the  nuclei,  the  nuclei  of  the 
greatest  of  these  being  at  least  six  times  larger  than  those  of 
an  average  endothelial  cell.  There  is  considerable  intercellular 
substance,  in  some  places  appearing  quite  homogeneous,  at 
others  indistinctly  fibrillated.     The  tumor  is  not  completely  cir- 
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cumscribed,  but  sjipws  little  tendency  to  invade  the  adjacent 
tissue." 

The  patient,  as  stated,  made  an  uninterrupted  and  uneventful 
recovery.  She  spent  the  spring  and  summer  at  the  seashore, 
so  I  did  not  again  see  her  until  autumn,  when  she  returned  to 
the  city.  She  had  gained  greatly  in  flesh,  being  stouter  than 
ever  before,  and  felt  better  and  stronger  than  for  years. 

I  would  say  that  for  judicious  reasons  she  was  never  informed 
of  the  true  nature  of  her  trouble  nor  the  extent  of  the  operation. 

It  is  interesting,  as  evidence  of  our  dependence  upon  the  mi- 
croscope for  operative  measures  as  well  as  diagnosis,  to  state 
that  even  after  the  patient  was  under  anesthesia,  the  physical 
signs  being  nil,  and  there  having  been  at  no  time  any  symptom 
but  hemorrhage,  and  this  not  having  occurred  for  ten  days  to 
two  weeks,  it  was  questioned  whether  such  a  radical  operation 
was  warranted  ;  but,  relying  on  the  microscopic  reports,  it  was 
decided  to  proceed. 

The  uterus  was  small  and  smooth,  8  centimetres  (3.1  inches) 
in  length,  5  centimetres  (1.9  inches)  broad  at  the  fundus,  and 
1.5  centimetres  (^  inch)  thick,  and  not  until  this  was  laid  open 
were  we  positive  of  the  presence  of  the  tumor,  which  measured 
only  2.5  centimetres  (y9^  inch)  by  1.8  centimetres  (-^  inch).  Dr. 
Kelly  considered  it  the  earliest  case  recognized. 

There  are  several  interesting  features  in  this  case.  One,  and 
probably  most  important,  is  the  advantage  of  early  operation, 
which  was  less  than  five  weeks  after  the  occurrence  of  the  first 
symptom ;  the  uterus  was  still  small  and  not  infiltrated,  permit- 
ting of  easy  removal  per  vaginam,  and  the  patient  was  not 
weakened  by  loss  of  blood,  less  than  five  ounces  having  escaped. 

I  fully  realize  that  hemorrhage  occurring  in  a  woman  of  her 
age  would  rouse  the  suspicions  of  any  medical  attendant,  and 
no  credit  is  due  for  the  further  investigation  of  the  case. 

Another  interesting  point,  and  one  worthy  of  discussion,  is 
whether  this  tumor  was  a  degenerated  fibroid  or  a  primary 
sarcoma. 

Undoubtedly  the  weight  of  evidence  is  that  sarcomata  cir- 
cumscripta are  usually  the  result  of  fibroids,  but  I  think  the 
examination  of  the  clinical,  and  especially  the  anatomical,  fea- 
tures of  this  tumor  might  readily  lead  one  to  suspect  its  primary 
character,  though  the  age  of  the  patient  and  the  serious  flooding 
at  the  menopause  point  to  the  existence  of  a  fibroid  at  that  time ; 
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and  I  think  this  question  probably  resolves  itself  into  a  discus- 
sion of  the  cause  of  the  alarming  hemorrhage  at  the  climacteric. 


As  supplemental  to  the  above  paper,  I  have  thought  it  well 
to  add  a  brief  history  of  another  case  of  sarcoma  uteri,  of  dif- 
ferent type,  which  has  come  under  my  care  since  the  first  was 
reported  to  the  Society. 

Angio-sarco7)ia  uteri. — Mrs.  O.,  white,  aged  45  years,  mar- 
ried and  the  mother  of  two  children,  consulted  me  in  June,  1894. 
Her  menopause  had  occurred  nearly  three  years  previously  with-, 
out  any  serious  symptoms.  She  sought  advice  in  regard  to  a 
somewhat  profuse  watery  discharge  from  the  vagina,  which  had 
continued  for  over  three  weeks,  and  during  the  last  week  it  had 
become  tinged  with  blood.  She  suffered  no  ill  effects  from  this 
discharge,  and  was  led  to  seek  advice  more  particularly  on  ac- 
count of  the  inconvenience,  though  she  was  slightly  alarmed  at 
the  appearance  of  blood  mixed  with  the  discharge.  On  examina- 
tion there  was  found  a  slightly  offensive  discharge,  the  uterus  was 
small  and  freely  movable,  and  no  tumor  was. perceptible. 

Curetting  was  advised  for  diagnostic  purposes,  which  was  per- 
formed on  July  12th  by  Dr.  Van  Rensselaer  and  myself.  A 
few  soft  shreds  were  obtained,  and  these  were  examined  micro- 
scopically by  Dr.  Philip  Jaisohn,  who  reported  it  to  be  angio- 
sarcoma, which  is  of  extremely  rare  occurrence.  On  September 
13th  vaginal  hysterectomy  was  performed  by  Dr.  Fry.  She 
made  an  uninterrupted  recovery  and  is  now  stronger  and 
stouter  than  for  years. 

Upon  opening  the  uterus  a  small,  somewhat  circumscribed 
tumor  was  seen  in  the  right  cornu,  presenting  to  a  remarkable 
degree  a  picture  similar  to  the  case  above  reported,  the  growth 
being  slightly  larger  and  not  so  clearly  circumscribed. 

This  case  is  added  on  account  of  the  supposed  rareness  of 
this  condition  in  the  uterus,  though  I  cannot  think  it  is  so  in- 
frequent as  the  records  lead  one  to  believe  ;  either  they  are  not 
recognized  or  not  reported  when  recognized. 

1224  14th  street,  N.  W. 


BACON  :    EXTIRPATION  OF  PELVIC  GROWTHS  BY  KRASKE  METHOD.  207 


THE  EXTIRPATION   OF  PELVIC   GROWTHS   BY   THE   KRASKE 

METHOD.' 


JOSEPH  B.   BACON,   M.D., 

Professor  of  Rectal  Surgery,  Post-Graduate  Medical  School ;  Instructor  in  Clinical 

Surgery,  Northwestern  University  Medical  School  ;  Surgeon  to  the  Chicago 

Post-Graduate,  Cook  County,  and  Charity  Hospitals, 

Chicago,  111. 


No  more  brilliant  and  aggressive  surgery  is  done  anywhere 
than  in  America,  yet  the  literature  of  extirpation  of  the  rectum 
by  the  sacral  method  is  very  scant.  One  must  therefore  con- 
clude that  many  of  our  leading  surgeons  have  not  met  with 
brilliant  success  in  this  work  or  are  not  yet  ready  to  report. 
The  removal  of  a  part  or  all  of  the  two  lower  sacral  vertebne 
and  the  coccyx,  together  with  the  entire  anus  and  rectum,  for  an 
extensive  cancerous  growth,  even  in  this  age  of  aseptic  surgery, 
seems  quite  rash ;  but  the  advantages  of  the  sacral  method  are 
obvious  when  one  compares  the  results  obtained  by  this  method 
with  those  obtained  by  the  old  method,  and  considers  that  the 
appended  list  comprises  cases  that,  as  a  rule,  were  entirely  in- 
operable by  the  old  method. 

My  experience  has  been  limited  to  three  cases: 

Case  I.,  1891. — Male,  aged  34.  Extensive  carcinoma  of  the 
rectum,  extending  up  five  inches  from  the  internal  sphincter. 
The  anus  and  rectum  were  removed  and  the  lower  end  of  the 
gut  was  sutured  into  the  upper  angle  of  the  sacral  wound.  The 
patient  made  an  interrupted  recovery  and  lived  twenty-one 
months.  Secondary  carcinomatous  growths  began  in  the  perito- 
neal lymphatics  and  extended  to  bladder,  prostate,  and  liver, 
causing  death  from  exhaustion. 

Case  II.,  1892. — Male,  aged  61.  Extensive  carcinoma  of 
anus  and  rectum,  necessitating  their  entire  removal.  Death  oc- 
curred forty-eight  hours  after  the  operation  from  shock.  The 
growth  had  involved  the  prostate  and  base  of  the  bladder,  but  this 
was  not  diagnosed  on  account  of  the  malignant  stricture  and  the 
thickness  of  the  rectal  walls.     The  growth  appeared  to  be  dis- 

1  Read  before  the  Chicago  Gynecological  Society.  December  21st,  1894. 
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tinctly  movable,  and  therefore  operable;  but  the  patient  was  too 
old  for  so  extensive  an  operation,  and  a  colotomy  should  have 
been  done  instead. 

Case  III.,  1894. — Female,  aged  35.  Specific  inflammatory 
stricture  of  anus  and  lower  four  inches  of  the  rectum,  with  in- 
continence, complicated  by  fistula?.  The  patient  had  undergone 
four  operations  for  its  relief  during  the  last  four  years,  divulsion 
twice  and  internal  proctotomy  twice.  Operation  April,  1894. 
Complete  extraperitoneal  excision  of  anus  and  four  inches  of  the 
rectum.  Uninterrupted  recovery.  The  peritoneal  cavity  was 
not  opened. 

Fenger  lays  great  stress  upon  the  location  of  the  cancer, 
whether  it  is  high  or  low,  as  regards  high  or  low  percentage 
of  mortality  after  the  operation.  The  peritoneal  cavity  must 
be  opened  in  all  cases  if  the  cancer  is  situated  high,  but  it  is 
seldom  necessary  to  open  it  when  the  cancer  is  situated  low.  In 
both  my  cases  of  carcinoma  the  peritoneum  was  freely  incised,, 
and  the  mortality  was  50  per  cent.  Fenger  has  done  four  high 
operations  for  cancer  with  a  mortality  of  50  per  cent,  and  seven 
operations  for  cancer  situated  low  down  in  the  rectum  with  a 
mortality  of  only  28.5  per  cent ;  he  has  also  operated  five  times 
for  stricture  by  the  sacral  method  without  a  death.  He  has 
collected  statistics  of  eighteen  operations  for  carcinoma  high 
up  with  a  mortality  of  50  per  cent.  In  two  hundred  and 
twenty-nine  cases  recorded  by  fifty-nine  European  and  Ameri- 
can surgeons,  there  are  twelve  operations  for  stricture  with  no 
deaths.  Of  one  hundred  and  ninety-two  cases  operated  upon 
for  cancer,  fifty-eight  died,  a  mortality  of  28.4  per  cent.  Many 
of  these  cases  would  to-day  be  classed  as  inoperable,  and  there- 
fore the  mortality  for  the  operation  at  present  should  be  mate- 
rially lessened.  Kraske  reported  in  1885  ten  cases  with  four 
deaths,  a  mortality  of  40  per  cent.  Konig  collected  more 
recently  statistics  showing  a  mortality  of  24  per  cent.  Yon 
Bergmann  has  recently  reported  twenty-seven  cases  with  only 
one  death,  a  mortality  of  3  per  cent.  Thorndike  has  collected 
statistics  showing  an  average  mortality  by  the  old  method 
of  16  per  cent.  As  only  cases  of  cancer  or  stricture  situated 
low  in  the  rectum  or  at  the  anus  were  operable  by  the  old 
method,  the  statistics  are  in  favor  of  the  new  method.  Kelsey 
has  recently  reported  twenty  four  cases,  the  majority  of  them 
non-malignant  strictures,  with  seven  deaths,  a  mortality  of  29.1 
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per  cent.     McCosh  states  that  he  lias  observed  that  excision  of 
cancer  gives  greater  relief  than  any  other  method.     I  noticed 
in  my  two  cases  that  they  had  continence  of  feces,  except  at 
times  when  the  movements  were  diarrheal  in  character.     Fecal 
continence  was  better  than  in   any  of   my  cases  of   colotomy. 
This  should  be  naturally  expected,  as  the  sigmoid  is  not  removed, 
and  as  an  acute  angle  is  made  by  bending  the  lower  end  of  the 
gut  to  unite  it  with  the  skin  at  the  upper  angle  of  the  sacral 
wound.     While  the  statistics  of  the  sacral  method  are  too  new 
to  enable  us  to  form  a  definite  opinion  as  to  the  duration  of  life 
after  the  operation,  yet   the   thorough  removal  of  the  growth 
offers  a  much  greater  prolongation  of  life  than  could  be  expected 
by  the  old  method.     Czerny,  in   thirteen  years  at  his  clinic  at 
Heidelberg,  performed  one  hundred  and  nine  operations  for  can- 
cer of  the  rectum  by  both  the  old  and  the  new  methods.     Of 
these,  ten  patients  died  from  the  operation,  twenty-three  lived 
two  years,  sixteen  lived  three  years,  fourteen  lived  four  years 
nine  lived  five  years,  one  patient  lived  six  years,  one  eight  years' 
one  eleven  years,  and  one  thirteen  years. 

Judging  from  these  results,  we  should  in  the  near  future  be 
able  to  render  much  greater  relief  to  this  pitiable  and  hitherto 
hopeless  class  of  patients.  The  fact  that  rectal  diseases  are  now 
recognized  as  a  distinct  specialty  will  tend  to  keep  these  patients 
from  irregular  practitioners,  and  as  a  result  cancers  will  be  more 
frequently  recognized  in  the  early  stage  and  the  possibility  of 
cure  by  operation  thereby  greatly  increased. 

The  cause  of  death  was  not  given  in  many  of  the  cases,  but 
most  of  them  were  from  sepsis.  Unfortunately  aseptic  work  in 
rectal  surgery  is  almost  impossible.  Much  can  be  gained,  how- 
ever, by  thorough  cleansing  of  the  anus  and  rectum.  Where 
the  anus  and  rectum  are  to  be  removed  the  anus  should  be  firmly 
closed  by  a  strong  ligature  or  heavy  forceps,  and  the  bowel  kept 
dosed  by  not  severing  it  above  the  growth  until  the  peritoneal 
cavity  has  been  closed  by  sutures,  packing,  or  both.  Five  patients 
died  from  pulmonary  embolism. 

Schede  reports  three  deaths  due  to  fresh  thrombus  in  the  fe- 
rn >ral  vein,  and  suggests  that  forced  flexure  of  the  hip  joints, 
together  with  the  elevation  of  the  pelvis  as  practised  by  many 
operatorsjin  order  to  lessen  the  hemorrhage  while  doing  a  sacral 
section,  is  a  very  dangerous  procedure  on  account  of  embolism. 
The  advantages  of  the  sacral  over  the  old  method  for  the 
14 
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removal  of  rectal  growths  are  :  1.  After  removal  of  the  coccyx 
and  a  part  of  the  sacrum  the  operation  npon  the  rectum  is  com- 
paratively open  and  the  hemorrhage  can  be  reduced  to  a  mini- 
mum. 2.  The  operation  can  be  done  rapidly.  3.  Growths  in- 
operable by  the  old  method  can  be  readily  removed.  4.  Greater 
prolongation  of  life  and  comfort  than  after  colotomy.  5.  Less 
fecal  incontinence  than  after  colotomy. 

I  have  been  able  to  collect  from  the  literature,  excluding  the 
rectal  cases,  reports  of  one  hundred  and  thirty-three  cases  of 
pelvic  growths  operated  upon  by  the  sacral  method.  Of  these 
one  hundred  and  twenty-six  were  cases  of  hysterectomy  for 
cancer ;  two  were  cases  of  suppurating  dermoid  cysts  discharg- 
ing through  the  vagina,  result  good  ;  one  was  a  case  of  cystic 
tumor,  the  size  of  a  child's  head,  situated  above  the  prostate,  with 
recovery  (Czerny) ;  one  was  a  case  of  an  almost  impacted  uterine 
myoma,  by  the  same  operator,  with  recovery;  and  three  were 
cases  of  pelvic  tumors  with  recovery.  Czerny  also  reports  eight 
cases  of  cervical  cancer  operated  upon  by  the  sacral  method  with 
only  one  death  ;  one  case  of  large  uterine  sarcoma  with  recovery, 
but  the  patient  subsequently  died  from  metastasis  ;  one  case  in 
which  he  removed  the  uterus  by  the  sacral  method,  and  in  which 
he  had  amputated  the  cervix  for  cancer  fourteen  years  previously. 

These  reports  are  good  illustrations  of  a  series  of  cases  inope- 
rable by  any  other  method. 

Westermark  reports  one  hundred  and  four  cases  of  hysterec- 
tomy for  cancer,  with  twenty-five  deaths — a  mortality  of  24  per 
cent.  Of  this  number  he  himself  operated  upon  ten  cases  with 
two  deaths,  one  immediately  following  the  operation,  the  other 
twenty-six  days  after  operation,  from  cystitis  and  pyelitis.  In 
this  list  he  quotes  Herzfeld,  who  operated  upon  five  cases  with 
one  death.  One  of  his  cases  is  especially  interesting  and  dem- 
onstrates the  advantages  of  the  sacral  method  : 

Female,  aged  42.  Cancer  of  cervix.  Operation  thirteen  days 
after  labor.  The  body  of  the  uterus  measured  six  inches  in 
depth.  Hysterectomy.  Recovery.  Patient  was  able  to  get  up 
one  week  after  the  operation.  Supravaginal  amputation  in  this 
case  was  out  of  the  question,  as  the  lochia  would  have  infected 
the  peritoneum. 

Goffe  considers  the  method  an  ideal  one  where  the  uterus  is 
adherent  and  there  is  extensive  disease  of  the  appendages. 

Montgomery's  cases  are   very  interesting,  both   as  to  results 
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and  on  account  of  the  thorough  and  radical  method  of  operating. 

In  one  case  he  removed  the  uterus,  tubes,  ovaries,  posterior  wall 
of  the  vagina,  and  the  entire  amis  and  rectum,  with  recovery  • 
in  another  case  he  removed  the  uterus,  ovaries,  and  three  inches 
of  the  centre  of  the  rectum  for  cancer,  with  recovery  ;  in  another 
case  he  removed  the  uterus,  tubes,  and  ovaries  for  cancer,  with 

recovery. 

Schede  reported  twenty-eight  hysterectomies  with  eight  deaths 
and  stated  that  the  mortality  would  have  been  greater  had  the 
vaginal  method  been  employed.     These  patients  were  operated 
upon  only  as  a  last  resort,  with  very  dubious  chances  of  recovery 
on  account  of  severe  hemorrhages  and  exhaustion.     One  patient 
was  58  years  of  age,  another  71,  and  another  62.     He  examined 
fourteen  of  these  patients  at  periods  varying  from  four  to  twenty 
months  after  the  operation,  and  considers  that  there  is  a  prob. 
ability  of  their  being   permanently  relieved.     He  believes  the 
sacral  method  of  value  in  cases  in  which  the  vaginal  method  is 
impracticable,  and  that  the  sacral  method  is  not  necessarily  more 
dangerous  in  uncomplicated  cases.     He  states  that  recovery  is 
more  tedious  after  the  sacral  method,  and  that  his  experience 
tsaches  him  that,  when  the  bladder  is  involved  and  the  disease 
has  surrounded  the  ureter,  it  is  better  to  dissect  the  diseased  part 
of  the  bladder,  and  to  resect  the  ureter  and  extirpate  the  corre- 
sponding kidney,  than  to  be  conservative,  as  in  Case   9  of  his 
report.     He  says  radical  measures  in  these  cases  give  the  best 
results. 

In  this  report  of  one  hundred  and  thirty-three  cases  there  was 
a  mortality  of  21.5  per  cent.  Causes  of  death :  shock  two,  sepsis 
twelve,  heart  paralysis  one,  hemorrhage  three,  cystitis  and  pye. 
litis  two,  nephritis  one,  pulmonary  emboli  four,  iodoform  "in- 
toxication one,  unknown  two. 

The  mortality  of  the  operation  in  the  future  must  be  greatly 
lessened,  for  by  following  the  suggestion  of  Herzfeld  and  mak- 
ing the  operation  practically  extraperitoneal  the  risks  from 
sepsis  would  be  reduced  to  a  minimum.  He  opens  the  peri- 
toneum through  Douglas'  pouch ;  then,  when  possible,  dissects 
the  peritoneum  from  the  fundus  of  the  uterus,  and  dissects  the 
vagina  loose  from  the  bladder  by  opening  into  the  cul-de-sac 
between  the  bladder  and  the  uterus.  Then,  after  suturing  the 
peritoneal  surfaces  together,  he  closes  the  abdominal  cavity  be- 
fore removing  the  cancer,  and  thus  prevents  infection  of  the 
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general  peritoneal  cavity.  Again,  as  Schede  suggests,  if  the 
Trendelenburg  position  is  not  used  the  danger  from  pulmonary 
emboli  will  be  lessened,  the  hemorrhage  will  be  seen  during  the 
operation  and  controlled,  and  the  danger  of  secondary  hemor- 
rhage from  vessels  that  were  overlooked,  because  they  did  not 
bleed  while  the  pelvis  was  elevated,  would  be  practically  avoided. 

I  have  been  prejudiced  against  the  sacral  method  of  operation 
for  cancer  of  the  uterus,  and  in  a  number  of  cases  inoperable  by 
the  vaginal  method  have  advised  that  no  operation  be  done. 
Since  I  have  looked  up  the  literature  more  carefully,  however, 
aud  have  noted  the  professional  standing  of  the  surgeons  who 
have  been  operating  by  this  method,  I  am  more  favorably  im- 
pressed with  the  good  and  great  method  that  Kraske  has  given 
us,  and  believe  we  have  been  too  conservative  in  dealing  with 
cancer  of  the  pelvic  organs. 

The  cases  reported  in  this  paper  were,  as  a  rule,  neglected 
cases,  and  the  operations  were  done  only  as  a  last  resort.  But, 
were  the  uterine  cancers  more  generally  removed  by  this  method 
and  the  milder  cases  added  to  the  list,  the  percentage  of  mortality 
would  be  much  lower  and  the  relapses  far  less  frequent  on  ac- 
count of  the  more  thorough  removal  of  the  diseased  tissues. 

The  indications  for  operation  by  the  sacral  method,  as  sug- 
gested by  the  principal  operators,  are  : 

1.  When  the  uterus  is  too  large  to  remove  through  the  vagina, 
and  the  tumor  is  impacted  in  the  pelvis. 

2.  When  cancer  of  the  body  of  the  uterus  would  infect  the 
peritoneum  if  removed  by  any  other  method. 

3.  When  the  carcinoma  involves  the  vagina  and  uterus  and 
sacral  glands. 

4.  Pelvic  dermoids  or  inflammatory  deposits  that  have  sup- 
purated and  opened  into  bladder  and  vagina  or  rectum. 

5.  Large  tumors  of  the  prostate. 

6.  Large  paravesical  tumors. 

7.  Malignant  growths  of  the  uterus  involving  the  rectum. 

8.  Pelvic  deformities,  especially  osteomalacia. 
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HYSTERECTOMY  BY  THE   SO-CALLED  PRATT  (?)  METHOD. 


To  the  Editor  of  The  American  Journal  of  Obstetrics. 


Dear  Sir: — In  The  American  Journal  of  Obstetrics  for 
December,  1894.  page  8,  I  noticed  an  article  in  which  Dr. 
Edebohls  lays  great  stress  on  the  important  principles  which 
one  Pratt,  of  Chicago,  has  advanced  in  connection  with  the  sub- 
ject of  hysterectomy.  He  says  Pratt  has  applied  these  prin- 
ciples to  the  removal  of  the  tubes  and  ovaries  as  well  as  the 
removal  of  the  uterus  by  the  abdominal  route.  Then  he  says : 
"In  the  performance  of  suprapubic  hysterectomy  for  fibroma 
Pratt  practises  supravaginal  amputation,  leaving  the  cervix,  in- 
stead of  total  enucleation  of  the  same." 

This  statement  seems  paradoxical.  It  settles,  however,  so  far 
as  Pratt  is  concerned,  my  claim  of  originality  in  enucleating  the 
cervix  from  above  downward,  and  leaves  Pratt  doing  supra- 
pubic hysterectomy  to-day  (according  to  Edebohls'  description, 
almost  identically  the  same  operation  which  I  made  February 
3d,  1887,1  and  which  also — with  changes  made  necessary  by  mal- 
formation of  broad  ligaments  or  location  of  uterine  arteries — 
differs  in  no  essential  features  from  the  operation  which  is  now 
credited  to  Baer). 

I  hope  Dr.  Pratt  will  regard  what  I  say  in  the  interests  of 
surgery  and  not  in  any  personal  spirit  toward  him.  True,  I 
always  contend  that  the  more  sectarian  the  less  Christian,  and  the 
more  pathy  the  less  doctor.  He  would  add  sect  to  sectarianism 
by  calling  himself  an  orificial  surgeon  as  well  as  a  homeopath- 
ist.  This  is  his  right  and  I  do  not  question  it.  But  inas- 
much as  all  that  he  has  heralded  over  the  country  is,  in  my 
humble  opinion,  absolutely  worthless,  positively  misleading  to 
the  unwary,  and  most  extremely  dangerous,  I  cannot  be  silent. 

In  August,  1889,2  I  took  out  the  entire  cervix,  draining  it  by 

1  See  Transactions  Indiana  State  Medical  Society  for  1887.  See  also  North 
American  Practitioner  for  September,  1893. 

2  See  Indiana  Medical  Journal,  July,  1890. 
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the  vagina  with  long  ligatures.  I  think  Dr.  Edebohls  was  present 
when  I  showed  some  instruments  and  described  this  method  to 
the  International  Medical  Congress  in  Berlin.  The  staff,  which 
I  regard  as  a  very  important  instrument  in  locating  the  vagina 
and  thus  enabling  me  to  keep  clear  of  the  ureters,  I  presented 
to  Dr.  A.  Martin  on  this  occasion.  Since  that  time  (and  not  be- 
fore, as  I  am  credibly  informed)  Prof.  Krobak,  of  Vienna,  has 
been  using  a  staff  exactly  like  it,  and  in  consequence  of  his  use 
of  this  staff  he  (Krobak)  is  credited  in  medical  journals  with  a 
distinct  method  of  operating.1 

For  the  last  four  years  I  have  enucleated  the  entire  cervix 
with  the  serrated  gouge,  preserving  the  anterior  and  posterior 
flaps2  that  I  might  unite  them  together  over  the  stumps  of  the 
broad  ligaments  and  shut  off  the  wound  from  the  peritoneal 
cavity,  draining  the  wound  (not  the  peritoneal  cavity)  with  a  bit 
of  gauze  or  a  small  rubber  drainage  tube.  I  refer  to  this  for  the 
purpose  of  emphasizing  the  important  fact  that  unless  I  stitch 
the  vaginal  wall  in  some  way  to  the  broad  ligaments,  and  unless 
I  bring  the  vagina  well  up  toward  the  serous  membrane,  the  re- 
traction of  the  broad  ligaments  and  the  connective  tissue  of  the 
pelvis  is  such  that  I  invariably  have  prolapsus  of  the  vagina  and 
resultant  cystocele  and  rectocele.  Whether  we  peel  out  the 
cervix  with  a  blunt  instrument  from  above  or  below,  whenever 
the  tissue  is  liberated  from  the  uterus  on  either  side  it  imme- 
diately retracts,  unless  this  tissue  in  the  broad  ligaments  is  first 
held  by  a  constricting  ligature  which  either  transfixes  the  liga- 
ments or  surrounds  them  in  mass,  or  both  combined.  This  is  an 
important  point,  because  it  determines  in  every  case  whether  or 
not  as  a  sequela  of  vaginal  hysterectomy  we  shall  have  pro- 
lapsus of  the  vagina.  I  overcame  this  in  suprapubic  hysterec- 
tomy by  bringing  the  stumps  of  the  broad  ligaments  into  the 
wound  and  covering  them  with  my  anterior  and  posterior  flaps 
which  I  had  enucleated  from  the  upper  portion  of  the  cervix, 
gathering  up  the  connective  tissue  with  catgut  sutures  also 
between  mucosa  and  serosa.  This  I  regard  as  important  as 
uniting  the  aponeurosis  of  the  recti  muscles  in  order  to  guard 
against  ventral  hernia  in  celiotomy.     I  have  in  the  last  four 

1  This  same  method  was  described  to  the  Gynecological  Section  of  the 
American  Medical  Association  in  Washington,  D.  C,  May,  1891.  See  Phila- 
delphia Medical  News,  August  1st,  1891. 

2  See  American  Journal  of  Obstetrics  for  May,  1894. 


CORRESPONDENCE.  215 


years  enucleated  the  entire  cervix  a  large  number  of  times  from 
above  downward,  and  rarely  used  a  ligature  for  the  purpose  of 
controlling  hemorrhage,  except  the  one  used  in  tying  the  broad 
ligaments.     In  over  one  hundred  vaginal  hysterectomies  I  have 
nve  times  been  compelled  to  omit  the  principle  which  I  have  been 
advocating,  that  the  ligaments  should  first   be   narrowed   and 
rounded  and    brought  down  into  the  vagina  and    there   fixed. 
And  what  was  the  result?     I  found  that  the  mucous  membrane 
of  the  vagina  and  the  serous  membrane  of  the  pelvis  were  nearly 
two  inches  apart,  and  that  I  had  a  granular  cavity  in  the  upper 
part  of  the  vagina  into  which  a  hen's  egg  could  be  easily  in- 
troduced.    I  saw  this  same  granular  cavity  many  times  when 
we  were  using  a  series  of  clamps  on  each  broad  ligament.     It  is 
true  that  the  uterus  could    be   enucleated    by  the  vagina   and 
the  connective  tissue  could  all  be  gathered  up,  and  the  broad 
ligament,  after  it  had  been  spread  out  a  finger's  length  in  width, 
brought  together  again  as  it  was  before  it  had  been  enucleated'. 
But  how  much  more  sound  would  be  the  surgical  principle  of 
narrowing  of  broad  ligaments,  to  the  end  that  the  same  might 
be  brought  into  the  vaginal  wound  and  thus  secure  union  of  all 
by  first  intention   (except  the  spot  where,  if  it  were  desirable, 
the  drainage  tube  had  been  placed),  and  not  opening  up  so  much 
connective  tissue  which  takes  up  septic  material  like  a  sponge! 
I  protest  against  any  method  of  vaginal  hysterectomy  which 
does  not  seek  to  secure  the  same  adjustment  of  serosa  to  serosa, 
the  same  narrowing  of  broad  and  rounding  of  the  flat  which 
enables  those  who  fix  the  pedicle  in   the  abdominal  wound  in 
suprapubic  hysterectomy  to  have  such  nice  adjustment   as   in- 
sures union  by  first  intention  without  pus.     I  protest  against  a 
method  which  leaves  a  granulating  cavity  as  large  as  a  lien's 
egg  in  the  upper  part  of  the  vagina,  which  would  always  be 
followed  by  vaginal  prolapse  with  its  resultant  cystocele   and 
rectocele.     I  have  five  times  in  my  own  work  had  this  granu- 
lating cavity  at  the  top  of  the  vagina  following  enucleation  as 
Pratt  suggests.    I  know  Dr.  Edebohls  will  find  it  in  the  two  cases 
he  has  operated  on,  if  they  have  not  already  closed  by  granula- 
tion.    I  have  more  than  seventy-five  times  had  the'wound  at 
the  upper  end  of  the  vagina  unite  by  first  intention,  leaving  a 
little  pit  where  the  rounded  ligaments  were  fixed,  not  larger 
than  the  end  of  the  little  finger,  with  a  line  extending  between 
the  two   where  the   mucosa  had  united  without  a  drop  of  pus. 
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Dr.  Hall,  of  Cincinnati,  has  had  similar  ideal  results  from  opera- 
tions by  the  same  method. 

I  assert  without  fear  of  contradiction,  by  results  shown,  that 
the  dispensing  with  ligatures  or  clamp  is  of  no  advantage  what- 
ever, because  we  need  ligatures  to  properly  approximate  the 
wound  and  fix  the  broad  ligaments  in  such  a  relation  to  the 
vagina  that  they  will  prevent  prolapsus.  I  assert  that  with 
proper  use  of  kangaroo  tendon  or  catgut,  and  the  proper  round- 
ing and  narrowing  of  the  broad  ligaments,  the  patient  will 
be  convalescent  in  six  days  from  a  vaginal  hysterectomy — a 
thing  not  possible  unless  many  sutures  and  ligatures  are  used  to 
briug  the  tissues  together  which  have  been  unnecessarily  sepa- 
rated. I  assert  in  the  interests  of  hysterectomy,  and  with  due 
respect  to  my  friend  Edebohls,  that  this  new  principle  of  hys- 
terectomy is  the  most  worthless  butterfly  of  surgical  fashion 
ever  pursued  by  a  surgeon.  Sautier,  Langenbeck,  and  others 
have  advocated  this  principle.  It  has  now  no  place  in  modern 
aseptic  surgery.  To  retain  the  proper  adjustment  of  all  the  pel- 
vic tissues  and  support  of  the  pelvic  organs  by  such  means  is 
impossible. 

I  am  deeply  interested  in  all  that  pertains  to  hysterectomy. 
I  have  been  advocating  and  doing  the  operation  for  nine  years, 
and  my  experience  warrants  the  following  conclusions:  1.  In 
a  certain  per  cent  of  cases  of  hystero-neuroses — e.g.,  epilepsy, 
mania,  hysteria,1  etc. — where  menstruation  is  the  bane  of  the 
patient's  existence,  hysterectomy  is  preferable  to  celiotomy  with 
the  removal  of  the  ovaries  and  tubes,  for  several  reasons :  (a)  In 
the  latter  operation  menstruation  continues  in  fifteen  per  cent 
of  cases,  (b)  The  nervous  phenomena,  including  the  hot  and 
cold  flashes,  which  torture  the  patient  for  months  and  even 
years  after  the  removal  of  the  ovaries  and  tubes,  do  not  follow 
hysterectomy,  (c)  I  believe,  with  Fordyce  Barker's  teaching, 
that  the  hot  flashes  accompanying  the  menopause  are  due  to  a 
slow  septicemia  originating  from  the  uterine  cavity.  My  belief 
is  based  upon  the  fact  that  where  we  precipitate  a  menopause 
by  the  removal  of  the  ovaries  and  tubes,  we  often  find  a  septic 
condition  of  the  uterine  cavity  which  not  infrequently  produces 
excoriation  of  the  entire  genital  passage,  continuing,  in  spite  of 
curetting  and  other  good  treatment,  for  months,  (d)  In  my 
work  those  senile  changes  in  the  external  genitals  which  follow 
1  See  Philadelphia  Medical  News,  August  1st,  1891. 
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removal  of  the  ovaries  and  tubes  do  not  follow  in  such  a  marked 
degree  the  operation  of  hysterectomy  with  ovaries  left  in  pel- 
vis.1 (e)  My  experience  encourages  me  in  the  belief  that,  while 
menstruation  is  due  to  the  action  of  certain  automatic  ganglia, 
the  ovaries  have  more  to  do  with  the  sexual  impulse  than  the 
uterus. 

2.  I  advocate  hysterectomy  for  malignant  disease,  believing 
that  with  early  diagnosis  of  the  disease  we  shall  be  able  to  rescue 
a  majority  of  cases  from  death  by  the  most  horrible  and  loath- 
some of  all  diseases. 

3.  In  operation  for  uterine  cancer  the  question  of  convenience 
to  the  operator  or  the  limited  number  of  ligatures  is  not  to  be 
considered  as  compared  with  the  infinitely  more  important 
question  of  going  wide  of  the  disease,  by  no  means  allowing  any 
retraction  of  any  of  the  connective  tissue  of  the  broad  liga- 
ments, but  getting  off  as  much  as  possible,  bringing  the  ligaments 
down  into  vagina,  so  if  there  is  a  return  of  the  disease  it  shall 
be  within  reach  of  cautery,  the  chloride  of  zinc,  or  the  arsenic 
paste. 

•i.  I  am  advocating  and  doing  vaginal  hysterectomy  in  cases 
of  subinvolution,  procidentia,  and  prolapse  iu  working  women 
who  have  reached  the  age  of  40,  at  which  age  the  uterus  gradually 
becomes  a  useless  organ,  which  has  served  out  its  physiological 
functions  and  makes  life  burdensome  either  by  mechanically 
producing  pelvic  tenesmus  or  by  keeping  the  mind  in  the  dun- 
geon of  fear  and  apprehension  lest  cancer  shall  come  to  ter- 
minate their  life  of  suffering  by  a  horrible  death. 

5.  I  am  advocating  and  doing  vaginal  hysterectomy  even  where 
malignant  disease  is  so  far  advanced  that  we  can  only  hope  to 
give  the  patient  a  respite  from  death  ;  because  in  correspondence 
with  the  attending  physicians  of  patients  who  have  died  from 
return  of  cancer  after  vaginal  hysterectomy,  they  say  with  one 
accord  that  the  operation  was  justified  by  the  relief  obtained.2 

"With  the  foresoino;  convictions  and  conclusions  it  will  be  seen 
why  I  am  very  anxious  that  patients  who  have  had  a  vaginal 
hysterectomy  shall  not  have  a  cicatricial  mass  at  the  upper  end 
of  the  vagina  ;  that  they  shall  not  have  cystocele  and  rectocele  ; 
that  in  operations  for  cancer,  fads  shall  not  take  the  place  of  thor- 
ough operating  (going  as  wide  of  the  disease  as  possible) ;  and, 

1  See  Philadelphia  Medical  News,  August  1st,  1891. 

2  See  Medical  Record  for  April  1st,  1893. 
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lastly,  that  we  shall  operate  in  such  a  way  as  shall  secure  the 

greatest  number  of  blessiugs  to  the  patients,  and  not  the  greatest 

amount  of  notoriety  to  the  operator. 

Yours  very  truly, 

Joseph  Eastman. 
197  North  Delaware  Street, 
Indianapolis,  Ind. 
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Meeting  of  December  21st,  1894. 
The  President,  Franklin  H.  Martin,  M.D.,  in  the  Chair. 

SMALL    DERMOID    CYSTS    OF    BOTH    OVARIES. 

Dr.  Christian  Fenger. — This  is  a  specimen  of  double-sided 
dermoid  in  both  ovaries,  found  in  an  unusually  early  stage.  The 
patient  came  to  operation  after  the  usual  uncertain  diagnosis  of 
something  behind  and  at  the  side  of  the  uterus.  Whether  this 
was  a  pyosalpinx  or  something  else  was  of  course  hard  to  deter- 
mine ;  but  there  was  a  tumor,  and  I  had  reason  to  believe  that  it 
caused  symptoms  which  made  operation  desirable.  I  thought  it 
was  a  pyosalpinx,  because  this  is  the  most  common  condition. 
I  operated  through  the  abdomen  and  found  the  omentum  fixed 
down  to  the  bottom  of  Douglas'  cul-de-sac,  which  it  partially 
tilled.  On  the  right  side,  where  there  was  most  pain,  I  found 
the  ovary  and  tube  half-buried  in  the  broad  ligament,  which  is 
often  the  result  of  previous  peritonitis.  It  felt  to  me  too  large 
to  be  left,  and  as  the  pain  had  been  localized  there  I  freed  it 
from  adhesions.  I  felt  fluctuation  all  through  the  ovary  and 
concluded  that  it  was  cystic.  I  removed  it  together  with  the 
tube.  The  left  ovary  was  also  partly  buried  in  the  broad  liga- 
ment, and  in  order  to  make  an  examination  it  was  necessary  to 
free  the  ovary  from  adhesions.  I  felt  in  the  proximal  third  of 
this  ovary  a  tumor  the  size  of  a  hazelnut,  which  I  dissected  out 
and  found  to  be  a  dermoid.  In  the  other  ovary  1  saw  a  still 
smaller  body,  which  I  at  first  thought  was  a  lipoma  because  it 
looked  yellow  and  round,  but  upon  section  I  found  it  to  be  also 
a  dermoid.  I  intend  to  have  sections  made  of  the  ovary  to  as- 
certain if  there  are  more  dermoids  in  it,  because  they  are  some- 
times multiple,  although  as  a  rule  they  are  single.  This  case 
has  confirmed  my  practice  of  years  to  examine  an  ovary  care- 
fully before  deciding  upon  its  removal,  when  the  tube  is  open. 
Of  course  this  applies  only  to  small  tumors  of  the  ovary.     I 
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have  for  a  long  time  been  in  the  habit  of  incising  serous  cysts, 
and,  if  hemorrhage  occurs,  inserting  sutures,  or  extirpating  a  por- 
tion of  the  ovary  and  suturing  the  rest. 

PEDICLE    NEEDLE. 

Dr.  J.  T.  Binkley. — I  desire  to  present  three  needles  of  dif- 
ferent sizes  which  I  designed  for  carrying  ligatures  through  the 
broad  ligament  in  general  pelvic  and  abdominal  work.  1  have 
used  these  needles  for  about  a  year.  This  needle  can  be  passed 
through  the  broad  ligament,  or  any  tissue  through  which  a  liga- 
ture is  to  be  passed,  the  ligature  caught,  and  the  needle  with- 
drawn. As  the  point  of  the  needle  is  split,  it  allows  the  thread 
to  be  easily  pulled  out.  I  have  never  had  a  failure  with  it,  and 
several  of  my  friends  have  tried  it  and  like  it.  It  is  made  by 
Charles  Truax,  Grieve  &  Co.,  and  is  not  more  expensive  than 
other  pedicle  needles.  This  needle  is  especially  useful  in  the 
application  of  a  quilted  suture  in  the  broad  ligament,  as  it  allows 
the  immediate  withdrawal  of  the  needle  as  "soon  as  the  thread 
is  caught  on  the  opposite  side  of  ligament ;  whereas  with  the  old- 
style  needle  it  is  necessary  to  draw  the  thread  first  through  the 
tissue,  then  the  entire  half-length  of  the  ligature  must  be  pulled 
out  of  the  eye  before  the  needle  can  be  withdrawn. 

Dr.  Senn. — Have  you  had  any  trouble  in  puncturing  veins 
and  producing  hemorrhage  ? 

Dr.  Binkley.— Not  more  than  with  other  needles.  This 
needle  need  not  be  sharp;  some  are  duller  than  these. 

Dr.  Byford. — I  have  used  this  needle  a  few  times,  and  it 
works  nicely  where  it  is  necessary  to  ligate  the  broad  ligament 
in  sections. 

Dr.  Martin. — I  have  used  this  needle  several  times  in  tying 
the  broad  ligament  and  have  been  very  much  pleased  with  it. 

Dr.  Joseph  B.  Bacon  read  a  paper  on 

THE    EXTIRPATION    OF    PELVIC    GROWTHS  BY   THE    KRASKE    METHOD.1 

Dr.  Nicholas  Senn. — I  expected,  from  the  title  of  the  paper, 
that  the  essayist  would  confine  his  remarks  to  a  consideration  of 
the  advantages  and  disadvantages  of  the  sacral  method  of  opera- 
tion in  the  treatment  of  affections  of  the  rectum  and  uterus 
otherwise  inaccessible.  From  the  statistics  he  has  gathered  and 
from  the  remarks  he  has  made  I  am  fearful  that  the  value  of 
the  much-lauded  Kraske  method  has  been  greatly  overestimated. 
While  Kraske  has  had  the  honor  of  being  considered  the  origi- 
nator of  this  method  by  common  and  almost  general  consent, 
Collert  was  the  first  to  conceive  the  idea  of  enlarging  the  field 
of  operation  by  resection  of  the  coccyx  as  a  preliminary  step 
in    the    operation  for    removal    of   the   carcinomatous   rectum ; 

1  See  original  article,  p.  207. 
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Kraske  simply  carried  this  principle  further,  and,  in  addition 
to  the  removal  of  the  coccyx,  removed  either  in  part  or  wholly 
the  two  lower  sacral  vertebrae.  The  daring  which  characterizes 
modern  operating  has  carried  the  operation  far  beyond  the 
Kraske  limit,  and  the  .Rousseau  sacral  operation  has  recently 
been  described.  He  extends  the  operation  as  far  as  the  sacral 
canal,  and  claims  for  this  certainly  mutilating  procedure  the  best 
results. 

In  order  to  discuss  intelligently  the  application  of  the  sacral 
route  in  the  operative  treatment  of  malignant  disease  of  the  rectum, 
or  the  uterus  and  its  adnexa,  it  is  absolutely  necessary  to  classify 
the  cases  more  accurately  than  has  heretofore  been  done,  because 
I  consider  unnecessary  resection  of  the  sacrum  exceedingly  harm- 
ful, as  it  greatly  increases  the  mortality  of  the  operation  without 
furnishing  sufficient  advantages  to  justify  its  employment. 

Carcinomata  of  the  rectum  extending  no  further  than  four 
inches  above  the  anus  are  readily  accessible  by  simple  prelimi- 
nary resection  of  the  coccyx.  Sacral  resection  must  be  reserved 
for  those  cases  in  which  it  becomes  absolutely  necessary  to  open 
the  peritoneal  cavity  in  order  to  remove  the  diseased  rectum.  I 
have  very  recently  removed  four  inches  of  the  rectum  from  a 
woman  quite  advanced  in  years,  without  even  a  preliminary  re- 
section of  the  coccyx.  By  placing  the  patient  in  the  proper 
position  this  was  readily  done. 

A  simple  median  incision  from  the  tip  of  the  coccyx  to  the 
margin  of  the  anus  gives  abundant  room  to  deal  efficiently  with 
the  lower  segment  of  the  rectum.  I  would,  therefore,  lay  it 
down  as  a  rule  that  the  Kraske  operation  should  be  resorted  to 
only  in  cases  in  which  resection  of  the  coccyx  does  not  furnish 
amp.e  room  to  deal  with  the  malignant  rectal  disease.  In  all 
operations  for  carcinoma  of  the  rectum  severe  hemorrhage  from 
the  veins  in  the  pararectal  tissues  occurs;  this  can  be  safely  pre- 
vented by  elevating  the  pelvis.  I  therefore  place  the  patient 
upon  a  low  cot  with  an  enormous  triangular  pillow  under  the 
pelvis.  The  arterial  hemorrhage  can  be  easily  controlled  by  the 
use  of  hemostatic  forceps,  but  the  venous  hemorrhage,  unless 
this  position  is  resorted  to,  is  exceedingly  difficult  to  control.  I 
must  enter  my  protest  against  the  too  prevalent  practice  of 
attempting  radical  operation  in  improper  cases,  and  I  regard  the 
following  pathological  indications  as  absolutely  contraindicating 
all  radical  operations: 

1.  Carcinoma  of  the  rectum  that  has  extended  beyond  the 
rectal  tissue,  invaded  the  loose  connective  tissue,  irrespective  of 
the  location  of  the  carcinoma.  It  is  a  condition  readily  deter- 
mined by  rectal  examination  ;  when  the  surgeon  finds  the  rectum 
immovable  at  the  seat  of  the  disease,  imprisoned,  as  it  were,  in 
the  pararectal  carcinomatous  tissue,  no  sacral  operation,  no  mat- 
ter how  extensive  it  may  be,  will  prevent  a  speedy  recurrence. 

2.  Involvement  of  the  postrectal  lymphatic  glands.     I  regard 
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regional  infection  of  the  lymphatic  glands  incompatible  with  a 
permanent  result  either  by  the  Kraske  or  the  old  operation. 

I  believe  that  patients  presenting  these  conditions  are  more 
benefited^  live  longer,  and  enjoy  life  more  by  the  establishment 
of  an  artificial  amis,  a  comparatively  safe  procedure.  The  sur- 
geon must  not  always  be  satisfied  with  immediate  recovery  from 
the  operation,  but  must  estimate  the  influence  of  the  disease  and 
calculate  closely  and  accurately  the  benefits  to  be  derived  from 
the  different  operative  procedures. 

Encouraging  reports  have  been  received  from  Europe  regard- 
ing the  application  of  the  Kraske  method  of  operative  treatment 
of  malignant  and  otherwise  inaccessible  benignant  affections  of 
the  uterus  and  its  adnexa,  but  I  fear  that  history  here  will  again 
repeat  itself,  that  the  patients  who  have  been  reported  in  the 
medical  press  as  permanently  cured  will  be  found  to  have  died 
a  few  weeks  or  months  after  the  operation. 

The  remarks  I  have  made  with  reference  to  contraindications 
for  radical  operation  in  rectal  carcinomata  apply  with  equal  force 
to  the  same  disease  affecting  the  uterus.  I  believe  that  when 
the  history  of  gynecology  shall  be  written  twenty  five  or  fifty 
years  hence,  the  present  rush  for  the  application  of  severe  surgi- 
cal measures  in  hopeless  cases  will  be  in  contrast  with  the  prac- 
tice then  in  vogue. 

The  essayist  did  not  mention  the  various  attempts  that  have 
been  made  from  the  time  that  Eedige  and  others  suggested  a 
temporary  resection  of  the  sacrum,  until  now,  with  a  view  of 
preventing  a  part,  at  least,  of  the  mutilation  in  such  an  operation, 
and  restoring  the  continuity  of  the  posterior  bony  wall  of  the 
pelvis  by  replacing  the  temporarily  detached  bone  after  the  com- 
pletion of  the  operation — procedures  which  I  believe  possess  no 
intrinsic  advantage  and  will  be  speedily  abandoned  by  the  prac- 
tical surgeon.  I  can  conceive  of  one  great  advantage  incident 
to  Kraske's  operation  in  carcinoma  of  the  rectum  in  which  ex- 
tensive infiltration  of  the  rectal  wall  has  taken  place  without 
stenosis — the  most  unfavorable  form  of  carcinoma  of  the  rectum 
for  radical  operation.  In  these  cases  early  extension  of  the  dis- 
ease often  occurs  into  and  through  the  loose  pararectal  connec- 
tive tissue.  This  condition  occasions  great  difficulty  in  bringing 
the  proximal  end  of  the  rectum  down  to  the  location  occupied 
by  the  anus.  It  is  impossible  in  the  majority  of  cases  to  bring 
the  rectum  down  to  the  anus  and  hold  it  there,  because  on  the 
proximal  side  of  the  carcinoma  no  dilatation  of  the  rectum  has 
taken  place,  as  the  carcinoma  has  not  produced  any  obstruction. 
In  cases  of  circular  carcinoma  of  long  standing,  however,  where 
the  rectum  on  the  proximal  side  has  become  enormously  dis- 
tended, it  is  easy  to  bring  down  the  rectum  and  sew  it  to  the 
anus.  In  these  cases  it  has  always  been  my  habit,  instead  of  sub- 
jecting the  patient  to  unnecessary  pain  and  to  great  risks  of 
infection,  to  establish  a  sacral  anus  in  the  uppei"  angle  of  the 
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wound.  I  have  had  a  number  of  such  operations,  and  the  pa- 
tient* have  been  as  comfortable  as  though  1  had  sewed  the  bowel 
into  the  anus.  I  therefore  regard  Kraske's  procedure  as  advan- 
tageous in  carcinoma  characterized  by  diffuse  infiltration  with- 
out stenosis  or  obstruction. 

I  have  resected  the  rectum  at  least  fifteen  times  by  means  of 
the  Kraske  method,  with  one  death.  In  about  three  cases  the 
same  operation  was  performed  for  cicatricial  stenosis,  without  a 
death.  1  have  always  been  extremely  careful  in  not  carrying 
the  resection  of  the  sacrum  beyond  its  legitimate  limits,  and  at 
the  same  time  guarding  against  profuse  hemorrhage  by  position 
and  by  resorting  to  the  finger  in  preference  to  cutting  instru- 
ments in  removal  of  the  rectum.  I  am  inclined  to  call  this 
rather  an  enusleation  of  the  rectum  for  carcinoma  than  an  exci- 
sion. The  surgeon  who  removes  the  carcinomatous  rectum  by 
excision  will  have  a  great  mortality  ;  while  the  one  who  follows 
the  loose  connective-tissue  spaces,  resorts  to  blunt  instruments, 
and  carefully  guards  against  hemorrhage  will  show  the  best  re- 
sults. At  the  same  time  the  surgeon  should  not  attempt  to  do 
too  much  after  the  carcinoma  has  been  removed. 

The  more  experience  1  have  in  rectal  surgery  the  more  I 
am  convinced  that  efficient  and  adequate  drainage  is  an  abso- 
lute necessity  to  ward  off  sepsis.  1  therefore  leave  a  large 
part  of  the  wound  open,  and  tampon  with  iodoform  gauze  for 
thorough  capillary  drainage.  This  procedure  prevents  the  accu- 
mulation of  primary  wound  secretions  which  always  appear  in 
this  locality,  and  which  must  be  regarded  as  a  direct,  fruitful 
source  of  infection,  the  primary  wound  secretions  becoming  the 
culture  medium  for  pathogenic  germs.  I  hope  the  few  remarks 
I  have  made  will  give  some  food  for  thought  and  caution 
against  the  too  indiscriminate  performance  of  extensive  sacral 
resection  as  a  preliminary  step  to  resection  of  the  carcinomatous 
rectum  or  removal  of  carcinoma  of  the  uterus. 

Dr.  Christian  Fenger. — I  was  misled  by  the  title  given  in 
the  announcement,  "  Removal  of  Pelvic  Growths  by  the  Kraske 
Method,"  and  understood  the  subject  for  to-night,  not  to  be  car- 
cinoma of  the  rectum,  but  other  diseases  of  the  pelvis.  There- 
fore I  have  not  reviewed  my  cases  of  carcinoma  of  the  rec- 
tum. I  have,  however,  performed  extirpation  of  the  rectum 
at  least  sixteen  times.  I  have  seldom  been  obliged  to  do  any- 
thing except  the  low  operation,  and  have  of  course  tried  to  avoid 
the  operation  on  the  sacrum  as  much  as  possible.  1  have  found 
that  most  carcinomata  can  be  operated  upon  by  the  posterior  inci- 
sion in  the  raphe  or  by  the  perineal  operation  alone  ;  the  next  step 
to  gain  operating  space  is  Kocher's  extirpation  of  the  coccyx  ; 
the  next  step,  division  of  the  lateral  sacral  ligaments  ;  the  next 
step,  Kraske's  resection  of  one-half  of  the  sacrum.  Much  more 
is  gained  by  the  osteo-plastic  temporary  transverse  resection  as 
devised  by  Herzfeld  and  Hochenegg.     I  prefer  this  to  the  Kraske 
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method,  because,  if  it  succeeds  and  replacement  of  the  sacrum 
and  coccyx  takes  place,  the  pelvis  is  well  protected  afterward 
and  much  more  operating  space  is  obtained. 

I  have  had  the  same  experience  as  Dr.  Senn  and  Dr.  Bacon, 
that  extirpation  of  non-malignant  rectal  growths  usually  does  not 
cause  death.  For  the  removal  of  other  tumors  of  the  pelvis,  not 
carcinomata  of  the  rectum,  by  the  same  method,  my  experience 
is  limited  to  the  following  three  instances: 

First,  a  carcinoma  of  the  uterus  which  had  attacked  the  broad 
ligament.  About  six  years  ago,  having  read  the  reports  from 
Europe  of  attempt  to  operate  on  more  advanced  cases  of  carcinoma 
of  the  uterus,  with  invasion  of  the  broad  ligaments,  by  more 
extensive  operating,  I  was  led  to  hope  for  some  help.  In  this 
case  I  found  sufficiently  free  access  to  the  uterus  and  broad  liga- 
ments could  be  had  by  temporary  resection  of  the  sacrum  at  the 
usual  place.  The  ureter  which  passed  through  the  carcinoma- 
tous mass  had  to  be  resected  and  was  implanted  into  the  rectum. 
The  wounds  healed,  the  ureter  did  not  heal  in,  and  a  sacral 
urinary  fistula  remained.  The  patient  died  of  exhaustion  five 
months  afterward,  without  having  left  her  bed.  This  experience 
caused  me  to  abandon  operation  on  carcinomata  extending  be- 
yond the  uterus. 

The  second  was  a  case  of  fibroma  of  the  uterus,  the  size  of  an 
orange,  which  I  first  attempted  to  remove  through  the  vagina. 
I  commenced  the  operation  as  usual,  in  the  lithotomy  position, 
by  opening  the  posterior  cul-de-sac,  but  found  it  impossible  to 
bring  the  tumor  down,  even  with  pressure  from  above  the  sym- 
physis pubis.  I  then  made  a  resection  of  the  sacrum  and  re- 
moved the  tumor,  which  was  located  in  the  posterior  wall  of  the 
cervix,  without  opening  the  peritoneal  cavity.  The  patient  re- 
covered without  any  particular  disturbance,  and  her  condition  is 
now  good.  I  believe  that  the  removal  of  a  tumor  of  this  kind, 
where  it  cannot  be  brought  down  and  removed  through  the  va- 
gina, can  be  accomplished  better  by  the  abdominal  than  by  the 
sacral  method,  which  necessitates  extensive  operating  on  the  soft 
parts  and  bones  and  is  attended  by  considerable  hemorrhage. 

The  third  case  was  an  encapsulated  spindle-celled  sarcoma 
situated  behind  the  rectum  in  the  concavity  of  the  sacrum. 
The  tumor  was  six  to  eight  centimetres  in  diameter  and  twenty- 
nine  centimetres  in  circumference,  completely  filled  the  small 
pelvis,  and  caused  compression  of  the  rectum,  so  that  at  last  de- 
fecation became  practically  impossible.  The  tumor  was  removed 
after  temporary  resection  of  the  sacrum.  A  fistulous  opening 
at  the  place  of  division  of  the  sacrum  persisted  for  two  months, 
when  it  healed,  all  the  functions  were  re-established,  and  the  pa- 
tient is  well  to-day.  This  postrectal  tumor  could  not  have  been 
removed  in  any  other  way. 

Benignant  and  limited  malignant  growths  in  the  sacral  half  of 
the  small  pelvis  can  be  judiciously  removed,  not   by  Kraske's 
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operation,  but  by  temporary  resection  of  the  sacrum.  I  agree 
fully  with  Dr.  Senn  that  temporary  resection,  or  the  sacral  ope- 
ration, is  serious  and  Bhould  not  be  undertaken  when  other 
means  of  access  are  possible  ;  and.  furthermore,  that  this  severe 
preparatory  operation  adds  considerably  to  the  danger  for  the 
patient  with  high  carcinoma  of  the  rectum  and  infiltration  of  the 
glands,  and  that  an  operation  of  this  severity  is  more  than  the 
patient  can  bear,  and  that  this  fact  must  he  taken  into  considera- 
tion in  deciding  between  extirpation  of  a  high  carcinoma  and 
colotomy. 

Dr.  Henry  T.  Byford. — I  approve  of  all  Dr.  Senn  has  said. 
The  conservative  side  of  this  question  is  too  often  neglected. 
The  sacral  method  of  operation  should  be  almost  universally 
disregarded  in  the  treatment  of  cancer  of  the  uterus,  for  it  is 
more  dangerous  than  vaginal  hysterectomy,  and  when  the  disease 
has  extended  beyond  the  uterus  the  patient  is  certain  to  die 
within  a  few  months.  I  think  the  sacral  method  is  useful  in 
gynecology  for  the  removal  of  pelvic  growths  that  cannot  be 
safely  extirpated  from  above  or  through  the  vagina  without  re- 
moving the  uterus.  Some  dermoid  tumors  which  are  wedged 
tightly  in  the  pelvis  and  are  firmly  adherent  cannot  be  re- 
moved from  above  without  enormous  mortality,  as  they  cannot 
be  satisfactorily  enucleated.  With  enucleation  portions  of  the 
tumors  remain  in  the  pelvis  in  a  disorganized  condition,  and 
sepsis  and  death  frequently  follow.  These  cases  can  be  operated 
upon  from  below,  through  the  sacral  incision,  without  removing 
the  uterus  and  the  other  ovary.  Two  such  cases  have  been  men- 
tioned to-night,  in  which  a  fistula  resulted,  and  the  sacral  meth- 
od proved  successful.  Recently  a  patient  with  a  tumor  of  this 
character  came  to  the  hospital  for  operation,  but  as  I  could  not 
operate  on  her  for  a  week  she  left  the  hospital.  I  have  since 
heard  that  she  was  operated  upon  and  died.  She  might  have 
recovered  had  the  tumor  been  enucleated  or  scooped  out  by  the 
sacral  method  and  the  cavity  packed  with  gauze. 

Dr.  L.  L.  McArthur. — I  desire  to  say  a  few  words  on  this 
subject,  as  it  was  the  subject  of  my  thesis  for  admission  to  this 
Society.  Kraske  is  receiving  much  condemnation  for  what  he 
has  not  recommended.  Dr.  Bacon  in  his  operations  extirpated 
the  lower  segment  of  the  rectum  and  the  anus,  which  is  not  the 
Kraske  operation.  The  operation  he  devised  was  to  resect  the 
bowel  and  unite  it  by  sutures,  leaving  the  sphincters  intact. 
Other  operations  should  not  bear  his  name  nor  should  he  bear 
the  ignominy  of  their  failures.  Dr.  Senn  gave  a  wise  note  of 
warning  in  regard  to  suturing,  as  great  delay  necessarily  ensues 
when  one  tries  to  bring  ends  of  the  bowel  together  that  can  be 
easily  approximated.  It  has  been  my  good  fortune  to  succeed 
in  doing  this  by  means  of  the  Murphy  button.  I  placed  gauze 
around  it  and  left  the  wound  open.  In  one  case  complete  union 
occurred,  and  in  another  case  union  resulted  for  about  three. 
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fourths  of  the  circumference  of  the  bowel.  In  one  case  the 
button  passed  per  anuin,  and  in  another  case  it  passed,  by  using 
a  little  pressure  on  the  rectum,  through  the  fistulous  opening 
which  existed  on  the  posterior  surface  of  the  rectum.  By  the 
use  of  the  button  the  loss  of  time  incident  to  suturing  the 
bowel  can  be  avoided.  In  the  event  of  partial  union  of  the  in- 
testine an  artificial  anus  can  be  easily  established,  if  necessary, 
after  removal  of  the  gauze  packing.  When  reading  my  thesis  I 
suggested  a  new  method  of  operation  for  carcinoma  of  the  rec- 
tum in  the  female,  and  exhibited  a  patient  upon  whom  I  had 
employed  this  method,  which  consisted  in  an  incision  in  the 
middle  line  of  the  posterior  vaginal  wall,  circular  resection  of 
the  rectum,  and  extension  of  the  incision  up  to  the  tip  of  the 
coccyx,  which  afforded  ample  operating  space.  The  amount  of 
rectal  tissue  removed  in  this  case  was  too  great  to  enable  me  to 
bring  the  upper  end  of  the  bowel  in  contact  with  the  lower ; 
the  upper  end  was  therefore  grafted  into  the  vaginal  wall.  For 
two  years  and  a  half  the  woman  had  sufficient  control  of  the 
bowel  for  all  emergencies,  but  died  after  that  time  from  recur- 
rence of  the  disease  in  the  pelvis. 

Dr.  Byron  Robinson. — Nine  years  ago  I  witnessed  operations 
by  Czerny  and  Von  Bergmann  fur  the  removal  of  cancers  of  the 
abdominal  viscera, and.  their  results  were  very  bad.  About  seven 
years  ago  I  witnessed  like  operations  by  Billroth  which  convinced 
me  that  cancer  of  the  viscera  should  be  let  alone.  In  Billroth's 
■cases  the  post-mortem  examination  would  usually  be  made  two 
or  three  days  after  the  operation.  Five  years  ago,  when  I  was  a 
pupil  of  Tait,  I  saw  him  open  the  abdomen  many  times,  insert 
his  iiager,  say  "  malignant,"  then  call  for  needle  and  thread  and 
•close  the  wound.  I  thought  he  ought  to  remove  some  of  these 
growths,  and  after  watching  him  six  months  I  attempted  it  my- 
self. The  first  case  was  a  papillomatous  growth  of  the  ovary,  and 
the  woman  died  ten  hours  afterward.  Since  that  time  I  have 
been  thoroughly  convinced  that  a  cancer  once  established  in  the 
viscera  should  be  let  alone. 

Dr.  Joseph  B.  Bacon,  in  closing  the  discussion,  said  :  I  am 
very  glad  the  paper  has  been  so  thoroughly  discussed.  Many  of 
these  sacral  operations  for  uterine  and  pelvic  growths  are  being 
performed  in  this  city,  yet  few  are  brought  before  the  medical 
societies,  and  a  thorough  discussion  of  the  subject  will  help  to 
put  us  in  a  position  to  better  judge  when  to  employ  this  method. 
After  dissecting  down  to  the  organ  or  growth  to  be  removed,  it 
is  to  be  presumed  that  no  one  would  do  otherwise  than  use  a 
blunt  instrument  or  the  fingers  for  dissecting  it  out.  Like  most 
new  methods,  its  priority  is  contested,  but  it  has  been  known  for 
ten  years  as  Kraske's  operation.  The  operation  is  not  so  horribly 
mutilating  as  some  of  you  would  have  us  believe.  After  the 
coccyx  has  been  removed,  the  removal  of  the  lateral  half  of  the 
two  lower  sacral  vertebrae  is  but  a  trivial  addition  to  the  opera- 
15 
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tion ;  the  bone  wound  is  no  greater  than  that  of  a  fractured 
radius. 

The  percentage  of  mortality  following  this  method,  if  per- 
formed only  for  the  removal  of  small  growths  confined  to  the 
uterus  and  appendages,  would,  1  think,  be  as  low  as  that  of  the 
vaginal  method.  It  has  not  been  advocated  except  for  those 
desperate  conditions  where  the  growth  would  be  classed  as  in- 
operable by  other  less  severe  methods. 

Theoretically  the  modification  of  Kraske's  operation,  where  a 
bone  flap  is  made,  the  rectal  cancer  or  stricture  excised,  the  two 
ends  of  the  gut  reunited,  the  flap  replaced,  and  the  sphincter 
left  intact,  is  ideal.  But,  so  far  as  I  have  been  able  to  trace  these 
cases  in  practice,  all  have  resulted  disastrously.  Those  patients 
who  did  not  die  from  sepsis,  after  a  time  developed  a  stricture  at 
the  point  of  union,  where  the  circular  cicatrix,  acting  as  a  centre 
of  irritation,  caused  new  fibrous  tissue  formation  around  the 
cicatrix  and  gradual  contraction.  End-to-end  anastomosis  of  the 
rectum  is  a  failure  for  this  reason. 

Dr.  Byron  Eobinson  read  a  paper  embodying  the  results  of 

OBSERVATIONS    ON    THE    PERITONEUM    IN    TWENTY-FIVE    AUTOPSIES. 

Dr.  Henry  T.  Byford. — I  recall  two  cases  of  peritonitis  in 
the  region  of  the  sigmoid  flexure,  which,  however,  had  a  differ- 
ent cause  from  that  mentioned  by  Dr.  Robinson.  One  was  due 
to  impaction  of  feces,  the  other  followed  a  miscarriage  with 
retained  placenta.  I  examined  this  patient  a  number  of  months 
after  the  miscarriage  and  found  the  ovary  freely  movable,  not 
enlarged,  lying  low  down  upon  the  side  of  the  pelvic  wall.  The 
broad  ligament  was  relaxed  entirely  below  the  region  mentioned. 
The  infection  must  have  passed  from  the  uterus  through  the 
lymphatics  without  involving  the  ovary  and  tube. 

Dr.  Nicholas  Senn. — This  paper  should  be  discussed  more 
fully,  because  there  is  no  member  of  the  Society  who  appreciates 
the  indefatigable  work  of  Dr.  Robinson  more  than  I.  His  inge- 
nious  explanation  of  the  occurrence  of  peritonitis  m  two  sym- 
metrical localities,  which  he  attributes  to  muscular  action  or  the 
irritation  produced  by  muscular  action,  is  certainly  incorrect.  If 
I  understand  the  modern  etiology  and  pathology  of  peritonitis,  I 
must  assume  that  in  every  case  of  peritonitis,  localized  or  gene- 
ral, circumscribed  or  diffuse,  a  microbic  infection  exists,  without 
which  peritonitis  is  impossible.  We  have  gone  beyond  the 
assumption  that  peritonitis  can  be  produced  by  a  trauma.  If  a 
trauma  can  be  caused  by  muscular  action,  as  is  assumed  in  this 
explanation,  I  certainly  should  look  for  the  peritonitis  in  another 
locality  where  the  peritoneum  is  more  intimately  attached  to  the 
underlying  tissues,  where  the  muscles — as  the  diaphragm,  for 
example — are  constantly  at  work,  and  where  there  is  no  interrup- 

1  See  original  article,  p.  186. 
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tion  of  muscular  action.  Peritonitis  will  occur  by  preference  in 
localities  predisposed  to  the  formation  of  the  essential  infecting 
medium.  Anatomical  peculiarities  may  predispose,  but  are 
never  the  direct  cause  of  peritonitis.  As  peritonitis  corresponds 
in  its  severity  and  in  its  extent  with  the  character  of  the  infection, 
we  classify  it  according  to  its  microbic  cause.  The  most  favor- 
able form,  which  has  been  described  by  the  author  as  occurring 
very  frequently  in  the  pelvis  as  the  result  of  gonorrheal  infection, 
is  a  plastic  peritonitis  in  which  the  plastic  exudate  walls  off,  as  it 
were,  the  free  peritoneal  cavity  and  consequently  prevents  dif- 
fusion. Fibrino-plastic  peritonitis  has  an  intrinsic  tendency  to 
spread,  but  without  entirely  losing  its  tendency  to  localization. 
In  suppurative  peritonitis  there  is  still  a  tendency  to  localization, 
hence  it  is  a  more  favorable  form  of  peritonitis  than  that  which 
is  not  characterized  by  any  specific  pathological  lesions  and  which 
almost  uniformly  results  in  death  in  twenty-four  to  forty-eight 
hours.  I  believe  all  the  different  forms  of  peritonitis  are  pro- 
duced by  the  facultative  pus  microbes.  I  do  not  agree  with  the 
author  that  the  benign  tendency  of  pelvic  peritonitis  is  due  to 
localization,  the  force  of  gravity  tending  to  limit  the  extension 
of  inflammatory  processes,  but  I  believe  pelvic  peritonitis  is  most 
frequently  caused  by  gonorrheal  infection,  hence  the  microbic 
cause  determines  the  benignancy  of  the  process.  Fibrino-plastic 
peritonitis  is  produced  by  pus  microbes,  usually  by  the  staphylo- 
coccus, white  or  yellow.  The  most  violent  form  of  septic  peri- 
tonitis is  almost  invariably  the  direct  result  of  streptococcus  in- 
fection. The  bacillus  coli  communis  is  a  facultative  pus  microbe 
as  well  as  the  gonococcus,  and  results  in  the  most  localized  forms 
of  peritonitis.  Fibrino-plastic  peritonitis  frequently  terminates 
in  suppuration,  and  septic  peritonitis,  if  the  patient  should  live 
long  enough,  will  result  similarly. 

I  believe  the  two  localities  the  author  refers  to  contain  organs 
peculiarly  predisposed  to  local  inflammation  and  furnishing  the 
necessary  infective  area  on  the  right  side.  It  is  well  known  that 
a  suppurative  inflammation  of  the  appendix  vermiformis  fre- 
quently occurs  through  the  lymphatics,  as  was  so  beautifully 
described  by  the  late  Dr.  Pearson,  which  results  in  pelvic  peri- 
tonitis and  later  in  adhesions.  The  gall  bladder  is  also  recognized 
as  being  frequently  the  seat  of  microbic  infection.  The  infection 
of  the  lining  membrane  of  the  gall  bladder  extends  in  a  similar 
manner  to  the  overlying  peritoneum,  as  in  cases  of  catarrhal  or 
ulcerative  appendicitis,  through  the  peritonitis  giving  rise  to 
plastic  peritonitis. 

I  am  exceedingly  grateful  to  the  author  for  the  number  of 
very  interesting  practical  points  in  his  paper,  but  felt  it  my  duty 
to  make  some  remarks  in  reference  to  the  immediate  causation 
and  cure  of  the  different  forms  of  peritonitis. 

Dr.  Byron  Robinson,  in  closing  the  discussion,  said  :  I  am 
not  satisfied  that  peritonitis  is  invariably  due  to  microbic  inva- 
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siou  ;  it  may  be  due  to  mechanical  irritation.  In  my  study  of 
peritonitis  in  these  examinations  I  not  only  considered  muscular 
action  bnt  also  all  products  of  inflammation.  The  large  per- 
centage of  peritonitis  in  areas  of  muscular  action  is  strong  pre- 
sumptive evidence  that  muscular  action  is  a  factor  in  the  pro- 
duction of  the  inflammation.  The  action  of  adjacent  muscles 
moves  the  bowel  wall  upon  its  contents,  and  this  may  wound  the 
mucous  membrane  and  permit  infection.  I  did  not  assert  that 
muscular  action  alone  could  cause  peritonitis,  but  that  it  may  act 
as  a  predisposing  cause. 

r  The  literature  of  meso-sigmoid  peritonitic  adhesions  dates  back 
about  seventy-five  years.  Virchow,  Langer,  Waldeyer,  Treves, 
and  others  mention  old  inflammations  in  this  region,  but  do  not 
assign  a  cause  for  them. 

The  remarks  of  Dr.  Sennare  in  the  right  direction,  and  I  shall 
be  glad  to  receive  any  information  which  may  explain  the 
pathological  findings  of  peritonitis. 

Dr.  L.  L.  Mc  Arthur  read  a  paper  on 

GESTATION  COMPLICATED  BY  APPENDICEAL  ABSCESS.1 

Dr.  J.  C.  Hoag. — I  desire  to  cite  a  case  which  recently  came 
under  my  care.  The  patient  was  a  young  married  woman  who 
had  appendicitis.  The  symptoms  became  milder  and  the  surgeon 
did  not  deem  it  best  to  operate.  Shortly  afterward,  before  the  pain 
had  entirely  left  the  region  of  the  appendix,  she  became  pregnant. 
1  saw  her  from  time  to  time,  and  although  she  still  complained 
of  more  or  less  pain  in  this  region,  it  was  not  like  the  pain  she 
had  had  from  the  appendicitis,  but  rather  a  pain  caused  by  fetal 
movements.  A  week  ago  she  was  delivered  at  full  term  of  a 
healthy  child.  She  is  now  entirely  free  from  pain  in  the  region 
of  the  appendix.  I  have  palpated  and  percussed  repeatedly  and 
find  no  induration  or  dulness. 

Dr.  Henry  T.  Byford. — As  Dr.  Hoag  has  said,  it  is  not 
always  necessary  to  operate.  The  question  would  be  whether 
to  operate  at  once  or  to  wait  for  symptoms  of  general  peritonitis 
which  might  not  occur.  Judging  from  Dr.  McArthur's  results, 
I  would  say  that  if  an  operation  is  done  it  ought  to  be  radical. 
There  is  no  use  in  packing  if  the  uterus  is  going  to  draw  away 
from  the  packing.  When  the  uterus  forms  a  portion  of  the  ab- 
scess wall  it  might  be  better  to  amputate  the  appendix,  to  remove 
the  entire  abscess  excepting  the  portion  formed  by  the  uterine 
wall,  which  should  be  curetted,  and  to  evacuate  the  uterus. 

I  think  that  in  operating  during  pregnancy  where  there  are 
adhesions  to  the  uterus  abortion  will  almost  invariably  result. 
If  the  uterus  is  not  molested  it  does  not  matter  what  is  done  in 
the  abdominal  cavity,  if  asepsis  is  maintained. 

Dr.  Fernand  Henrotin. — I  had  no  intention  of  saying  any- 

1  See  original  article,  p.  181. 
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thing, but  the  remarks  of  Dr.  Byford  make  it  almost  imperative 
for  me  to  do  so.  I  wonder  if  the  gentlemen  who  are  thinking 
of  doing  radical  and  early  operations  consider  how  many,  even 
severe,  cases  of  appendicitis  recover  without  operation.  To 
operate  under  the  conditions  described  by  the  essayist  the  symp- 
toms must  be  such  as  absolutely  portend  dissolution.  The  enor- 
mous mortality  following  operation  in  such  cases,  and  the  fact  that 
in  all  acute  septic  diseases  the  induction  of  abortion  in  itself  is 
so  frequently  followed  by  fatal  results,  seem  to  me  to  furnish  pre- 
ponderant evidence  in  the  direction  of  non-operative  interference, 
no  matter  how  high  the  temperature,  how  fast  the  pulse,  or  how 
bad  the  symptoms.  Frequently  when  the  patient  is  almost  mori- 
bund a  sudden  evacuation  of  pus  will  take  place  through  the 
bowels.  I  do  not  intend  this  as  a  direct  answer  to  Dr.  Mc- 
Arthur's  questions,  but  refer  in  general  to  those  cases  of  appen- 
dicitis complicating  pregnancy. 

Dr.  F.  A.  Stahl. — I  think,  under  the  conditions  given  by  Dr. 
McArthur,  if  the  diagnosis  be  positive  the  abscess  should  be 
evacuated  and  drained.  The  effect  produced  by  operative  pro- 
cedures during  pregnancy,  especially  up  to  and  including  the 
third  month,  is  such  that  the  most  serious  operations  can  fre- 
quently be  done  without  producing  abortion.  When  there  is  a 
pus  cavity  adherent  to  the  uterus,  and  when  the  inflammatory  pro- 
cess involves  the  uterus,  abortion  will  often  follow  the  operation. 
With  these  conditions  the  advisability  of  emptying  the  uterus 
at  the  time  of  operation  depends  wholly  upon  the  case. 

[  remember  assisting  Von  Winckel  in  a  supravaginal  ampu- 
tation of  a  carcinomatous  cervix  by  knife  and  Paquelin  cautery, 
in  a  patient  ten  weeks  pregnant.  She  did  not  abort.  I 
mention  this  case  as  an  example  of  the  tolerance  of  the  preg- 
nant uterus  to  operative  procedures.  I  would  answer  Dr.  Mc- 
Arthur's  query  by  saying  that  I  would  first  use  expectant  treat- 
ment. If,  after  careful  observation,  I  believed  that  the  pregnancy 
tended  to  hinder  recovery,  I  would  induce  labor.  In  many  cases, 
however,  I  believe  recovery  will  take  place  without  interrupting 
the  pregnancy. 

Dr.  H.  P.  Newman. — I  would  like  to  suggest  the  possibility 
of  a  mistake  in  diagnosis.  A  case  recently  came  under  my  ob- 
servation, which  had  been  seen  by  two  of  the  gentlemen  present, 
in  which  appendicitis  was  diagnosed  in  a  woman  five  months  preg- 
nant and  operative  measures  suggested.  Upon  further  examina- 
tion of  the  case  it  was  considered  that  the  tumor  at  the  right  of 
the  uterus  might  not  be  appendicitis,  and  operation  was  deferred. 
The  woman  went  to  full  term  and  has  now  fully  recovered. 
At  delivery  it  was  ascertained  that  the  tumor  which  was  sup- 
posed to  have  formed  about  the  appendix  was  simply  a  uterine 
fibroid. 

Dr.  J.  T.  Binkley. — During  the  last  eighteen  months  I  have 
seen  thirtyor  forty  cases  of  appendicitis.     Half  a  dozen  or  more 
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of  these  cases  Dr.  Me  Arthur  and  I  have  seen  together,  and  in 
every  instance  in  which  the  abdomen  was  opened  for  appendi- 
citis there  was  an  abscess  cavity,  which  was  drained  and  cure  re- 
sulted. In  every  case,  witli  one  exception,  where  interference  was 
carried  to  tbe  extent  of  delivering  the  appendix  or  hunting  for 
it,  the  patient  died.  I  can  hardly  see  how  a  man  can  diagnose 
appendiceal  abscess  and  justify  himself  in  leaving  it  alone.  The 
line  of  procedure  Dr.  McArthur  carried  out  was  that  which  any 
careful  and  conservative  man  would  have  pursued. 

Dr.  Mc Arthur's  cases  had  progressed  until  general  infection 
existed,  and  probably  the  lymphatics  of  the  uterus  were  filled 
with  toxines,  which  excited  the  sympathetic  ganglia  and  resulted 
in  abortion. 

Dr.  L.  L.  McArthur,  in  closing  the  discussion,  said  :  The 
object  of  this  paper  was  to  decide  a  question  which  is  apt  to  con- 
front any  physician  at  any  time,  and  to  formulate  a  plan  of 
action.  In  a  case  of  distinct  abscess,  as  large  as  the  fist,  to  the 
right  of  the  uterus,  in  a  woman  four  and  a  half  months  preg- 
nant, with  a  temperature  of  103°  to  104°,  rapid  pulse  and 
symptoms  of  sepsis,  should  this  abscess  be  simply  drained  or 
should  it  be  let  alone?  Should  the  appendix  be  removed  and 
drainage  instituted,  or  should  the  patient  be  entrusted  to  Divine 
Providence,  as  has  been  suggested? 

It  is  natural  to  expect  that  with  profound  sepsis,  and  an  ap- 
pendiceal abscess  so  large  as  to  press  against  the  side  of  the 
womb  enough  irritation  will  result  to  induce  abortion.  In 
the  second  case  the  abscess  had  been  watched  carefully  for  three 
weeks,  hoping  that  operative  interference  would  be  unnecessary. 
Upon  examination,  when  the  patient  came  to  the  hospital,  im- 
mediate operation  seemed  necessary,  not  in  my  opinion  alone, 
but  in  that  of  the  entire  surgical  and  gynecological  staff  of 
Michael  Reese  Hospital.  In  this  case,  possibly  transportation 
to  the  hospital,  possibly  uterine  contractions,  had  ruptured  the 
abscess  cavity.  If  in  such  cases  operation  is  not  made  the  ab- 
scess will  be  ruptured  by  uterine  contractions.  If  operation  is 
done  the  general  peritoneal  cavity  will  be  reinfected  when  the 
abortion  takes  place.  Therefore'would  it  not  be  better,  after 
having  opened  the  abscess,  drained,  and  packed,  before  closing 
the  abdominal  wound,  to  empty  the  uterine  cavity  and  thus  give 
the  patient  a  possible  chance  for  life? 

In  all  these  cases  there  was  no  puerperal  septicemia.  It  is 
possible  for  an  appendiceal  abscess  complicating  pregnancy  not 
to  involve  the  uterus,  and  in  such  a  case  abortion  might  occur 
without  rupture  of  the  abscess.  Perhaps  this  was  what  occurred 
in  Dr.  Munde's  case,  in  which  the  woman  aborted  and  a  week 
later  the  abscess  was  opened.  In  his  case  no  general  peritonitis 
followed  the  abortion. 

No  undue  manipulation  was  made  to  remove  the  appendix.  I 
believe  it  practically  criminal  to  hunt  for  an  appendix  in  a  pus 
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cavity  surrounding  it,  simply  for  the  purpose  of  making  a  radical 
cure  at  that  time,  when  such  radical  cure  can  be  made  so  much 
more  safely,  if  necessary,  after  all  suppurative  inflammatory 
processes  have  subsided  ;  for,  out  of  sixty-eight  cases  of  simple 
drainage  of  appendiceal  abscesses  without  removal  of  the  appen- 
dix in  my  care,  sixty-six  have  gotten  well. 

Dr.  Henrotin. — If  the  pains  are  coming  on  and  the  woman  is 
about  to  abort,  why  not  abort  the  woman  lirst  instead  of  opening 
the  abscess  first  and  producing  an  abortion  afterward  ? 

Dr.  McArthur.— The  aborting  will  open  the  abscess  and 
spread  the  contents  all  over  the  peritoneal  cavity.  I  related  a 
case  which  I  thought  exactly  resembled  a  case  of  appendicitis,  in 
a  woman  five  and  a  half  months  pregnant.  The  diagnosis  was 
confirmed  by  two  members  of  this  Society.  An  incision 
was  made  and  a  normal  appendix  and  normal  tube  were  found. 
The  case  was  one  of  gestation  which  had  probably  begun  in  the 
right  cornu  of  the  uterus,  causing  sacculation  of  the  uterus,  the 
right  side  filling  out  the  entire  iliac  fossa.  The  temperature 
varied  between  103°  and  105J°  and  persisted  for  more  than  a 
week.  The  patient  became  very  ill,  had  chills,  and  all  four  of 
the  physicians  present  agreed  that  exploratory  incision  should 
be  made.  The  next  day  there  was  abortion  of  a  macerated  fetus. 
Probably  the  long  railroad  journey,  which  induced  nausea,  caused 
the  death  of  the  fetus,  and  the  latter  the  high  temperature.  The 
patient  recovered. 

Br.  H.  P.  Newman. — I  do  not  think  the  essayist  has  any  right 
to  infer  what  my  treatment  would  be.  I  was  speaking  only  of 
the  subject  of  diagnosis,  but,  that  being  made,  I  would  act  in  ac- 
cordance with  the  surgery  of  the  present  day,  empty  the  pus 
cavity,  and  if  necessary  produce  abortion. 
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Stated  Meeting,  December  4th,  1894.1 
The  President,  Bache  McEvers  Emmet,  M.D.,  in  the  Chair. 
Dr.  Joseph  Brettauer  presented  a  specimen  of 

ACRANIA    WITH    ANENCEPHALIA. 

The  mother  of  this  child,  24  years  old,  has  borne  two  healthy 
children;  no  history  or  indications  of  syphilis.  Both  parents 
small  but  healthy. 

When  I  saw  the  mother  two  weeks  ago  it  was  impossible  to 
1  Continued  from  p.  95. 
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make  out  the  position  of  the  child,  as,  on  account  of  extensive 
hydramnion,  no  large  part  could  be  felt  nor  could  any  fetal 
sounds  be  heard,  though  the  child  was  apparently  living.  Ex- 
amination by  vagina  disclosed  a  mass  in  the  pelvis  which  sug- 
gested a  head,  but  gave  a  peculiar  sensation,  something  like  a 
fresh  blood  clot,  to  the  examining  finger. 

The  woman  was  easily  delivered  yesterday  ;  face  presentation. 
The  placenta  was  adherent  and  had  to  be  removed  manually. 

The  child,  apparently  at  full  term,  weighs  five  and  three- 
quarter  pounds,  measures  seventeen  inches,  and  is  otherwise  nor- 
mally developed. 

The  entire  vertex  of  the  skull,  including  both  parietal,  part  of 
the  temporal,  and  the  upper  part  of  the  occipital  bone,  is  absent, 


a  reddish,  succulent  membrane  taking  the  place  of  the  missing 
skin  and  bone. 

There  are  two  small  openings  in  this  membrane  :  the  one  pos- 
terior leads  directly  into  the  central  canal  of  the  spinal  cord, 
which  seems  to  be  normally  developed  ;  the  other,  more  ante- 
rior, passes  into  a  small  cavity  filled  with  a  dark,  grumous  mass. 
The  rest  of  the  cranial  cavity  was  filled  with  serous  fluid  ;  no 
brain  substance  could  be  found. 

Dr.  E.  E.  Tull  had  seen  two  fetuses  which  closely  resembled 
the  one  presented  by  Dr.  Brettauer.  Tn  one  case  the  mother 
had  been  in  the  hospital  two  months  before  confinement.  She 
had  never  felt  fetal  movements,  although  the  pregnancy  had 
probably  gone  to  full  term.  The  fetus  was  not  as  well  devel- 
oped as  the  one  shown  by  Dr.  Brettauer.  The  cervical  vertebrae 
were  also  absent.  Since  the  fetus  had  given  no  evidence  of 
reflexes,  he  queried  whether  this  were  due  to  absence  of  the 
brain.  He  also  stated  that  there  were  six  fingers  and  six  toes- 
on  each  member. 
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Dr.  J.  C.  Edgar  presented  a  specimen  from  a  case  of 

RUPTCRE  OF  THE  UTERUS  AND  VAGINA  DURING  LABOR. 

Mrs.  S.,  get.  30  years,  YIpara,  went  into  labor  November  26th, 
1894,  at  4  p.m.,  a  midwife  being  in  charge.  At  9  p.m.  the  mem- 
branes ruptured,  and  the  midwife  then  recognized  that  the  pre- 
sentation was  abnormal  and  turned  the  case  over  to  a  physician. 
The  midwife,  upon  being  questioned  this  afternoon,  denies 
that  any  medicine,  as  ergot,  was  administered,  and  states  that 
she  made  only  two  examinations. 

The  physiciau  called  to  the  case  states  that  he  made  several 
unsuccessful  attempts  to  deliver  by  version,  and,  failing,  sent 
the  case  to  the  hospital,  where  the  woman  was  admitted  early 
on  the  morning  of  November  27th.  At  this  time  the  house 
physician  recognized  a  shoulder  presentation  in  the  left  scapulo- 
anterior^ position,  with  a  prolapse  of  the  right  arm  and  the  funis. 
The  patient  rapidly  failed  after  her  admission  to  the  hospita 
and  showed  symptoms  of  collapse.  As  soon  as  possible  podalic 
version  was  performed,  and  no  difficulty  was  experienced  in 
turning  and  extracting. 

The  placenta  failing  to  appear,  an  examination  revealed  a 
utero- vaginal  rupture  of  the  genital  tract,  and  the  umbilical 
cord  was  followed  up  into  the  peritoneal  cavity.  ^ 

Stimulants  were  administered,  preparations  made  for  lapa- 
ratomy,  and  I  was  sent  for.  The  patient  died  two  hours  and 
forty  minutes  after  the  version,  five  minutes  before  my  arrival. 
I  secured  the  placenta  by  passing  a  hand  up  through  the 
vagina  into  the  peritoneal  cavity,  where  it  was  found  "among 
the  intestines.  The  abdomen  was  then  opened  and  the  genital 
tract  removed,  as  shown  in  the  specimen  presented. 

The  autopsy  showed  a  complete  separation  of  the  left  lateral 
half  of  the  utero-vaginal  junction,  with  a  rupture  in  the  left 
wall  of  the  lower  uterine  segment  and  in  the  upper  part  of  the 
left  vaginal  wall. 

Death  was  apparently  due  to  internal  concealed  hemorrhage, 
as  several  pints  of  fresh  blood  were  found  in  the  abdominal 
cavity,  and  this  hemorrhage  evidently  came  from  the  left  uterine 
artery,  which  was  completely  torn  across.  The  house  physician 
tells  me  there  was  no  external  evidence  of  hemorrhage  other 
than  the  symptoms  of  collapse. 

Routh  '  reports  a  similar  case  of  ruptured  uterus  and  vagina, 
treated  on  the  expectant  plan  with  intravenous  injections  of 
warm  salt  solution,  where  death  was  delayed  until  the  eighth 
day  and  then  resulted  from  septicemia. 

Child  seven  pounds  ;  fractured  right  clavicle  and  humerus,  and 
tissues  of  right  shoulder  bruised  and  cut  with  some  instrument. 

Dr.  McLean  thought  that  if  the  history  of  the  case  prior  to 

1  British  Medical  Journal,  1893,  No.  1695. 
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the  woman's  admission  to  the  hospital  were  obtained  it  would 
be  found  that  forceps  had  been  used,  and  used  in  a  very  faulty 
manner,  for  the  injuries  to  the  child  pointed  clearly  in  that  direc- 
tion. He  had  observed  during  twenty  years  that  inexperienced 
men  began  with  the  use  of  forceps  in  difficult  labors,  and,  failing 
with  these,  they  then  resorted  to  version,  and  the  latter  was  cred- 
ited with  whatever  mischief  was  done. 

Dr.  Edgar  said  the  midwife  claimed  that  a  physician  was 
sent  for  early  in  the  labor,  and,  after  making  several  unsuccess- 
ful attempts  at  delivery,  he  confessed  his  incompetency  and  ad- 
vised that  the  patient  be  sent  to  the  hospital,  which  was  done. 
Although  the  midwife  denied  it,  he  suspected  that  she  gave 
ergot  when  she  found  that  the  child  would  not  descend,  for  the 
uterus  was  in  the  condition  of  others  in  which  that  drug  had 
produced  rupture. 

Dr.  Collyer  remarked  that  it  was  simply  another  illustration 
of  the  ignorance  of  midwives  and  of  the  danger  attending  their 
use  of  ergot,  which  they  were  accustomed  to  administer  ad  libi- 
tum. 

Dr.  H.  N.  Vineberg  reported  a  case  of 

SUBPERITONEAL    FIBROID,    ATTACHED    TO    THE    FUNDUS    UTERI, 
REMOVED    BY    VAGINAL    CELIOTOMY. 

This  fibroid  tumor,  the  size  and  shape  of  a  Seckel  pear,  was 
removed  from  a  patient  in  the  Montetiore  Home  on  November 
28th,  1894. 

The  patient  is  39  years  old  and  has  been  married  for  twelve 
years.  Has  had  twins,  and  a  single  birth  five  years  ago.  Since 
the  birth  of  the  last  child  she  has  suffered  from  what  she  terms 
"  falling  of  the  womb  "  and  also  from  constant  backache  and 
profuse  menstruation.  The  menses  at  times  were  attended  with 
considerable  pain.  She  was  admitted  into  the  Montefiore  Home 
eighteen  months  ago  for  ulcer  of  the  stomach.  In  due  time, 
with  proper  treatment,  she  fully  recovered  from  this  affection. 
She  remained  in  the  Home,  however,  because  she  was  unable  to 
work  on  account  of  her  "  womb  trouble."  On  examination  I 
found  an  immense  rectocele,  fully  the  size  of  a  turkey  egg,  a 
retroverted  uterus  with  some  descensus,  and  attached  to  the  an- 
terior surface  of  the  fundus  a  small  growth  of  hard  consist- 
ence and  which  I  diagnosticated  as  a  subperitoneal  fibroid.  I 
estimated  the  size  of  the  tumor  as  equal  to  that  of  a  hen's  egg. 

On  the  date  above  stated,  after  preparing  my  patient  as  I 
would  for  a  vaginal  hysterectomy,  I  thoroughly  curetted  the 
uterus,  then  made  the  usual  longitudinal  incision  in  the  ante- 
rior vaginal  wall  for  vaginofixation,  dissected  the  vaginal  flaps 
from  the  bladder,  and,  after  cutting  the  vesico-uterine  septum, 
made  a  free  separation  of  the  bladder  from  the  uterus.  The 
vesico-uterine  fold  of  peritoneum  was  next  cut  with  scissors,  and, 
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climbing  up  the  anterior  wall  of  the  uterus  with  successive  pro- 
visional sutures,  I  was  soon  enabled  to  bring  forward  the  fun- 
dus and  with  it  the  tumor,  so  that  I  could  seize  the  latter  with 
a  volsella.  Taking  hold  of  the  tumor  with  another  volsella,  I 
easily  delivered  it  through  the  vaginal  wound.  The  capsule  was 
incised  and  the  tumor  readily  enucleated  from  its  bed.  The  re- 
sulting defect  in  the  uterine  wall  was  whipped  over  by  a  con- 
tinuous catgut  suture.  The  uterus  was  then  vaginofixated  by 
three  silk  sutures  and  the  wound  in  the  anterior  vaginal  wall 
closed  in  the  usual  manner.  The  rectocele  was  next  disposed 
of  by  an  Emmet's  operation  on  the  posterior  vaginal  wall. 

The  patient  has  had  absolutely  no  reaction  as  a  result  of  the 
operation,  the  temperature  not  going  above  99°  and  the  pulse 
running  from  72  to  84. 

Dr.  Atineberg  described  also  an 

IMPORTANT    ADDITION    TO    THE    TECHNIQUE    OF    VAGINOFIXATION, 

WHEREBY    THE    INDICATIONS    ARE    VERY    MUCH    EXTENDED 

MODIFICATION    OF    SUTURING    THE    UTERUS. 

In  a  recent  paper1  on  the  indications  of  vaginofixation  I  stated 
that  where  one  or  both  adnexa  were  diseased,  calling  for  re- 
moval, celiotomy  and  ventrofixation  rather  than  vaginofixation 
would  be  indicated.  A  quite  recent  experience  has  shown  me 
that  I  drew  the  lines  entirely  too  narrow,  and  that  the  field  of 
the  operation  may  include  the  majority  of  backward  displace- 
ments with  diseased  adnexa.  The  operation,  therefore,  is  likely 
not  only  to  supplant  Alexander's  operation,  but  will  take  the 
place  of  many  abdominal  celiotomies  and  ventrofixations.  When 
I  first  besran  doing  vaginofixation,  over  fifteen  months  ago,  I 
was  struck  with  the  ease  with  which  I  could,  in  the  majority  of 
cases,  deliver  the  fundus  of  the  uterus  through  the  vaginal  wound. 
I  was  thus  enabled  to  pass  the  uterine  sutures  by  sight,  and  as 
near  the  fundus  as  I  desired.  Judging  from  the  descriptions  of 
Diihrssen.  Mackenrodt,  and  Winter,  this  was  not  an  unimportant 
modification.  These  operators  did  not  bring  out  the  fundus 
through  the  vaginal  wound,  but  passed  the  uterine  sutures  with 
the  uterus  in  the  vesico-uterine  space,  and  consequently  were 
compelled  to  rely  chiefly  on  the  sense  of  feeling  ;  and  one  of 
the  objections  raised  against  the.  operation  was  this  .feature  of 
passing  sutures  in  the  dark.  My  method  of  operating,  of  course, 
did  away  with  this  objection.  While  performing  the  operation 
it  frequently  occurred  to  me  that  I  could  easily  draw  the  adnexa 
out  through  the  vaginal  wound,  if  I  so  wished.  But  as  I  had  ope- 
rated only  in  cases  in  which  the  adnexa  were  apparently  healthy 
or  only  slightly  diseased,  I  did  not  care  to  submit  my  patients 
to  any  unnecessary  manipulations  within  the  peritoneal  cavity. 
However,  since  the  recent  agitation  of  the  past  few  months  of 
selecting  the  vaginal  rather  than  the  abdominal  route  for  work 
1  New  York  Medical  Journal,  October  27th,  1894. 
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in  the  lower  part  of  the  peritoneal  cavity,  I  determined  to  put 
to  the  test  the  feasibility  of  carrying  out  the  idea  I  had  for  some 
time  entertained.  An  opportunity  presented  itself  to  me  on 
November  25th.  I  was  doing  a  vaginofixation  for  retroflexion 
of  the  third  degree.  After  tearing  through  the  peritoneal  vesico- 
uterine fold  and  bringing  the  uterus,  or  rather  the  fundus,  out 
at  the  vaginal  wound,  I  passed  a  temporary  suture  through  it  and 
gave  it  to  my  assistant,  asking  him  to  make  gentle  but  steady 
traction  toward  the  right  side.  With  the  index  and  middle 
fingers  of  my  left  baud  I  readily  delivered  the  left  adnexa 
through  the  wound,  and  as  they  were  healthy  I  returned  them 
within  the  peritoneal  cavity.  The  assistant  was  then  asked  to 
draw  the  fundus  over  to  the  left  side,  and  with  the  index  and 
middle  fingers  of  my  right  hand  I  caught  hold  of  the  right  ad- 
nexa, but  did  not  deliver  them,  as  I  could  easily  have  done 
had  it  been  necessary.  At  no  time  did  the  bowels  come  into 
view  nor  did  my  fingers  come  in  contact  with  any.  I  completed 
the  operation  of  vaginofixation  in  the  usual  way.  I  then  did  a 
Tait's  operation  for  laceration  of  the  perineum.  The  whole  series 
of  operations — (1)  curettage,  (2)  vaginofixation  and  inspection  of 
both  adnexa,  (3)  a  Tait's  perineorrhaphy — did  not  consume  more 
than  an  hour.  The  duration  of  time  I  consider,  however,  of 
secondary  importance.  Personally  I  do  not  believe  in  nor  strive 
to  do  lightning  operations.  I  merely  mention  the  time  to  show 
how  expeditious  the  method  is,  without  any  attempt  at  breaking 
records  of  speed. 

The  patient  has  had  absolutely  no  reaction.  Pulse  84,  tem- 
perature 99°.  The  only  pain  complained  of  was  slight  pain  in 
the  region  of  the  perineum  from  the  sutures. 

Quite  lately  I  received  a  paper  by  Diihrssen  in  which  he 
reports  a  number  of  cases  in  which  he  followed  somewhat  the 
same  method  and  terms  it  "  vaginal  celiotomy."  Diihrssen,. 
however,  makes  a  transverse  incision  in  the  anterior  vaginal 
fornix  and  delivers  the-  fundus  and  adnexa  through  it.  But  I 
consider  the  transverse  incision  less  advantageous  than  the  longi- 
tudinal;  it  does  not  afford  as  much  room,  and  it  does  not  allow 
of  fixating  the  uterus  in  as  favorable  a  position.  In  the  trans- 
verse incision,  if  the  sutures  are  passed  near  the  fundus  the 
uterus  is  necessarily  fixed  deeper  back  in  the  vaginal  vault  than 
it  normally  occupies  or  with  the  longitudinal  incision  and  the 
sutures  passed  near  the  urethral  meatus.  In  two  or  three  cases 
Diihrssen  had  considerable  difficulty  in  returning  the  fundus 
into  the  pelvic  cavity  through  his  incision.  This  difficulty  does 
not  occur  with  the  longitudinal  incision.  It  offers  a  further 
advantage  in  the  feasibility  of  making  a  more  extensive  separa- 
tion of  the  bladder  from  the  uterus.  In  doing  a  vaginofixation 
on  the  cadaver,  and  afterward  opening  the  abdomen,  I  found 
that  the  bladder  was  completely  separated  from  the  uterus  and 
broad  ligaments  and  was  overlying  the  fundus.  This  free  sepa- 
ration of  the  bladder  accounts  for  the  absence  of  bladder  symp- 
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toms  after  the  operation  and  removes  any  risk  of  including  the 
ureters  in  doing  a  salpingo- oophorectomy. 

The  anterior  longitudinal  incision  presents  to  my  mind  many 
advantages  over  the  transverse  incision  in  the  posterior  vault  for 
any  work  in  the  pelvic  peritoneal  cavity : 

1.  There  is  less  hemorrhage. 

2.  It  affords  more  room. 

3.  There  is  no  danger  of  cutting  into  the  rectum. 

4.  There  is  less  likelihood  of  coming  into  contact  with  the 
intestines  in  doing  the  necessary  manipulations. 

To  me  there  seems  to  be  almost  no  limit  to  the  amount  of  work 
that  can  he  done  through  the  anterior  longitudinal  incision.  If 
necessary  the  vaginal  flaps  can  also  be  incised  transversely,  and 
the  whole  hand  could  be  readily  introduced  into  the  abdominal 
cavity  through  the  vaginal  wound.  It  has  also  occurred  to  me 
how  easy  it  would  be  to  do  a  hysterectomy  in  this  manner.  In 
the  case  above  mentioned,  and  in  the  one  in  which  I  removed  a 
subperitoneal  fibroid,  attached  to  the  fundus,  through  the  vagina, 
it  would  have  been  exceedingly  easy  to  ligate  the  ovarian  arteries 
from  above,  and  the  remainder  of  the  operation  would  have  been 
less  than  easy.  In  following  the  enucleation  method,  also,  it 
seems  to  me  it  would  be  much  simpler  and  easier  to  do  so  from 
the  fundus  downward  with  every  tissue  in  sight,  than  cutting  from 
below  upward  in  the. dark  and  not  being  able  to  tell  where  you 
are  going — into  the  uterine  tissues  or  keeping  outside  of  them  in 
the  so-called  vascular  sheath.  The  next  opportunity  that  I  have 
I  intend  doing  a  vaginal  hysterectomy  in  the  manner  just  outlined. 

In  my  last  six  cases  of  vaginofixation  I  modified  the  manner 
of  suturing  the  uterus.  I  found  that  the  silk  ligatures  often  cut 
through  the  vaginal  wall  on  account  of  the  tension  from  the 
uterus.  They  also  necessitated  a  stay  in  bed  for  three  weeks,  in 
order  to  have  a  firm  union  of  the  uterus  to  the  vaginal  wall  before 
the  patient  could  be  allowed  to  stand  on  her  feet.  I  now  use 
silver  wire  for  one  of  the  sutures,  and  fix  the  sutures  with  two 
small  shields  and  perforated  shot.  This  suture  takes  the  strain 
off  the  silk  sutures  and  there  is  no  danger  of  it  cutting  into  the 
vaginal  wall.  I  have  allowed  the  patients  operated  on  in  this 
way  to  get  up  within  ten  to  fourteen  days,  and  the  method  has 
worked  admirably.  It  is  over  three  months  since  I  did  the  first 
case  in  this  manner,  and  the  uterus  has  remained  well  forward. 
All  of  the  six  cases  thus  far  have  been  perfect  successes. 

Dr.  G.  M.  Edebohls  read  a  short  paper  on 

MOVABLE  KIDNEY  AND  NEPHRORRHAPHY.1 

Dr.  Ralph  Waldo  thought  that  all  must  feel  thankful  to  Dr. 
Edebohls  for  the  work  which  he  had  done  in  connection  with 
movable  kidney  and  for  the  valuable  notes  of  the  cases  related. 
There  was  one  point  in  the  technique  of  nephrorrhaphy  which 

1  See  original  article,  p.  161. 
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lie  had  changed  and  which  the  speaker  believed  made  the  opera- 
tion an  ideal  one.  He  referred  to  the  use  of  absorbable  mate- 
rial for  the  buried  stitch  instead  of  nonabsorbable  material.  He 
wished  to  lay  as  much  stress  as  he  could  upon  the  importance, 
whenever  employing  the  buried  stitch,  of  using  suture  material 
which  at  some  time  would  be  absorbed.  He  had  seen  instances 
in  the  hands  of  good  operators  where  the  use  of  nonabsorbable 
suture  material  had  given  rise  to  suppuration  or  other  trouble, 
and  compelled  the  operator,  perhaps  six  months  or  more  subse- 
quent to  the  operation,  to  go  down  into  the  deep  structures  and 
remove  it.  In  his  opinion  the  very  important  office  which  the 
buried  stitch  was  intended  to  fill  was  filled  entirely  by  the  use 
of,  for  instance,  chromicized  catgut.  After  the  foreign  material, 
the  suture,  had  accomplished  its  purpose,  the  sooner  it  was  got 
rid  of  the  better. 

Dr.  Charles  B. White  (present  by  invitation)  said  he  was  un- 
der obligations  to  Dr.  Edebohls  for  teaching  him  how  to  relieve 
these  patients  by  nephrorrhaphy.  In  one  of  the  cases  narrated 
in  the  paper  he  had  seen  the  patient  and  could  testify  to  the 
wonderful  improvement  following  the  operation.  A  similar  re- 
sult had  been  obtained  by  himself  in  one  case. 

Dr.  Vineberg  thought  a  great  deal  of  credit  was  due  the 
reader  of  the  paper  for  having  directed  attention  to  the  number 
of  symptoms  which  movable  kidney  was  capable  of  producing. 
Since  having  bad  opportunity  to  work  some  with  Dr.  Edebohls 
in  this  line,  he  had  become  much  interested  in  the  subject,  but 
had  not  been  able  to  make  up  his  mind  in  some  instances 
whether  the  symptoms  were  due  to  movable  kidney  or  to  other 
conditions  present  connected  with  the  uterus,  stomach,  colon, 
etc.  He  had,  however,  become  convinced  that  there  were  many 
cases  in  which  nephrorrhaphy  would  relieve  the  patient.  He 
had  had  under  observation  for  some  time  a  woman  in  whom  the 
left  kidney  was  movable  a  distance  of  three  inches  and  the  right 
kidney  was  not  displaced — the  reverse  of  what  usually  is  ob- 
served— and  in  whom  the  symptoms  varied  very  much.  For  the 
past  two  months  she  had  been  entirely  free  from  symptoms, 
though  the  treatment  had  been  only  of  a  general  character. 

Dr.  A.  P.  Dddley  had  been  very  much  interested  in  the  cases, 
and  especially  in  the  theory  advanced  in  explanation  of  the  stran- 
gulation of  the  kidney  and  the  method  of  relieving  it.  He  had 
had  trouble  from  the  buried  sutures  in  one  case,  notwithstand- 
ing his  attempt  to  do  the  operation  as  aseptically  as  possible. 
Robinson's  small  foreign-body  forceps  with  long  shanks,  used 
for  extracting  foreign  bodies  from  the  ear,  were  passed  down 
the  deep,  narrow  sinus  and  four  sutures  were  removed  in  that 
way. 

Dr.  Dudley  would  explain  the  phenomenon  of  so  many 
symptoms  connected  with  movable  kidney  being  referred  to  the 
pelvis  by  the  relation  of  the  renal  vein  to  the  spermatic  ves- 
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sels.  Destruction  of  the  circulation  caused  greater  pressure  in 
the  pelvic  organs  than  in  the  kidney,  consequently  the  pain 
was  referred  to  the  former  region.  Although  he  had  not  seen 
nearly  so  many  cases  of  movable  kidney  as  Dr.  Edebohls,  yet  he 
was  rapidly  becoming  convinced  of  the  correctness  of  the  latter 
gentleman's  views  regarding  this  condition. 

Dr.  Boldt  had  the  past  week  examined  two  patients  upon 
whom  he  had  operated  fully  two  years  ago  for  fixation  of  the 
kidney,  passing  silkworm  gut  through  the  substance  of  the  or- 
gan and  the  skin,  without  burying  the  suture,  in  the  manner 
practised  by  Dr.  Edebohls  in  his  first  operations.  The  kidney 
was  found  still  fixed  and  there  had  been  no  recurrence  of  symp- 
toms. Judging  by  these  two  cases,  he  saw  no  necessity  for  using 
buried  sutures.  He  had  had  no  experience  to  confirm  or  deny 
the  relations  claimed  to  exist  between  movable  kidney  and  ap- 
pendicitis. 

Dr.  Dudley  inquired  of  Dr.  Edebohls  whether  he  thought 
there  was  any  danger  in  scarifying  the  kidney  after  the  capsule 
had  been  stripped  from  it,  for  the  purpose  of  getting  a  broader 
surface  of  union.  Personally  he  thought  the  scarifying  process 
would  not  add  to  the  dangers  of  the  operation. 

The  President  (Dr.  Bache  McE.  Emmet)  thought  all  were 
indebted  to  Dr.  Edebohls,  since  through  his  labors  many  cases  of 
movable  kidney  were  now  recognized  which  formerly  passed 
unnoticed.  He  would  be  glad  to  hear  from  the  author  how 
much  hope,  founded  on  his  experience,  could  be  held  out  to 
patients  from  the  use  of  corsets,  etc.,  when  they  refused  opera- 
tive interference.  He  had  treated  two  cases  by  the  posture  and 
supporting  method,  one  a  young  man,  the  other  a  woman.  In 
both  the  right  kidney  was  the  movable  one.  In  the  young  man, 
who  was  under  observation  for  three  or  four  months,  the  colicky 
pain  due  to  movable  kidney  would  come  on  at  intervals,  and  was 
relieved  by  the  position  recommended  in  the  paper,  ultimately 
supplemented  by  the  use  of  a  tight  belt.  The  woman  had  some 
years  ago  been  under  the  care  of  Dr.  Noeggerath,  who  recog- 
nized a  displaced  right  kidney,  and  under  Dr.  Emmet's  treat- 
ment later  had  had  the  appendages  removed  on  one  side.  Dis- 
location of  the  kidney  was  then  verified  by  sight,  but,  following 
the  custom  of  the  day,  it  was  not  interfered  with.  Two  years 
later  she  returned  with  pain  similar  to  that  which  existed  prior 
to  the  removal  of  the  appendages.  On  palpation  the  kidney 
was  felt  displaced  to  near  the  crest  of  the  ilium,  but  on  subse- 
quently opening  the  abdomen  for  removal  of  the  cystic  ovary 
of  the  opposite  side  it  was  again  in  proper  position  and  nothing 
was  done  to  it.  Afterward  the  patient  suffered  still  more,  and 
he  then  had  her  assume  the  recumbent  posture  for  upward  of 
two  months,  followed  by  the  US3  of  firm  support,  which  gave 
such  relief  that  operative  interference  was  no  longer  considered 
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necessary,  and  the  speaker  believed  he  might  confidently  say 
that  she  continued  well. 

Dr.  Edkbohls  thanked  the  gentlemen  for  the  kind  reception 
they  had  given  his  paper,  and  answered  some  questions.  Re- 
garding scarification  of  the  kidney  after  it  had  been  stripped  of 
its  capsule  proper,  he  thought  it  was  obviously  superfluous,  since 
stripping  up  the  capsule  left  a  raw  surface,  which  could  not  be 
made  rawer  by  scarification. 

Movable  kidney  was  very  frequent,  he  having  seen,  at  a  low 
estimate,  two  hundred  cases  the  past  year,  but  of  course  not  all 
cases  needed  operation.  On  finding  a  movable  kidney  one 
should  first  of  all  determine  whether  the  patient's  symptoms 
were  due  to  that  condition.  If  not,  let  it  alone.  In  some  cases 
with  movable  kidney  the  suffering  was  due  to  a  coexisting  endo- 
metritis, in  others  to  retroversion,  in  still  others  to  salpingitis, 
appendicitis,  and  so  on.  If  there  were  combined  symptoms — 
i.e.,  if  there  were  present  symptoms  due  to  several  conditions 
— first  direct  treatment  to  the  organ  which  was  the  greatest 
offender.  By  cultivating  the  habit  of  patient  analysis  of  symp- 
toms, one  would  soon  learn  to  refer  various  symptoms  correctly 
to  the  condition  causing  them. 

Regarding  support  of  the  abdominal  walls  and  other  palliative 
measures,  some  claimed  that  simply  putting  on  a  strong  abdom- 
inal supporter  and  thus  holding  up  the  viscera,  including  the 
kidney,  was  sufficient  to  relieve  the  patient  in  the  great  majority 
of  cases.  This  did  not  tally  with  his  own  experience.  Others 
placed  a  pad  over  the  kidney  and  beneath  the  supporter,  in  order 
to  exert  greater  and  more  direct  pressure  upon  the  displaced 
organ.  Dr.  Edebohls  thought  any  one  who  had  frequently 
handled  movable  kidneys  ought  to  comprehend  the  impossibility 
of  supporting  them  by  pad  :  the  kidney  would  slide  away  from 
the  pad  with  perfect  ease,  as  it  does  from  between  the  com- 
pressing hands.  One  could  only  compress  all  the  abdominal 
contents  and  thus  lift  the  kidney  into  place.  In  those  patients 
who  got  relief  in  that  way  it  would  be  necessary  to  keep  up  the 
compression  for  life,  and  the  pressure  might  not  be  well  borne 
by  other  organs. 

Another  method  which  was  more  promising  had  been  ex- 
plained to  him  recently  by  Dr.  Kellogg,  of  Battle  Creek,  Mich., 
for  whose  opinions,  experience,  and  judgment  the  speaker  enter- 
tained the  highest  respect.  Dr.  Kellogg  had  told  him  that  in 
patients  who  had  the  faulty  habit  of  carrying  the  shoulders  for- 
ward and  contracting  the  chest,  systematic  exercise  in  expanding 
the  thorax  and  developing  the  muscles  would  elevate  and  sus- 
tain the  kidney  in  proper  position.  Being  interested  in  the 
method  and  recognizing  its  plausibility,  he  asked  Dr.  Kellogg 
to  allow  him  to  send  some  patients  for  treatment  by  this  method, 
but  Dr.  Kellogg  immediately  expressed  the  reservation  that  it 
was  applicable  only  to  cases  in  which  the  kidney  was  movable 
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only  twj  or  three  inches,  whereas  in  the  large  majority  of  pa- 
tients operated  upon  by  Dr.  Edebohls  there  was  mobility  of  four 
inches  or  more.  In  the  milder  cases,  or  where  the  condition  was 
seen  early,  he  was  convinced  that  such  systematic  exercise  would 
prove  valuable,  especially  if  it  should  lead  to  improved  general 
condition  and  with  it  the  deposit  offat  around  the  kidney  by 
which  that  organ  was  retained  in  position.  m 

He  did  not  believe  that  silkworm  gut,  if  of  proper  thickness, 
was  more  likely  than  other  suture  material  to  cut  out,  injure 
the  kidney,  and  cause  possibly  a  urinary  fistula.  He  had 
never  had  a  urinary  fistula  following  nephrorrhaphy  and  knew 
of  but  one  such  case.  During  the  operation  all  sutures  passed 
through  the  kidney  called  for  the  greatest  delicacy  of  manipula- 
tion to  prevent  immediate  tearing  out. 

Dr.  Boldt  said  that  Brandt  had  carried  out  a  system  ot  mas- 
sage for  the  kidney  successfully  in  a  number  of  cases,  and  called 
it  Nierenschutteln. 

Stated  Meeting,  December  ISth,  1894. 
The  President,  Bache  McE.  Emmet,  M.D.,  in  the  Chair. 
Dr.  W.  K.  Pryor  presented 

A    SERIES   OF   EIGHT    SPECIMENS, 

as  follows :  .         ~    , 

1.  Bilateral  pyosalpinx  and  ovarian  abscess  ;  ablation  of  ute- 
rus andradnexa;  recovery. -E.  S.,  »t.  18  ;  gonorrheal  urethritis, 
vaginitis,  etc.     Median  incision.     I  found  the  uterus,  pus  tubes, 
ovarian  abscess,  and  sigmoid  firmly  adherent.     Separated  colon 
with  much  difficulty,  as  adhesions  were   very  intimate,     ine 
cul-de-sac  was  abnormally  deep,  extending  at  least  two  inches 
below  the  cervix.     I  ligated  each  tube  with  two  ligatures,  then 
<jut  the  broad  ligaments  to  the  level  of  the  internal  os.     the 
vao-ina  was  entered  from  the  cul-de-sac,  and  then  I  dissected  the 
bladder  from  the  uterus.     Each  uterine  artery  was  secured  by 
one  ligature  en  masse,  which  included  the  vaginal  mucous  mem- 
brane.    The  uterus  was  then  cut  away  and  removed  with  the 
pus  tubes,  etc.,  stumps  turned  into  vagina,  and  vagina  packed 
with  gauze.     Vault  of  vagina  not  closed. 

The  specimen  is  typical  of  the  lesions  to  be  found  where  there 
has  been  but  one  attack  of  tubal  and  pelvic  inflammation  It  is 
in  marked  contrast  to  the  other  specimens  shown,  in  that  the 
lesions  are  symmetrical.  The  more  frequent  the  invasions  and 
the  older  the  disease  the  .more  apt  are  we  to  find  the  pus  toci 
supplemented  by  broad-ligament  and  subperitoneal  cysts,  lhis 
specimen  could  verv  readily  have  been  removed  per  vagmam. 

2.  Bilateral  pyosalpinx  ;  tubo-rectal  fistula  ;  _  adherent  ap- 
pendix vermiformis  ;  ablation  of  uterus,  appendix,  and  adnexa 
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uteri;  recovery. — B.  W.  E.,  July  26th,  1894.  Curettage  had 
been  done  some  days  before,  and,  as  temperature  had  begun  to 
rise  again,  I  decided  to  do  celiotomy.  Trendelenburg  posture. 
Found  omentum  out  of  way.  Bladder  adherent  to  top  of  uterus 
and  along  tubes.  Douglas'  cul-de-sac  obliterated.  Bilateral  pyo- 
salpinx  and  left  ovarian  abscess.  Right  pus  sac  opened  into 
rectum  by  a  ragged  opening.  Great  difficulty  in  separating 
masses  from  uterus  and  bowel.  Yermiform  appendix  adherent 
to  right  abscess  and  was  removed.  In  separating  abscesses 
from  uterus  I  opened  the  right  and  found  that  the  finger  entered 
the  bowel.  Pus  very  offensive.  Mopped  it  up  carefully.  Tied 
off  ovarian  artery.  Tied  off  appendix  with  silk.  Separated 
bladder  from  uterus.  Tied  left  uterine  artery.  Cut  uterus 
away  from  left  attachment.  Tied  off  right  broad  ligament,  trans- 
fixed right  pedicle,  and  tied  before  and  behind.  Two  ligatures 
on  left  side,  three  on  right.  Sutured  vagina  to  sigmoid  over 
rent  in  bowel  by  running  suture  in  tiers.  Bowel  very  friable 
and  many  sutures  tore  through.  Got  fair  approximation  only. 
Split  posterior  wall  of  vagina  to  one  side,  and  sutured  this  flap 
over  rent  in  bowel.  Packed  vagina  with  gauze.  Made  Miku- 
licz from  above  with  eighteen  pieces  (two  inches  wide)  of  gauze. 
Transfused  eighteen  ounces  saline  solution  as  a  precaution. 
Operation  one  and  three-quarter  hours.  I  used  a  staff  in 
vagina,  but  it  was  of  no  use  as  the  cul-de-sac  was  obliterated. 
Process  evidently  a  very  old  one. 

This  specimen  shows  the  large  tubo-rectal  opening  on  the  left 
side  and  the  appendix  vermiformis  hanging  to  the  right.  The 
broken-down  condition  of  the  tissues  is  very  well  shown,  and  the 
manner  in  which  the  coarse  silk  ligatures  cut  through  the  friable 
tissues  at  the  cornua  of  the  uterus. 

3.  Bilateral  pyosaljpinx ;  multiple  broad-ligament  cysts; 
uterine  fibroids ;  recovery. — H.  S.,  set.  35,  Arabian.  She  has 
been  married  eighteen  years.  Has  two  children,  youngest  15. 
She  ceased  to  menstruate  seven  years  ago.  She  is  in  constant 
agony  and  cannot  walk. 

June,  1894,  I  ablated  the  uterus  and  adnexa.  On  opening 
the  abdomen  a  mass  presented  composed  of  the  much-enlarged 
uterus,  the  diseased  adnexa,  and  a  multitude  of  broad-ligament 
cysts.  On  the  right  side  the  omentum  was  adherent.  The 
bladder  in  front  covered  the  mass  to  the  level  of  the  fundus  uteri, 
being  found  adherent  all  over  the  anterior  face  of  the  tumors. 
The  mass  extended  as  high  as  the  promontory  of  the  sacrum. 
The  right  broad  ligament  was  tied  off  outside  the  mass,  without 
any  attempt  being  made  to  isolate  the  tube  and  ovary.  This  liga- 
ment was  cut  between  two  ligatures.  The  left  tube  was  sought 
for  and  with  difficulty  distinguished.  It  was  prolapsed  into  the 
cul-de-sac.  Every  trace  of  the  ordinary  lines  between  broad 
ligament  and  tubes  was  obliterated  by  the  great  number  of 
broad -ligament  cysts.     All  cysts  were  punctured  and  emptied. 
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When  this  was  done  the  left  tube  was  isolated  and  tied  between 
two  ligatures  as  usual  in  ablation.     The  left  broad  ligament  was 
cut  to  as  near  the  uterine  artery  as  was  safe.     Douglas'  cul-de- 
sac  was  now  demonstrated  by  separating  the  right  adnexa  and 
cysts  from  the  posterior  surface  of  the  uterus,  working  from  the 
left  side.    The  vagina  was  now  entered.    With  the  finger  in  the 
vagina  as  a  guide,  the  bladder  was  separated  from  the  left  ante- 
rior face  of  the  uterus  and  broad  ligament.    The  left  uterine  artery 
was  included  in  one  ligature  en  masse.     The  left  side  of  the  ute- 
rus was  cut  away,  the  ligature  on  the  distal  end  and  forceps  on 
the  vessel  of  the  uterus.     One  side  of  the  uterus  was  now  free. 
The  bladder  was  next  carefully  separated  from  the  right  adnexa 
and  the  uterus.     The  vagina  was  very  thick,  and  one  ligature 
used  to  include  a  good  portion  of  the  uterine  attachment  of  the 
bladder.     The  uterus  now  hung  by  a  band  of  tissue  on  right 
side  one  and  a  half  inches  broad.     This  was  transfixed  and  tied 
before  and  behind.     The  uterus  was  now  cut  away.     Between 
two  forceps  the  posterior  vaginal  wall  was  split  to  the  bottom 
of  the  cul-de-sac,  and  then  each  cut  edge  sewed,  separated  by  a 
running  suture  of   silk.     The   ligatures  were  turned   into   the 
vagina  and  the  vagina  packed  with  iodoform  gauze.     The  at- 
tachment of  the  right  adnexa  to  the  colon  was  very  intimate, 
and  the   separation  here  was  not  attempted  until  both  ovarian 
and  left  uterine  arteries  had  been  tied.   After  removing  the  mass 
a  large,  ragged  surface  was  left  on  the  colon,  composed  of  lymph 
and   portions  of  hypertrophied   tubal  tissue,  but  none  of  the 
lining  of  the  tube.     Much  pus  escaped  during  the  operation; 
it  was  caught  by  seven  large  abdominal  gauze  pads.     Although 
the  woman  was  thin,  the    fascia  and  muscles  were  closed  by 
buried  silkworm  gut  and  wound  dressed  by  my  method.     While 
the  final  dressing  was  going  on  transfusion  of  Oiss.  of  saline 
solution    was   madelinto    the    left   median    cephalic   vein.      I 
omitted  to  state  that  the  left  broad  ligament  was  so  deep  that  it 
was  tied  in  two  tiers  of  ligatures  before  the  uterine  artery  was 
tied  off. 

4.  Ablation  of  uterus  for  right  broad-ligament  eyst  •  left 
intraligamentous  fibroid;  bilateral  2>y°sa^P^nx j  right  titbo- 
rectal  fistula ;  complete  recovery. — S.  T.,  set.  28.  Operation 
performed  for  pain,  hemorrhages,  and  septic  condition.  Pa- 
tient emaciated.  Ether.  Curettage.  Operation  in  Trende- 
lenburg posture.  Time  of  operation,  fifty  minutes.  Omentum 
adherent  to  bladder  and  brim  of  pelvis  all  around.  The  blad- 
der entirely  covered  the  uterus,  and  was  folded  over  it  to  be 
attached  to  tubes,  sigmoid,  and  omentum.  The  omentum  was 
easily  released,  but  the  union  between  bladder  and  uterus  was  so 
firm  as  to  require  scissors  to  release  it.  I  secured  the  ovarian 
arteries  with  one  ligature  on  each  side,  and  released  the  inflam- 
matory growths  from  the  cul-de-sac  sufficiently  to  enter  the 
vagina  by  the  latter  route,   then  separated  the    bladder.     The 
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uterine  artery  on  right  side  was  easily  secured  now  and  the  ute- 
rus cut  away  from  its  attachments  on  the  right  side,  leaving  the 
abscess  attached  to  the  bowel.  The  intraligamentous  nodule 
was  not  larger  than  a  small  orange.  The  left  uterine  artery  was 
secured  from  the  vaginal  side,  the  fibroid  nodule  peeled  out  of 
the  broad  ligament,  and  the  uterus  together  with  left  adnexa 
removed.  The  right  tube  and  ovary  were  next  cut  away  piece- 
meal until  the  small  opening  into  the  bowel  was  reached.  This 
was  in  the  midst  of  a  wide  necrotic  area  and  did  not  admit  of 
suturing.  A  difficult  operation.  JS'o  blood  lost.  Patient's  heart 
became  very  weak,  and  she  received  into  the  median  cephalic 
vein  Oiss  of  saline  solution  with  immediate  beneficial  results. 
Split  vagina  drawn  to  bottom  of  cul-de-sac.  Packed  vagina 
with  gauze,  arranged  bowel  opening  over  this,  and  saw  that 
bladder  and  sigmoid  came  together  over  the  vaginal  packing ; 
then  used  a  large  Mikulicz  dressing,  completely  shutting  viscera 
out  of  the  pelvis.  Dilated  sphincter  ani.  The  serous  and  pus 
cysts  were  evacuated  during  operation,  and  the  escaping  fluids 
caught  with  gauze. 

This  specimen  is  from  one  of  the  cases  that  communicated 
with  the  bowel.  The  small  intraligamentous  fibroid  which  was 
present  seems  to  have  been  lost.  Two  features  of  interest  are 
connected  with  this  case.  One  is  the  ease  with  which  we  can 
secure  closure  of  these  tubo-rectal  fistulse  without  suture,  a  mat- 
ter with  which  we  are  perfectly  familiar ;  and  the  other  is  the 
removal  of  the  specimen  after  the  uterine  arteries  were  secured. 
This  latter  method  I  have  adopted  now  a  number  of  times  in 
these  old  inflammatory  lesions,  where  the  union  between  bowel 
and  pus  tube  seems  so  intimate  as  would  endanger  the  former 
if  I  attempted  to  remove  them  in  face  of  the  oozing  which  ac- 
companies the  separation  of  the  tissues  before  the  vessels  are 
secured. 

After  securing  the  four  vessels  it  is  a  very  easy  matter  to 
remove  the  uterus,  and  then,  piecemeal,  those  tissues  which  are 
more  intimately  attached  to  the  bowel. 

5.  Large  ovarian  papillomatous  cyst;  uterine  fibroid ;  abla- 
tion of  uterus,  etc.;  recovery. — Mrs.  A.,  set.  48.  One  child  many 
years  ago.  She  is  perfectly  comfortable,  except  that  she  has  to 
use  a  catheter  to  empty  the  bladder.  She  menstruates  regularly 
and  normally.  Being  stout,  she  never  noticed  any  increase  in 
growth. 

This  specimen  is  an  interesting  one.  This  woman  never  had 
a  symptom  of  any  kind  until  June.  She  then  began  to  have 
frequent  urination  only.  Her  menses  were  perfectly  regular 
and  perfectly  normal.  She  had  no  pelvic  pain  whatever  ;  she 
merely  urinated  more  often  than  she  should.  She  consulted  her 
physician,  who  thought  it  was  a  case  of  slight  cystitis  and  ordered 
her  some  remedy,  to  be  taken  internally,  directed  to  that  con- 
dition.    Her  attention  was  never  drawn  to  the  pelvic  organs, 
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except  the  bladder,  and  only  for  the  persistence  of  this  symptom 
of  frequent  urination.  She  went  to  another  gentleman  for  exami- 
nation. Upon  examining  her  he  found  a  mass  in  the  pelvis.  The 
result  was  the  removal  by  me,  several  months  ago,  of  the  speci- 
men you  see.  It  is  a  case  of  fibroid  of  the  uterus  with  papillo- 
matous cyst  of  the  ovary,  an  association  of  growths  which  I  have 
not  before  met.  Yagina  left  open.  Abdominal  wound  treated 
by  my  method.  Operation  occupied  one  hour  and  ten  minutes, 
was  not  difficult,  and  would  not  have  taken  so  long  had  not  the 
narcosis  been  a  bad  one.  She  breathed  very  badly,  and  all  the 
attendants  had  to  assist  in  the  narcosis  at  one  time,  causing  quite 
a  delay  in  operating. 

I  have  shown  to-night  a  small  uterus  which  produced  hemor- 
rhages bringing  the  patient  to  death's  door,  and  I  show  this 
specimen  in  contrast.  The  latter  produced  no  symptom  what- 
ever except  pressure  on  the  bladder.  Her  temperature  never 
reached  101°,  her  pulse  was  always  below  100.  She  was  mildly 
delirious  for  some  days,  due  to  ether  according  to  Dr.  Janeway. 
Complete  recovery. 

The  cyst  is  a  rare  papillomatous  growth  which  springs  from 
the  hilum  of  the  ovary  and  yet  has  a  pedicle.  It  was  behind 
and  above  the  uterus,  forcing  the  fibroid  organ  against  the  blad- 
der and  symphysis.  The  fibroid  is  symmetrical.  The  combined 
masses  filled,  when  fresh,  a  two-gallon  jar. 

6.  Extrauterine  gestation;  tubo-rectal  fistula ;  ablation  of 
uterus  and  adnexa  ;  recovery. — M.  G.,  set.  27.  Two  children, 
the  last  sixteen  months  ago.  First  delivery  instrumental ; 
the  last  easy,  but  had  much  fever  after  it,  with  a  great  deal  of 
pain  in  left  side.  Since  her  last  confinement  she  menstru- 
ated first  March  16th,  next  period  on  April  13th,  and  since 
that  period  she  has  been  bleeding  continuously.  She  has  a  con- 
stant severe  pain  in  left  ovarian  region,  but  at  times  it  is  of  a 
stabbing  character,  making  her  very  faint.  She  loses  about 
three  ounces  of  blood  daily.  For  the  past  week  she  has  had 
morning  nausea  similar  to  what  she  had  with  her  other  preg- 
nancies. Examined  and  found  a  mass  the  size  of  an  orange  on 
the  left  side  of  the  uterus,  sessile  upon  the  uterus,  very  hard,  but 
elastic  and  exquisitely  tender.  Uterus  enlarged,  but  pelvic  con- 
tents too  tender  to  map  it  out  accurately,  and  I  did  not  wish  to 
use  too  much  force  as  the  diagnosis  of  ectopic  gestation  was 
made.  Operated  May  18th,  a  little  over  a  month  after  her  last 
normal  menstruation.  Trendelenburg  posture.  Ether.  Median 
incision.  Uterus,  sigmoid,  and  left  tubal  pregnancy  one  mass. 
Douglas'  cul-de-sac  obliterated  by  union  of  sigmoid  to  posterior 
surface  of  uterus.  From  the  left  cornu  the  sigmoid  was  inti- 
mately adherent  along  the  entire  length  of  fetal  sac,  making 
a  length  of  union  of  at  least  seven  inches.  The  union  was  an 
old  one  and  very  intimate.  There  were  absolutely  no  signs  of 
recent  peritonitis,  no  serum,  and  no  lymph.     Along  the  whole 
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border  of  union  there  was  a  discolored  line  of  congealed  blood, 
as  though  along  the  line  of  union  there  had  been  minute  hem- 
orrhages. The  whole  mass  was  perfectly  smooth.  Near  the 
cornu  was  a  small  space,  down  which  the  finger  could  be 
inserted  between  sac  and  colon  for  about  an  inch  by  gently 
separating  the  tissues.  Attempts  to  separate  the  colon  from 
the  sac  developed  free  bleeding.  The  attempt  was  made  from 
the  uterine  side,  from  the  distal  end,  and  along  line  of  union 
between  gut  and  sac.  It  being  evident  that  to  separate  the 
mass  from  the  gut  must  result  in  very  free  hemorrhage  with 
production  of  great  denuded  surfaces  requiring  gauze  packing, 
and  although  the  right  adnexa  were  not  diseased,  I  decid- 
ed to  remove  the  uterus.  Eight  tube  was  tied  off  and  cut  be- 
tween two  ligatures.  Broad  ligament  (right)  included  in  another 
ligature.  Bladder  dissected  from  uterus,  a  nurse  holding  a  guide 
in  the  vagina.  "With  a  finger  in  vagina  between  uterus  and 
bladder,  from  above  I  dissected  the  colon  from  the  back  of  the 
uterus  ;  I  entered  the  vagina  from  the  cul-de-sac,  transfixed  the 
pedicle  containing  the  right  uterine  artery  and  tied  before  and 
behind,  put  temporary  ligature  on  left  cornu  to  control  that 
ovarian.  "With  a  finger  in  the  cul-de-sac  as  a  guide  I  tied  the 
uterine  (left)  by  a  curved  sweep  of  the  needle  ;  tied  again  the 
middle  of  broad  ligament  (left) ;  all  blood  supply  was  now  cut 
off ;  I  cut  uterus  away  from  right  side,  then  up  along  left  broad 
ligament  until  I  reached  the  level  of  the  left  cornu,  then  shelled 
the  mass  out  from  its  bed  ;  when  mass  was  free  I  tied  the  left 
broad  ligament  beyond  fimbriated  end  and  cut  mass  away. 
During  the  manipulation  the  sac  was  ruptured  at  the  posterior 
aspect  where  it  joined  the  colon.  Tied  off  very  large  vaginal 
branches.  Altogether  three  sets  of  ligatures  were  placed  on 
left  broad  ligament  and  four  on  right.  Fetal  sac  broke  into 
colon  by  a  very  minute  opening.  Blood  clots  from  sac  were  very 
offensive.  Turned  ligatures  into  vagina  and  packed  vagina  with 
gauze.  Nothing  done  with  raw  surface  in  cul-de-sac,  or  colon, 
beyond  using  an  iodoform-gauze  compress  until  sutures  were  in 
place.  The  pregnancy  was  in  the  left  tube.  This  was  much 
thickened,  and  as  the  fetus  grew  the  tube  fell  down  behind 
broad  ligament  somewhat,  so  as  to  include  the  ovary  between  it 
and  the  ligament.  This  broad  ligament  was  very  much  thick- 
ened, measuring  one-quarter  to  three-eighths  of  an  inch  in  thick- 
ness along  its  entire  length.  All  the  pelvic  vessels  were  very 
much  enlarged,  especially  the  left  ovarian  artery.  There  was  a 
corpus  luteum  of  pregnancy  in  right  ovary,  but  none  in  left.  I 
am  positive  in  my  belief  that  the  occlusion  of  the  left  tube  and  the 
union  between  it  and  colon  was  an  old  lesion,  and  that  the  ovum 
which  was  fructified  came  from  the  right  ovary,  crossing  inside 
the  uterus.  Vault  of  vagina  left  open.  No  sutures  taken  in 
the  sigmoid.  "When  patient  was  lowered  from  Trendelenburg's 
position  the  bladder  and  sigmoid  came  together  in  such  a  way 
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that  the  broken-down  spot  in  the  bowel  was  shut  off  from  the 
rest  of  the  pelvic  cavity.     Sphincter  ani  dilated. 

1.  Uterine  fibroid  /  bilateral  pyosalpinx  ;  ablation  of  uterus 
and  adnexa  •  recovery. — N.  G.,  set.  52.  She  has  had  two  living 
children,  the  last  born  about  two  and  a  quarter  years  ago. 
Seven  weeks  ago  she  had  one  stillbirth  at  six  and  a  half 
months.  Previous  labors  easy.  Menstruated  first  at  15  ;  dura- 
tion five  days,  normal  in  amount,  with  a  good  deal  of  pain  before 
the  menstruation.  Last  menstruation  five  weeks  ago.  Ever 
since  the  premature  delivery  seven  weeks  ago  she  has  suffered 
from  pain  in  the  abdomen  and  back,  with  a  continuous  flooding. 

A  short  time  after  this  delivery  she  was  curetted  by  Prof. , 

and  since  then  she  has  had  the  pain,  fever,  and  purulent  dis- 
charge. Before  the  curetting  she  had  bleeding  only.  I  found 
her  with  a  severe  septic  endometritis  and  bilateral  pelvic  and 
tubal  inflammation. 

Operation  July  17th,  1894.  I  found  bilateral  pyosalpinx,  and 
on  right  side  many  small  cystic  collections  in  broad  ligament. 
On  left  side  were  several  subperitoneal  dropsical  collections  hang- 
ing about  the  tumor.  The  tumor  was  a  fibroid  of  the  uterus,  or 
rather  a  general  uterine  fibroid  with  an  intraligamentous  nodule 
on  the  right  side.  I  first  tied  off  each  cornu.  I  then  separated 
the  adherent  sigmoid  from  the  uterus.  A  guide  in  vagina  held 
by  nurse  marked  the  cul-de-sac  ;  this  I  entered.  On  left  side 
broad  ligament  tied  down  to  near  uterine  artery.  With  finger 
in  vagina  the  bladder  was  separated  from  the  uterus.  Left  ute- 
rine tied,  using  sharp  Deschamp's  needle.  This  completed  the 
ligatures  on  left  side.  On  right  side  I  tied  the  broad  ligament 
down  to  the  sulcus  between  main  tumor  and  intraligamentous 
nodule,  then  from  behind  secured  all  the  tissues  posterior  to 
the  nodule,  including  posterior  portion  of  vagina.  The  left  side 
of  uterus  was  now  cut  free  and  tumor  tilted  over  to  right.  The 
sharp  Deschamp's  was  now  passed,  including  all  the  tissue  be- 
tween the  anterior  incision  between  bladder  and  uterus  and  to 
the  last-mentioned  posterior  ligature.  The  right  side  of  tumor 
now  cut  away  from  these  two  ligatures,  the  anterior  of  which 
included  the  uterine  artery.  In  doing  this  cutting  enough  tissue 
was  removed  from  the  side  of  the  cervix  to  give  firm  hold  to 
ligatures,  and  the  incision  stopped  just  at  the  intraligamentous 
nodule.  Closed  wound  by  my  method.  TsTo  shock  and  little 
blood  lost.     Operation  fifty-five  minutes.     Recovery. 

8.  Ablation  of  fibroid  uterus  and  pyosalpinx  •  recovery. — A. 
D.  Patient  stout.  Urine  five  per  cent  albumin.  Systolic  aortic 
murmur.  Ether  narcosis  in  Trendelenburg  posture.  Venous 
plexuses  of  broad  ligaments  enormously  distended.  Both  adnexa 
prolapsed  into  cul-de-sac  and  adherent.  Sigmoid  colon  adherent 
to  left  adnexa  very  firmly.  Freed  left  adnexa  by  cutting  at  their 
expense.  Right  adnexa  adhesions  severed  by  scissors.  In  left 
broad  ligament  were  a  multitude  of  small,  cherry-sized  cysts. 
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Both  ovaries  cystic.  Cut  broad  ligaments  between  two  ligatures. 
Entered  vagina  from  cul-de-sac.  Dissected  off  bladder.  Ligated 
en  masse  by  one  ligature  left  uterine  artery.  Ligated  right  ute- 
rine artery  by  transfixing  tissues  from  above  down  and  tying 
anteriorly  and  posteriorly.  This  side  then  cut  off,  and  left 
pedicle  ligated*in  same  way  by  transfixing  outside  the  single 
ligature  already  present.  Uterus  removed.  On  cleaning  up  I 
found  an  enormous  hematoma  in  left  broad  ligament,  which  was 
leaking  at  one  point,  the  ligature  having  cut  through  slightly. 
Transfixed  broad  ligament  again  with  blunt  Deschamp's  and 
large  silk.  Tied  and  found  all  bleeding  here  controlled.  The 
posterior  vaginal  wall  very  thick  and  oozing  too  much  to  neglect.. 
Made  continuous  suture  of  silk  over  posterior  half  of  vaginal 
rent  to  check  bleeding.  Turned  stumps  and  ligatures  into  va- 
gina. Packed  vagina  with  gauze.  Did  not  close  vagina.  Closed 
muscular  and  fascial  layers  by  ray  method  with  short  sutures. 

The  base  of  broad  ligament  was  very  thick,  owing  to  old  bi- 
lateral peritonitic  attacks ;  these  had  also  caused  the  adhesions. 
Both  tubes  were  occluded  and  both  contained  pus.  Their  ends 
were  opened  after  removal,  and  presence  of  pus  demonstrated. 
In  this  case  the  entire  mass  could  have  been  successfully  removed 
from  below.  But  I  wish  to  call  your  attention  to  the  failures  of 
the  high  ligature  on  the  left  broad  ligament,  applied  when  all  the 
parts  were  in  full  view  and  the  hands  having  an  abundance  of 
room  in  which  to  work.  Such  an  accident  occurring  with  the 
vaginal  method  would  have  been  most  embarrassing. 

Dr.  A.  P.  Dudley  regarded  the  cases  as  an  interesting  and 
instructive  collection  to  be  shown  at  one  time.  He  quite  agreed 
with  Dr.  Pryor  that  it  was  a  marked  advantage  to  ligate  the 
vessels  before  proceeding  to  enucleate  fibroid  tumors.  It  was 
really  vaginal  work.  But  he  had  found  that  he  could  accom- 
plish it  quicker,  with  less  shock  and  much  less  loss  of  blood,  by 
first  making  anterior  and  posterior  vaginal  incisions  and  there 
ligating  the  uterine  arteries,  applying  forceps  to  broad  ligaments, 
then  opening  the  abdomen,  ligating  tiie  ovarian  arteries,  and 
enucleating,  which  could  readily  be  done,  as  stated  by  Dr.  Pryor. 
The  operation  was  shortened  about  one  half  by  first  ligating  the 
uterine  arteries  from  below. 

Dr.  Dudley  had  seen  one  case  only  of  fibroid  of  the  uterus 
combined  with  papillomatous  cysts.  He  removed  the  growth  in 
California  about  1884,  and  the  patient  recovered,  but  he  could 
not  say  how  long  she  lived  afterward. 

Dr.  Joseph  E.  Janvrin,  remarking  on  the  probable  duration 
of  pregnancy  in  the  case  of  supposed  ectopic  gestation,  expressed 
doubt  as  to  conception  having  taken  place  only  five  weeks  before 
the  operation  (or  about  the  time  when  the  last  regular  menstrua- 
tion was  supposed  to  have  occurred).  It  had  been  stated  that 
the  flow  on  this  occasion  was  of  irregular  nature  and  continued 
intermittently  afterward.     This  would  lead  him  to  think  that 
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conception  (if  this  was  really  a  case  of  ectopic  gestation)  Lad 
taken  place  at  least  two  or  three  weeks  earlier,  and  this  flow,  in- 
stead of  being  regular  menstrual,  was  of  that  irregular  character 
due  to  throwing  off  portions  of  the  decidual  membrane. 

Dr.  Freeborn  remarked  that  Dr.  Polk,  two  or  three  years 
ago,  presented  a  specimen  of  multiple  fibroids  of  the  uterus  con- 
nected with  papillomatous  cyst,  and  he  had  seen  one  other  similar 
case.     He  knew  no  reason  why  such  connection  might  not  occur. 

ARTIFICIAL    VAGINA. 

Br.  Egbert  H.  Grandin  presented  photographs  of  a  patient 
with  congenital  absence  of  the  vagina,  in  whom  he  had  assisted 
Dr.  Sauvalle  to  establish  a  cul-de-sac  which  permitted  of  natural 
connection  with  her  husband.  Dr.  Sauvalle,  whose  patient  she 
was,  read  the  following  history  of  the  case : 

Mrs.  V.,  aged  22,  had  been  married  for  two  years.  The  sexual 
relations  had  been  infrequent  and  had  always  caused  her  great 
pain,  and  were  followed  by  considerable  hemorrhage.  Finally 
the  pain  became  intolerable  and  aggravated  hysteria  set  in.  She 
consulted  Dr.  Sauvalle,  who  found  the  following  condition  of 
affairs:  The  pelvis  was  infantile;  there  existed  no  vagina  ;  on 
abdomino-rectal  palpation  a  small  nodule  was  felt  corresponding 
to  the  position  of  the  uterus  ;  the  clitoris,  labia  majora,and  labia 
minora  were  well  developed  ;  the  urethra  was  enormously 
dilated,  readily  admitting  two  fingers,  and  it  was  through  this 
that  the  sexual  act  had  been  performed.  The  woman  had  moli- 
mina  every  month,  and,  after  consultation  with  Dr.  Grandin,  it 
was  determined  to  make  an  artificial  vagina  in  the  septum  be- 
tween the  rectum  and  the  bladder,  mainly  in  order  to  spare  the 
woman  the  pain  which  the  performance  of  the  sexual  act  in  the 
bladder  caused  her,  and  not  with  any  special  hope  of  reaching 
the  rudimentary  uterus  or  of  securing  development  of  the  rudi- 
mentary nodnle  which  represented  the  sexual  organs.  A  canal 
about  three  inches  in  depth  was  readily  established,  and  the 
urethra  was  narrowed  by  excising  a  portion  and  twisting  it  on  its 
axis.  The  operations  were  eminently  successful,  the  urethra 
regaining  retention  power  and  the  sexual  act  having  been  per- 
formed through  the  new  canal  to  the  satisfaction  of  both  the 
man  and  the  woman. 

Dk.  Grandin  added  some  remarks.  The  peculiarities  of  the 
case  were  :  1.  That  a  similar  condition  had  existed  in  other 
members  of  the  family.  2.  Tolerance  of  the  bladder,  for  during 
two  years  she  had  had  frequent  sexual  connection  into  the  blad- 
der. The  urethra  would  admit  three  fingers  without  any  diffi- 
culty whatsoever.  3.  The  operation,  with  excision  of  a  portion 
of  the  urethra  and  torsion  on  its  axis — a  method  recom- 
mended for  strengthening  the  so-called  sphincter  vesicas — had 
resulted  in  a  normal  urethra  with  full  retention  power,  and  in  an 
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artificially  made  vagina,  three  inches  deep,  which  permitted^  of 
satisfactory  intercourse.  On  account  of  tendency  to  retraction 
she  would  have  to  wear  a  glass  plug  and  the  husband  would 
have  to  aid  in  keeping  the  canal  distended.  The  woman  had 
well-developed  labia  majora  and  minora,  but  only  a  small  nodule, 
the  size  of  a  hazelnut,  wliich  probably  represented  ovarian  stroma, 
and  this  would  account  for  the  fact  that  every  four  weeks  she  felt 
as  if  she  were  going  to  be  unwell,  although  she  had  never  men- 
struated. The  operation  had  been  undertaken,  not  with  any 
hope  of  causing  the  internal  sexual  organs  to  develop,  but  simply 
to  enable  the  woman  to  live  a  married  life  free  from  pain,  and  to 
obviate  the  possibility  of  dissatisfaction  arising  on  the  part  of 
the  husband  and  his  seeking  a  divorce  should  he  learn  that  he 
could  not  have  connection  in  the  natural  way.  If  there  should 
be  contraction  the  speaker  saw  no  reason  why  the  operation 
could  not  be  repeated,  and  with  greater  ease  than  the  first  time, 
since  the  septum  was  then  found  exceedingly  thin  and  fear  was 
felt  of  entering  the  abdominal  cavity. 

The  President  (Dr.  Bache  Emmet)  said  his  experience  with 
cases  of  the  character  related  by  Dr.  Grandin  had  been  that  the 
artificial  vagina  invariably  contracted  or  that  the  patient  bad 
always  to  wear  a  glass  plug  to  maintain  its  calibre.  In  one  case 
seen  with  Dr.  Marion  Sims  there  had  been  no  sign  of  a  vagina 
at  all ;  the  thin  septum  was  divided  until  he  succeeded  in  reach- 
ing the  small  uterus,  but,  in  spite  of  all  efforts  (glass  plugs  could 
not  be  tolerated),  contraction  took  place  until  only  a  catheter 
could  be  introduced.  An  occasional  periodic  show  was  secured 
and  the  girl  regained  her  health  to  some  extent;  but  he  did  not 
regard  such  cases  as  very  promising  ones,  for  the  reason  that 
the  patients  were  apt  ultimately  to  become  anemic,  their  general 
health  to  deteriorate,  and  to  have  one  trouble  or  another  of 
malnutrition. 

Dr.  Dudley  said  he  had  seen  three  cases  like  the  one  de- 
scribed by  Dr.  Grandin,  one  of  which  was  in  a  Polish  Jewess  in 
the  service  of  Dr.  Emmet  when  he  was  house  surgeon  at  the 
Woman's  Hospital.  In  connection  with  these  cases  the  question 
had  suggested  itself  whether  by  a  plastic  operation  the  artificial 
vagina  "could  not  be  lined  with  skin  shoved  up  somewhat  like 
the  finger  of  a  glove,  with  a  view  to  prevent  contraction. 

Dr.  Grandin  replied  that  such  a  procedure,  amounting  to 
skin-grafting,  had  been  thought  of  in  this  case,  but  had  not  been 
tried"  because  in  others  on  record  it  had  failed,  the  grafts  for 
some  reason  not  retaining  life  as  they  did  on  the  surface  of  the 
body. 

The  President  (Dr.  Emmet)  presented 

A    SERIES    OF    SPECIMENS,    AND    DR.    GEORGE    C.    FREEBORN'S    REPORT 
OF    THE    MICROSCOPICAL    EXAMINATION. 

1.  Edematous  fibroid  of  posterior  face  of  recti  muscles. — Mrs. 
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R.  K. ;  city  ;  German  ;  aged  26  ;  married  four  years  ;  admitted 
October  18th,  1894.  Menstruated  first  at  13  years ;  interval  of 
four  weeks;  duration  four  days.  For  the  past  four  months  has 
had  severe  pain  in  the  back  and  sides  during  menstruation,  and 
more  lately  during  the  intervals  as  well.  Last  menstruation  was 
September  27th.  Has  borne  two  children,  ages  2£  years  and 
13  months;  the  first  delivery  was  instrumental.  No  abortions 
or  miscarriages.  Three  months  ago  the  menses  appeared  two 
weeks  late.  When  they  came  patient  suffered  much  pelvic  pain. 
The  flow  lasted  four  days.  She  has  noticed  an  abdominal  en- 
largement for  the  past  six  months.  This  new  growth  was  nodu- 
lar and  very  firm ;  fixed  as  it  was  with  peritoneal  adhesions 
over  its  whole  extent,  and  firmly  attached  to  the  anterior  abdom- 
inal will,  crowding  down  upon  the  pelvic  contents,  it  became 
impossible  to  displace  the  uterus  independently,  and  the  diagno- 
sis was  rendered  still  more  obscure  by  the  large  cyst  from  the 
right  side  which  was  wedged  behind  the  uterus.  The  rapidity 
of  the  development  of  this  growth  and  its  many  knobs  seemed 
to  justify  the  diagnosis  of  multiple  cystomata  of  the  ovary, 
probably  of  malignant  type. 

On  beginning  the  operation  the  abdominal  incision  bled  very 
freely  ;  the  oozing  was  difficult  to  control.  It  quickly  became 
apparent  that  the  recti  muscles  had  disappeared,  either  by  pres- 
sure or,  as  appeared  later  to  be  the  fact,  that  they  were  involved 
in  the  new  growth. 

A  seeming  fatty  mass  as  large  as  an  adult  head,  attached  by  a 
firm  pedicle,  like  the  hard  part  of  an  oyster,  a  little  to  the  left 
of  the  median  line  of  the  abdominal  wall,  on  a  level  with  the 
umbilicus,  was  now  gradually  dissected  from  its  peritoneal  at- 
tachment, its  whole  anterior  face  also  from  the  omentum  which 
was  firmly  adherent  to  all  its  upper  portion,  and  from  the  in- 
testines which  adhered  to  many  points  of  its  under  side.  This 
enabled  me  practically  to  lift  the  mass  from  the  abdominal 
cavity  after  severing  its  one  positive  attachment,  the  fibrous 
pedicle  on  the  under  side  or  posterior  face  of  the  abdominal  wall. 
On  feeling  about  the  liver,  where  the  tumor  had  extended  to,  I 
further  discovered  another  mass,  colloid  in  appearance,  crescen- 
tic  in  shape,  six  inches  in  length  by  two  and  half  inches  thick 
by  four  in  width.  The  larger  mass  had  really  been  adherent  to 
this,  perhaps  it  had  indeed  formed  a  part  of  it.  The  smaller 
capped  the  larger ;  and  I  had,  while  enucleating  the  larger,  re- 
ceived the  impression  that  it  sprang  from  the  lesser  omentum, 
and  that  the  smaller  mass  was  the  lower  border  of  the  liver,  as 
on  its  inner  edge  it  was  thin  and  the  under  surface  was  concave. 
This  portion  proved  more  difficult  to  extirpate  than  the  larger 
one,  owing  to  its  firm  attachments  to  the  lesser  omentum  and  in- 
testines. In  addition  to  this  the  right  ovary  was  cystic,  five  inches 
by  three  and  a  quarter,  the  size  of  an  ostrich  egg,  and,  together 
with  its  tube,  was  removed.     Left  ovary  and  tube  were  normal. 
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The  uterus  appeared  to  be  perfectly  healthy.  In  closing  the  ab- 
dominal cavity  I  took  great  pains  to  turn  out  the  peritoneum  at 
the  site  of  the  base  attachment,  believing  at  the  time  that  it  was 
sarcoma,  and  being  desirous,  should  it  sprout  again,  that  it  should 
not  invade  that  cavity. 

Report  by  Dr.  G.  C.  Freeborn : 

"Macroscopic  examination. — Tumor  from  abdominal  cavity  : 
On  section  of  the  tumor  it  appeared  like  a  huge  lipoma,  yel- 
low as  beef-fat  cooked,  and  of  a  similar  consistence.  Consists 
of  two  portions — one  oval  in  shape,  measuring  twenty-two  by 
fifteen  centimetres,  and  weighing  six  hundred  grammes;  the 
entire  surface  is  rough,  about  one-third  of  it  being  the  seat  of 
hemorrhagic  spots.  The  second  tumor,  smaller  in  size,  is  of 
a  flattened  oval  shape,  measuring  ten  by  twelve  centimetres ; 
the  surface  is  rough,  but  contains  no  hemorrhages.  Ovary  and 
tube:  The  ovary  is  very  much  elongated,  surface  corrugated. 
Lying  between  it  and  the  Fallopian  tube  is  a  thin-walled  cyst, 
measuring  twelve  by  eight  centimetres,  tilled  with  a  clear  straw- 
colored  fluid.  The  tube  is  much  elongated  and  firmly  adherent 
to  the  surface  of  the  cyst.  The  fimbriae  are  lost  in  the  wall  of 
the  cyst. 

"Microscopic  examination. — Tumor :  Edematous  fibroid  with 
numerous  small  hemorrhagic  spots  confined  to  the  surface  of  the 
tumor.  At  a  point  corresponding  to  the  attachment  of  the 
tumor  to  the  abdominal  wall  there  is  a  large  zone  made  up  of 
striated  muscle  tissue.  The  smaller  mass  shows  the  same  micro- 
scopic characters  as  the  large." 

2.  Detached  uterine  fibroid  of  large  size  implanted  upon  an- 
terior face  of  lumbar  vertebra. — Mrs.  A.  M.,  Middletown,  Conn.; 
admitted  November  15th,  1894  ;  aged  25;  married  six  months. 
Last  menses  November  4th,  1 894.  No  pregnancy.  Menstruates 
every  twenty-eight  days  ;  duration  three  days.  In  April,  1894, 
one  month  before  marriage,  she  first  noticed  a  growth  in  the 
left  iliac  region.  During  the  past  two  months  it  has  increased 
rapidly  in  size  and  seems  to  be  more  in  front  than  it  was  at  the 
first.  Of  late  she  has  lost  flesh.  She  experiences  pain  and 
sometimes  a  feeling  of  weight  on  walking.  The  patient  has 
thin  abdominal  walls,  and  the  tumor,  the  size  of  a  very  large 
adult  head,  hard  and  lumpy,  can  readily  be  traced  over  its  more 
prominent  contour.  It  crowds  into  the  upper  pelvis  and  pretty 
thoroughly  fixes  the  underlying  organs.  The  diagnosis  is  made 
of  possible  multilocular  ovarian  cyst,  but  more  probably  of  ma- 
lignant growth  of  the  same  organ. 

Operation  November  22d.  Median  incision.  Greater  omen- 
tum adherent  to  the  mass,  also  intestines.  A  large,  solid  tumor 
ten  by  twelve  inches  was  found  attached  over  the  spinal  column 
(fifth  lumbar  vertebra)  on  the  left  side.  The  base  was  trans- 
fixed with  a  double  ligature  and  the  mass  was  removed.  As  I 
progressed  in   my  work,  removing  the  left  ovary,  which  was 
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markedly  cystic,  I  noticed  that  my  ligature  about  the  base  of 
the  tumor  was  lying  loose.  It  had  been  crowded  oli  of  the 
stump  in  part,  yet  there  was  no  bleeding.  This  base  was  one 
and  a  quarter  inches  in  diameter,  but  evidently  had  no  central 
vessel.  The  right  ovary  and  tube  were  normal,  and  no  evidence 
of  disease  could  be  found  about  the  uterus. 
He  port  of  Dr.  G.  C.  Freeborn  : 

"  Macroscopic  examination. — Irregular-shaped  mass  measuring 
twenty-six  centimetres  long,  twenty  centimetres  wide, and  tifteen 
centimetres  thick.  It  is  composed  of  four  distinct  lobes  grouped 
around  a  central  point.  Each  lobe  has  a  nodular  surface.  Bits 
of  omentum  are  adherent  to  various  points  of  the  surface.  Sec- 
tion shows  the  tumor  to  be  dense  white  tissue. 

"  Microscopic  examination. — Myofibroma.  This  tumor  most 
likely  had  its  origin  on  the  uterus  ;  has  become  detached  from 
this  organ  after  it  had  formed  adhesions  to  the  wall  of  the  pel- 
vic cavity." 

The  fact  of  there  being  no  bleeding  from  the  stump,  once  it 
had  worked  itself  free  from  one  side  of  the  ligature,  seems  to 
support  somewhat  Dr.  Freeborn's  theory  that  the  growth  was  a 
detached  fibroid  and  had  merely  the  adhesions  for  its  nutritive 
supply  ;  still  the  base  was  a  very  broad  one  for  a  simple  chance 
attachment. 

3.  Fibro-angio- sarcoma  of  ovary  (probable). — Mrs.  M.  D., 
city  ;  aged  46  ;  married  twenty-two  years  ;  two  children,  aged  21 
and  19;  five  abortions  or  miscarriages.  Sixteen  years  ago,  after 
miscarriage,  she  was  in  bed  for  three  months  with  a  temperature 
and  pelvic  pains.  The  last  miscarriage  was  eleven  years  ago,  at 
the  third  month.  Since  her  last  labor,  nineteen  years  ago,  she 
has  had  dragging  pains  in  the  pelvis,  mostly  on  the  right  side. 
They  have  been  worse  for  the  past  two  years,  and  for  the  past 
year  and  a  half  the  patient  has  lost  flesh.  During  the  past  six 
months  an  abdominal  enlargement  has  been  noticeable.  She 
has  a  mass  on  the  right  side  of  the  pelvis  on  a  level  with  the 
uterus ;  it  is  of  about  the  size  of  a  fetal  head  at  term,  is  some- 
what nodulated,  firm,  and  elastic,  giving  one  the  impression  of 
cystomata  of  the  ovary.  She  also  has  a  laceration  of  the  cervix 
and  perineum. 

At  the  operation  we  find  a  multilocular  cyst,  of  the  size  of  a 
well-developed  cocoanut,  springing  from  the  right  ovary,  the 
whole  mass  thoroughly  covered  by  the  broad  ligament.  The 
mass  has  worked  its  way  up  between  the  uterus  and  the  bladder, 
being  thoroughly  united  to  both  (of  course  beneath  the  perito- 
neum), to  such  an  extent,  in  fact,  that  the  bladder  can  only  be 
recognized  when  torn  into  at  the  top.  These  adhesions  were 
exceedingly  difficult  of  separation,  causing  much  loss  of  time 
and  blood.  Both  ureters,  much  overstretched,  were  dissected 
up  with  the  mass,  but  were  not  injured.  On  recognizing  that 
it  would  be  impossible  to  remove  the  ovarian  mass  without  leav- 
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ing  great  destruction  behind,  I  resolved  to  extirpate  the  uterus- 
wit  h  it,  and  so  completed  the  operation. 

Report  on  specimens  by  Dr.  G.  C.  Freeborn  : 

"  Macroscopic  examination —  Uterus  :  Measures  eleven  centi- 
metres in  length  and  six  and  a  half  centimetres  across  the  horns. 
The  entire  organ  is  covered  with  dense  adhesions.  Section 
shows  the  mucous  membrane  thickened.  Attached  to  the  right 
side  of  the  uterus  there  is  an  oval-shaped  mass  measuring  twelve 
by  fifteen  centimetres  in  its  diameters.  Its  surface  is  rough 
from  adhesions.  Attached  to  the  anterior  surface  of  this  mass 
and  the  uterus  there  is  a  secondary  mass  of  a  flattened  oval 
shape  and  measuring  six  and  a  half  by  six  by  two  and  a  half  cen- 
timetres. Its  anterior  surface  is  smooth  ;  posteriorly  it  is  firmly 
adherent.  The  tube  is  enlarged,  bends  back  behind  the  uterus, 
and  soon  becomes  lost  in  the  tumor.  Section  of  the  tumor 
shows  two  irregular- shaped  cavities  bridged  across  by  masses  of 
thin  membranes.  These  cavities  are  free  from  fluid.  Their 
walls  are  composed  of  thick,  mottled,  white  and  red  tissue. 
Left  ovary  and  tube:  Ovary  is  nearly  normal  in  shape,  its 
surface  is  rough,  and  it  is  firmly  adherent  to  the  tube.  The 
tube  is  enlarged,  its  surface  covered  with  adhesions.  Its  fimbri- 
ated end  is  occluded  and  rounded  off. 

"  Microscopic  examination. —  Uterus :  The  mucous  membrane 
shows  adenomatous  hyperplasia.  Tumor  from  right  side: 
Fibro-angio-sarcoma,  probably  arising  from  the  ovary.  Left 
ovary:  Chronic  ovaritis.     Lefttuoe:  Chronic  salpingitis." 

Dr.  Freeborn  made  some  remarks  upon  two  of  the  specimens. 
First,  in  the  case  regarded  as  one  of  fibro  angio- sarcoma  of  the 
ovary,  he  had  made  a  very  careful  examination  of  the  specimen 
and  had  been  unable  to  find  anything  which  looked  like  ovary 
except  a  small  nodular  mass  on  one  side.  His  theory  was  that  it 
was  probably  angio-sarcoma  which  had  started  in  the  ovary  and 
gone  on  to  infiltrate  the  broad  ligament.  The  tube  in  the  fresh 
condition  could  be  seen  coming  off  from  the  uterus  and  becoming 
lost  in  the  diseased  mass.  Angio-sarcoma  of  the  ovary  was  com- 
paratively rare,  and  this  was  a  typical  fibro-angio-sarcoma. 

Second,  he  based  his  opinion  that  the  larger  specimen  presented 
was  originally  attached  to  the  uterus  solely  on  the  fact  that  the 
microscopical  appearances  were  exactly  like  those  of  a  fibro- 
myoma  of  the  uterus,  and  he  knew  of  no  tissue  in  the  pelvis  from 
which  such  a  tumor,  of  such  a  shape,  could  grow  except  the 
uterus.  Fibromyoma  might  occur  in  the  broad  ligament,  but 
the  microscopic  appearances  were  a  little  different  from  those  of 
the  same  kind  of  tumor  in  the  uterus. 

FORMOL    OR    FORMALIN. 

Dr.  Freeborn  presented  two  specimens  which  had  been  hard- 
ened in  this  new  preservative.     It  comes  in  commerce  under  the 
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name  of  "formol"  or  "formalin,"  and  is  a  forty-per-cent  solu- 
tion in  water  of  formaldehyde  (CHo0).  The  solution  used  was 
a  two-per-cent  solution  of  formalin  in  water.  It  is  cheaper 
than  alcohol;  it  causes  little  or  no  shrinkage,  and  bleaches  the 
specimens  but  little.  It  is  not  vet  known  whether  it  will  prove 
to  be  a  permanent  preserving  fluid,  and  as  a  matter  of  precaution 
he  used  dilute  alcohol  after  the  formalin.  It  has  marked  harden- 
ing qualities. 

The  first  specimen  consisted  of  multiple  fibroids  of  the  uterus; 
the  second  a  large  lacerated  cervix  which  had  been  amputated 
by  the  President,  the  patient  not  permitting  a  hysterectomy. 
No  microscopic  examination  had  been  made,  but  from  gross 
appearances  the  mucous  membrane  looks  as  if  it  was  a  case  of 
adenomatous  hyperplasia. 

He  asked  the  members  of  the  Society  to  follow  up  all  of  their 
cases  in  which  such  a  microscopic  diagnosis  had  been  made,  as 
he  was  of  the  opinion,  from  his  experience,  that  this  lesion  might 
be  the  forerunner  of  carcinoma  of  the  uterus.  He  had  two  cases 
in  which  the  adenomatous  hyperplasia  had  returned,  after  curet- 
ting, in  a  much  more  pronounced  form. 

Dr.  H.  J.  Boldt  could  answer  the  question  put  by  Dr.  Free- 
born in  the  affirmative  in  two  cases.  The  patients  were  seen 
some  years  ago.  The  uterus  had  been  curetted  two  or  three  times 
and  the  cervix  treated  locally.  In  both  cases  malignant  disease 
developed  subsequently. 

Dr.  William  M.  Polk  read  a  paper  entitled 

THE   VAGINAL     OR     INFRAPUP.IC    METHOD     OF    OPERATING   UPON 
SUPPURATIVE    DISEASES    OF    THE    UTERUS    AND    APPENDAGES.1 

Dr.  Prtor  called  attention  to  the  three  cases  with  openings 
into  the  large  gut,  and  asked  Dr.  Polk  how  such  cases  would  be 
treated  in  the  operations  through  the  vagina. 

These  tubo-sigmoid  fistulas  are  not  so  often  determined  before 
operation,  and  when  found  they  have  to  be  handled  from  above 
if  suturing  is  to  be  employed. 

Again,  in  intrauterine  pregnancy  the  sac  was  often  so  high 
that  it  would  be  more  difficult  and  dangerous  to  remove  it 
through  the  vagina  than  from  above.  There  is  no  question  that 
the  vaginal  route  has  a  great  future  and  that  many,  even  the 
majority,  of  the  cases  now  selected  for  celiotomy  could  be  ope- 
rated upon  in  this  way.  But  there  is  a  not  small  class  of  cases 
complicated  by  various  conditions  which  demand  more  space 
than  the  vagina  affords,  and  the  use  of  the*  eyes  as  well  as  the 
hands  in  dealing  with  them.  He  would  certainly  hesitate  to 
give  up  the  abdominal  method  in  the  large  number  of  the  most 

1  See  original  article,  p.  194. 
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severe  cases  which  he  had  reported,  and  which  had  given  a  mor- 
tality of  only  three  and  a  half  per  cent,  for  a  new  method  which 
had  not  been  tried  in  a  similar  class,  tie  had  employed  the  va- 
ginal route  for  the  removal  of  small  cysts  and  diseased  tubes,  but 
would  hesitate  to  try  it  in  such  cases  as  he  showed  to-night. 

He  believed  that  the  French  surgeons  operated  as  much  from 
above  as  below. 

Dr.  Boldt  c  >uld  fully  corroborate  what  Dr.  Polk  had  said 
with  regard  to  the  vaginal  method.  He  could  go  even  further 
and  say  that  seventy-live  per  cent  of  patients  ordinarily  formerly 
"  laparatomized  "  could  be  operated  upon  per  vagi  nam.  As  to 
the  mortality,  Dr.  Pryor's  statistics  were  quite  low  by  the  ab- 
domitial  method — three  and  a  half  per  cent  in  eighty-live  cases — 
but  he  did  not  know  the  nature  of  the  cases,  and  the  percentage 
did  not  represent  that  of  general  operators.  It  was  known 
that  the  mortality  from  vaginal  operations  was  much  less  than 
that  from  abdominal  operations  in  a  large  collection  of  cases. 
Regarding  conservatism,  in  some  instances  we  could  be  more 
conservative  in  abdominal  work  than  in  vaginal  work,  but  to 
assert  that  it  was  impossible  to  make  a  diagnosis  or  impossible 
to  be  conservative  in  vaginal  work  would  simply  show  want  of 
practical  acquaintance  with  facts.  We  could  be  very  conserva- 
tive in  vaginal  work  where  desired.  He  bad  removed  dermoid 
cystomata  and  ordinary  ovarian  tumors  by  this  route,  and,  as  to 
suppurative  diseases,  would  refer  to  his  remarks  before  the  Ob- 
stetrical Section  of  the  Academy.  He  claimed  that  in  this  class 
of  cases  one  could  do  more  radical  and  safer  work  through  the 
vagina.  Then  there  was  the  danger  of  hernia,  intestinal  ad- 
hesions, and  of  pain  developing  in  the  cicatrix  after  abdominal 
section. 

He  said  Dr.  Polk  had  correctly  stated  that  these  patients 
operated  upon  through  the  vagina  could  leave  the  hospital  in  ten 
days,  and  sometimes  even  within  a  week.  It  was  true  that  in  bad 
suppurative  cases  one  could  not  always  remove  all  the  diseased 
tissue.  But  that  was  not  so  very  important.  Some  induration 
remained  in  the  pelvis  a  few  months,  but  it  finally  disappeared 
and  the  patient  had  no  trouble.  It  was  less  important,  therefore, 
to  get  out  all  the  pyogenic  membrane  than  the  nucleus  of  the 
disease. 

Regarding  Dr.  Polk's  patient,  whom  he  had  just  examined, 
he  had  found  the  uterus  in  excellent  position  ;  but  while  the 
result  of  fixation  by  the  method  adopted  in  this  instance  had 
been  satisfactory  so  far  in  Dr.  Polk's  case,  statistics  showed  that 
there  was  great  liability  to  recurrence,  and  he  preferred  the 
shortening  of  the  round  ligaments,  as  did  Dr.  Polk  himself. 

Dr.  Andrew  F.  Currier  thought  a  long  course  of  training 
and  discipline  would  be  necessary  for  the  average  operator  to 
overcome  the  technical  difficulties  met  with  in  bad  cases  treated 
by  the  vaginal  method,  and  the  question  arose  whether  one  was 
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justified  in  exposing  patients  to  the  greater  risk  during  that 
period  of  training.  He  felt  confident  that  for  himself  lie  could 
not  treat  satisfactorily  seventy-five  per  cent  of  cases  by  that 
method  in  which  heretofore  he  had  removed  the  uterus  or  ap- 
pendages through  abdominal  incision.  A  class  of  cases  which 
he  believed  had  not  yet  been  mentioned  in  speaking  of  the 
vaginal  method  was  represented  by  one  operated  upon  by  him 
that  afternoon.  The  pelvis  was  contracted,  the  uterus  was  the 
seat  of  commencing  carcinoma,  was  retroflexed  and  universally 
adherent,  and  the  vagina  was  atrophied  and  atresic.  He  believed 
it  would  tax  the  skill  even  of  Dr.  Polk  to  operate  in  such  a  case 
through  the  vagina.  It  was  only  with  the  greatest  difficulty 
that  he  had  been  able  to  remove  the  uterus,  although  a  small 
one,  through  the  vagina,  and  he  was  entirely  unable  to  reach  the 
ovaries  and  remove  them. 

He  thought  the  point  made  by  Dr.  Boldt  was  a  vulnerable  one, 
viz.,  that  it  was  unimportant  to  remove  all  diseased  tissue.  It 
would  be  particularly  objectionable  where  there  was  any  sus- 
picion of  malignant  disease.  In  view  of  the  fact  that  we  had  a 
method  of  operating  which  was  reasonably  effective,  he  doubted 
whether  we  were  justified  in  adopting  one  less  certain  in  results. 

Dr.  Polk  thought  it  was  simply  a  matter  of  individual  expe- 
rience. Dr.  Currier,  he  said,  had  had  wider  experience  with 
laparatomy  than  with  vaginal  work,  and  that  had  been  the  case 
with  himself  a  year  ago  when  he  took  the  ground  that  much 
better  work  could  be  done  above  than  below  the  pubes;  but 
further  experience  with  the  latter  mode  of  operating  had  con- 
vinced him  of  its  superiority  in  some  instances  and  had  led  him 
to  make  the  remarks  he  had  to-night  and  on  certain  occasions 
previously.  It  was  likely  Dr.  Currier,  after  further  experience, 
would  reach  the  same  conclusions. 

It  was  a  question  in  Dr.  Polk's  mind  whether  Dr.  Boldt  was 
right  in  the  supposition  that  not  all  the  diseased  tissue  could  be 
removed  through  the  vaginal  route.  Anything  within  the  pelvis 
could,  the  speaker  believed,  be  removed  from  below  ;  in  the  false 
pelvis  it  might  be  better  to  approach  it  from  above.  Adhesions 
need  not  worry  one,  for  observance  of  the  same  rules  as  applied 
above  would  enable  one  to  overcome  them  from  below.  All  knew 
that,  foryears  before  the  introduction  of  the  Trendelenburg  pos- 
ture and  use  of  a  large  opening,  operators  got  about  as  good  re- 
sults through  an  opening  of  smaller  size.  Grasp  the  structures 
with  forceps  and  draw  them  into  the  field  of  vision,  then  with  the 
finger  separate  them  from  their  attachments.  In  three  of  the 
cases  of  which  he  had  just  presented  specimens  there  were  ad- 
hesions just  as  difficult'  to  overcome  as  he  had  ever  encountered 
in  operating  from  above.  Besides,  every  operator  acquainted 
with  abdominal  work  knew  that  the  adhesions  which  gave  most 
trouble  in  the  class  of  cases  under  discussion  were  those  in  the 
pelvis  (large  ovarian  tumors  and  large  fibroids  not  being  within 
17 


258  TRANSACTIONS    OF    THE 

the  scope  of  the  discussion).  Again,  in  order  to  reach  the  ad- 
hesions  when  operating1  from  above  it  was  necessary  to  disturb 
adhesions  between  the  coils  of  intestine  which  it  were  often  bet- 
ter to  leave  alone.  This  was  possible  in  the  vaginal  procedure. 
With  few  exceptions  such  intestinal  adhesions  were  generally 
placed  with  the  best  arrangement  for  physiological  function. 
It  was  not  necessary  to  disturb  them  when  operating  from  below. 
If  mortality  statistics  were  to  be  quoted  at  all,  he  thought  the 
advantage  was  in  favor  of  the  vaginal  operation,  as  shown  by 
Jacobs.  If  the  openings  mentioned  by  Dr.  Pryor  were  in  the 
rectum,  or  even  in  the  coil  of  £ut  *-jmt  could  be  brought  to  the 
opening  in  the  vagina,  they  could  be  dealt  with  by  this  method. 

Dr.  Pryor  interjected  that  Jacobs  had  written  him  that  the 
cases  of  pelvic  suppuration  for  which  he  had  done  vaginal  hys- 
terectomy, and  which  were  reported  in  The  American  Journal 
of  Obstetrics,  were  for  bilateral  suppurative  disease,  but  he  did 
not  state  whether  any  were  associated  with  openings  into  the 
bowel.  He  believed  Jacobs"  cases  could  be  fairly  used  as  a  basis 
for  comparison. 

Dr.  Polk  concluded  with  the  remark  that,  leaving  out  Jacobs' 
statistics  if  they  were  objected  to,  he  was  convinced  that  those 
who  now  advocated  removal  of  the  uterus  with  pus  tubes  by 
abdominal  section  would  abandon  it  for  the  vaginal  method  as 
soon  as  they  should  try  the  latter. 

Dr.  Boldt  thought  he  had  been  misunderstood  by  Dr.  Currier 
and  Dr.  Polk  when  he  had  stated  that  not  everything  could  be 
removed  from  below.  He  had  meant  to  say  that  as  a  rule  every- 
thing could  be  removed  from  that  direction,  but  occasionally 
complications  arose  which  made  it  not  only  very  difficult  but 
impossible.  The  same  statement,  however,  applied  with  equal 
force  to  removal  of  all  pathological  tissue  from  above  ;  some- 
times it  could  not  be  done. 

Dr.  A.  P.  Dudley  read  a  paper  entitled 

MY    EXPERIENCE    WITH    THE    IMMEDIATE    REPAIR    OF    UTERINE 
INJURY    FOLLOWING    LABOR.1 

Dr.  C.  C.  Barrows  expressed  much  interest  in  the  paper,  and 
pleasure  on  learning  that  the  conclusions  therein  corresponded 
with  those  contained  in  a  paper  read  by  himself  in  1891  before 
the  Society  of  the  Alumni  of  Bellevue,  and  published  in  the 
New  York  Medical  Journal  shortly  afterward.  His  own  con- 
clusions, as  stated  in  the  paper,  had  been  that  immediate  repair 
was  iudicated  :  1.  To  stop  hemorrhage.  2.  To  cut  off  an  ave- 
nue for  the  introduction  of  sepsis.  3.  To  prevent  subsequent 
troubles.  But  there  was  another  indication,  not  mentioned  by 
Dr.  Dudley,  yet  an  important  one — namely,  to  favor  uterine 
contraction.     Lacerations  of  the  cervix  extending  high  enough 

1  See  original  article,  p.  145. 
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to  cause  considerable  bleeding  were  apt  to  be  followed  by  relaxa- 
tion of  the  uterus.  This  fact  and  the  advantage  of  immediate 
repair  was  strongly  impressed  upon  his  memory  by  his  first  case. 
There  had  been  hemorrhage  from  the  cavity  of  the  uterus,  as 
well  as  from  the  torn  cervix,  the  organ  refusing  to  contract 
when  emptied.  He  had  only  a  straight  needle  at  hand,  but  by 
pressure  upon  the  fundus  he  was  able  to  bring  the  cervix  into 
view  and  insert  two  or  three  interrupted  sutures,  whereupon  the 
organ  contracted  promptly  and  well.  When  he  read  his  paper 
he  was  inclined  to  the  view  that  uterine  relaxation  was  due  to 
separation  of  some  of  its  fibres,  but  at  present  he  was  rather  dis- 
posed to  think  with  Dr.  Pryor  that  it  was  caused  by  depletion 
of  the  muscle. 

The  only  restriction  which  he  would  place  upon  the  imme- 
diate operation  was  in  cases  of  multiple  tears.  Unilateral  and 
bilateral  tears  should  be  repaired  at  once,  possibly  three  tears, 
but  a  number  of  tears  with  little  tissue  between  would  probably 
require  so  many  sutures  as  to  result  in  constriction  and  sloughing. 

The  operation  was  simple  and  easy,  and  he  was  in  the  habit  of 
performing  it  without  a  speculum. 

Dr.  Charles  Jewett  thought  there  could  be  no  question 
regarding  the  indication  for  immediate  repair  to  check  hemor- 
rhage, nor  of  the  fact  that  in  any  case  it  promoted  involution, 
but  did  not  think  that  fatal  septicemia  often  resulted  from  cer- 
vical lacerations.  A  local  sepsis  had  occurred  in  his  own  hands, 
but  grave  puerperal  septicemia  he  believed  generally  sprang 
from  the  cavity  of  the  uterus. 

In  all  tears  of  considerable  depth  he  thought  the  immediate 
operation  should  be  done,  if  the  obstetrician  had  had  experience 
with  gynecological  work.  If  every  practitioner  were  to  under- 
take it  more  harm  than  good,  he  feared,  would  result.  It  must 
not  be  forgotten  that  a  tear  which  at  the  close  of  labor  might 
seem  deep  enough  to  require  suture  might  appear  unimportant 
after  involution. 

Dr.  Jewett  preferred  the  dorsal  position  ;  the  uterus  could 
easily  be  crowded  down  in  this  posture  and  the  cervix  could  be 
reached  even  without  a  speculum.  There  might  be  some  ques- 
tion as  to  the  best  suture  material.  The  author  had  recom- 
mended catgut,  but  had  also  stated  that  the  cervix  was  sometimes 
submerged  in  putrid  fluid,  in  which  case  Dr.  Jewett  thought 
catgut  might  not  be  as  safe  as  something  less  putrescible. 

Dr.  W.  T.  Lcsk  thought  the  Society  would  agree  with  the 
author  in  all  respects  except  that  the' practice  of  immediate 
repair  was  uncommon.  He  believed  it  would  be  found  that  the 
practice  advocated  had  been  pretty  generally  followed  for  a  good 
many  years  by  the  majority  of  the  members  of  the  Society.  He 
recalled  the  first  time,  perhaps  fifteen  years  ago,  when  he  was 
called  to  see  a  patient  with  uterine  hemorrhage.  The  attending 
physician  was  in  a  state  of  great  alarm.     He  had  packed  the 
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vagina  and  was  using  pressure  from  above,  and  was  in  that  way 
trying  to  keep  the  hemorrhage  under  control,  but  with  very 
poor  success.  Dr.Lusk  withdrew  the  tampon,  washed  out  the  va- 
gina, put  two  stitches  in  the  lacerated  cervix.  The  hemorrhage 
stopped  instantly  and  the  patient  had  no  further  trouble.  Next 
day  the  cervix  had  gone  down  to  very  small  dimensions.  Since 
then  he  had  had  opportunity  to  do  the  operation  many  times. 
In  placenta  previa  it  was  a  good  plan  always  to  be  ready  to  per- 
form the  operation,  for  the  cervix  was  friable  and  likely  to  be 
ruptured  and  give  rise  to  profuse  hemorrhage,  which  could  be 
controlled  at  once  by  a  few  sutures.  Dr.  Lusk  had  for  years 
always  made  immediate  repair  where  it  was  possible  to  get  per- 
mission of  the  family.  Oftentimes  it  is  refused.  It  was  once  so 
with  regard  to  perineorrhaphy,  but  nobody  at  present  objected 
to  that  procedure  and  patients  usually  demanded  it  at  once.  It 
should  be  so  with  regard  to  the  cervix. 

As  to  the  technique  of  immediate  repair  of  the  cervix,  it  was 
not  to  be  regarded  as  difficult.  Ether  was  not  required,  and  was 
more  dangerous  than  the  stitches.  The  patient  was  brought  to 
the  edge  of  the  bed,  Sims'  speculum  introduced  to  hold  up  the 
anterior  vaginal  wall,  tenaculum  forceps  used  to  draw  down  the 
cervix,  stitches  introduced.  A  tear  apparently  fourorfive  inches 
long  when  the  cervix  was  drawn  down  would  require  three  or 
four  sutures  at  most,  and  next  day  the  cervix  would  be  found 
reduced  to  two  inches  or  less  and  the  stitches  very  close  to- 
gether. It  stops  hemorrhage  from  tears  and  acts  as  a  safeguard 
against  infection.  If  there  was  any  doubt  in  the  mind  of  any- 
body regarding  the  matter,  he  was  most  happy  Dr.  Dudley  had 
brought  it  before  the  Society. 

Dr.  R.  A.Murray  supposed  that  most  members  of  the  Obstet- 
rical Society  would  resort  to  repair  of  the  cervix  just  after  labor, 
if  there  were  hemorrhage  ;  but  judging  by  examination  of  medical 
students,  during  the  last  seven  years,  for  admission  as  internes 
into  hospitals,  he  would  infer  that  immediate  repair  was  not  taught 
under  any  circumstances  in  any  of  the  colleges.  When  asked 
what  they  would  do  in  case  of  hemorrhage  after  labor,  they 
would  reply:  Tampon  with  gauze;  use  hot  douche,  subsulphate 
of  iron,  tincture  of  iron  ;  grasp  the  fundus  and  hold  it  down ; 
but  never  during  ten  years' examination  for  admission  to  Charity 
Hospital  had  one  mentioned  suturing  the  cervix  in  order  to  stop 
hemorrhage.  The  applicants  were  not  limited  to  graduates 
from  the  local  colleges,  but  many  came  from  outside. 

Although  it  had  been  stated  to-nigh<t  that  the  operation  was 
very  simple,  he  could  affirm  that  it  was  not  at  all  simple  when 
the  patient  was  bleeding  freely  and  nothing  could  be  seen  on  that 
account.  His  experience  with  three  cases  had  formed  the  subject 
of  a  paper  ten  years  ago,  which  was  followed  by  one  from  Dr. 
Dickinson,  and  then  by  others.  One  could  not  introduce  a 
speculum   and  see  the  cervix  where  the  hemorrhage  was  free. 
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He  bad  tried  a  number  of  times,  and  his  house  surgeon  at  the 
Maternity  Hospital  had  tried  in  one  instance  and  delayed  send- 
ing for  the  speaker  until  it  was  too  late  to  save  the  patient.  The 
proper  course  to  pursue  was  to  grasp  the  cervix  and  pull  it  down, 
and  in  that  way  first  stop  hemorrhage.  No  speculum  was  re- 
quired. Having  drawn  the  cervix  down  and  by  that  act  checked 
hemorrhage,  introduce  the  sutures.  In  his  first  cases  he  had 
used  silver,  silkworm  gut,  silk,  and  lately  in  two  instances  cat- 
gut. Catgat,  if  chromicized,  could  be  used,  and  saved  the  use 
of  the  speculum  afterward.  All  men  of  experience  were  now 
agreed  that  this  was  the  best  method  to  stop  hemorrhage,  but 
the  general  profession  and  medical  students  had  yet  to  be  im- 
pressed with  the  fact.  One  needed  only  a  pair  of  bullet  forceps, 
a  curved  needle,  and  any  suture  material  he  might  choose.  It 
was  not  to  be  supposed  the  sutures  would  be  bathed  in  pus ;  re- 
traction took  place  so  quickly  that  they  would  require  to  be  tied 
firmly.  Septicemia  was  thereby  prevented  by  closing  the  open 
wound. 

Should  the  cervix  be  repaired  where  hemorrhage  was  not  an 
indication  ?  Dr.  Murray  thought  it  should.  But  when  he  made 
that  statement  ten  years  ago  he  was  told  that  the  practice  would 
result  in  septicemia,  and  that  if  hot-water  injections,  particularly 
aseptic  injections,  were  used,  sloughing  would  not  occur.  He 
had  tried  such  injections  at  the  Maternity,  had  seen  them  used 
elsewhere,  and  had  observed  that  healing  was  less  likely  to  take 
place  than  when  the  cases  were  let  alone.  If  the  laceration  was 
greater  than  could  be  reduced  by  retraction  of  the  uterus,  he 
thought  it  should  be  sewed  up.  As  to  multiple  lesions,  he 
thought  they  were  more  apparent  than  real,  depending  upon 
outward  reflexions  of  the  mucous  membrane  just  after  extrusion 
of  the  child.  Later  they  would  be  found  retracted  within  the 
canal. 

Dr.  Dudley  thanked  the  gentlemen  for  the  very  fair  way  in 
which  they  had  received  his  paper.  He  was  sorry  not  to  have 
given  credit  to  Dr.  Murray  for  his  early  paper,  but  he  had  not  been 
able  to  find  it.  His  object  had  been  to  distinguish  between  cases 
of  laceration  in  which  one  would  know  something  was  wrong  on 
account  of  hemorrhage,  and  others  which  might  be  overlooked 
if  one  were  not  in  the  habit  of  repairing  all  injuries.  It  was  to 
prevent  changes  in  the  uterus,  such  as  arose  from  subinvolution 
and  scar  tissue,  that  he  advocated  immediate  repair,  and  not 
alone  the  prevention  of  hemorrhage.  He  believed  Dr.  Boldt 
was  right  in  his  criticism  upon  prior  papers,  that  most  of  them 
had  advocated  immediate  repair  for  hemorrhagic  conditions. 
At  any  rate,  reports  of  cases  in  the  past  had  been  where  hemor- 
rhage had  made  it  absolutely  necessary  to  close  the  tear.  For 
his  own  part  he  was  convinced  that  the  immediate  operation 
would  prevent  uterine  disease  consequent  upon  chronic  passive 
congestion. 
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As  to  suture  material,  he  employed  that  which  gave  least  after- 
work.  The  catgut  which  he  used  was  perfectly  aseptic,  being 
prepared  by  boiling  in  alcohol  under  three  hundred  pounds' 
pressure,  and,  since  it  became  absorbed  in  a  few  days,  it  was  not 
necessary  to  remove  it  like  silk,  silver  wire,  etc. 

Official  Transactions.  Arthur  M.  Jacobus, 

Recording  Secretary. 


TRANSACTIONS  OF  THE 
OBSTETRICAL  SOCIETY    OF  CINCINNATI. 


Meeting  of  October  11M,  1894. 

The  President,  Thomas  P.  White,  M.  D  ,  in  the  Chair. 

Dr.  Charles  A.   L.  Reed  presented  a  specimen,  somewhat 
rare,  from  a  case  of 

true  tubo-ovarian  cyst 

upon  which  he  had  operated  on  the  4th  inst.  The  woman  came 
to  him  some  time  previously,  and  upon  examination  it  seemed 
that  there  was  an  intraligamentary  development  of  a  fibroid  on 
the  right  side.  This  diagnosis  was  justified  by  external  ap- 
pearance. Tumefaction  was  marked  on  the  right  side,  and  the 
growth  seemed  to  come  off  in  the  same  manner  as  myomata 
grow  from  the  side  of  the  uterus  into  the  broad  ligament.  The 
uterus  was  slightly  mobile,  its  mobility  corresponding  to  the 
mobility  of  the  entire  mass,  which  seemed  to  be  solid.  He 
was  impressed  that  the  growth  was  a  subperitoneal  myoma, 
because  the  woman  had  not  experienced  any  hemorrhage  and 
there  was  a  slight  increase  in  the  menstrual  flow.  There  were 
some  kidney  symptoms  and  she  also  had  some  swelling  of  the 
right  ligament.  She  was  sterile  after  eight  months  of  married 
life,  and  this  fact,  together  with  the  pressure  symptoms,  in- 
duced him  to  advise  operation.  On  opening  the  abdomen  he 
found  a  fluctuating  mass  which  seemed  to  be  a  fibroid  cyst  of 
the  uterus,  but  upon  further  examination  a  body  looking  like 
an  intestine  stretched  over  the  upper  surface  of  the  tumor.  The 
tumor  was  bound  in  the  pelvis.  After  carefully  dissecting  the 
adhesions  the  fact  was  revealed  that  it  was  a  true  ovarian  cyst 
and  was  bound  down  to  everything  in  the  iliac  fossa,  and  the 
large,  circular,  tubular  body,  a  little  purplish  in  color,  was  no- 
thing less  than  an  enlarged  tube.  On  the  inside  of  the  cyst  can 
be  seen  the  opening  of  the  tube,  into  which  one  may  insert  his 
finger. 

It  is  a  rather  rare  specimen,  but  we  are  all  familiar  with  its 
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pathology.  We  have  primarily  an  ovarian  cyst  which  enlarges 
and  divides  the  utero-tubal  connections.  Adhesions  take  place 
with  the  fimbriated  extremity  of  the  tube,  and  there  is  a  conse- 
quent dilatation  of  the  tube. 

Dr.  A.  W.  Johnstone. — Dr.  Reed's  description  is  exactly 
that  of  tubo-ovarian  pregnancy.  There  was  a  case  presented  to 
the  American  Gynecological  Society  some  time  ago  similar  to  this 
one,  except  tbat  there  was  a  pregnancy.  The  tube  was  patent 
enough  for  the  spermatozoon  to  find  its  way  into  it,  and  from  the 
adhesions  the  gestation  sac  was  formed.  It  is  my  belief  that 
most  ovarian  pregnancies  occur  in  that  way. 

Dr.  Edwin  Ricketts. — What  per  cent  of  ovarian  pregnan- 
cies are  found  in  the  United  States  ? 

Dr.  Johnstone. — It  has  been  demonstrated  that  it  is  possible 
for  ovarian  pregnancy  to  occur,  and  I  do  not  dispute  the  possi- 
bility of  it  occurring.  It  is  only  necessary  that  there  be  enough 
of  an  opening  for  the  little  spermatozoon  to  get  at  the  ovum, 
and  there  will  occur  a  pregnancy.  But  I  have  not  seen  a  case 
that  satisfied  me  that  it  was  a  true  ovarian  pregnancy. 

Dr.  Zinke. — I  begin  to  believe  that  an  ovarian  pregnancy  is 
possible.  I  further  believe  that  ectopic  gestation  can  occur 
without  the  presence  of  disease,  and  I  am  sustained  in  my  be- 
lief by  a  recent  experience.  A  case  of  ectopic  gestation  coming 
under  my  charge,  I  was  obliged  to  operate  in  rather  tight 
quarters,  on  the  spur  of  the  moment,  on  a  woman  who  was 
pregnant  for  the  first  time,  she  having  skipped  two  menstrual 
periods.  When  the  accident  occurred  she  was  suddenly  taken 
down  with  pain,  fainting,  and  vomiting,  and  Dr.  Hoppe  was 
called  to  see  her.  Before  many  hours  passed  he  diagnosed  it  as 
a  case  of  internal  hemorrhage,  the  cause  of  which  was,  however, 
rather  obscure.  She  was  only  25  years  of  age  and  absolutely 
healthy  so  far  as  the  rest  of  the  genital  tract  was  concerned. 
The  uterus  was  quite  small  and  the  pregnancy  had  occurred  in 
the  right  tube.  The  tube  had  been  ruptured,  and  torn  off  from 
the  uterus  when  ruptured.  I  washed  out  the  cavity  and  she  re- 
covered, fortunately.  I  saw  the  uterus  very  plainly  and  have 
examined  her  since.  There  is  the  virgin  os.  It  is  a  verv  strik- 
ing  case,  if  we  believe,  asTait  has  expounded,  that  the  condition 
can  occur  only  when  the  tube  is  patulous,  and  that  can  be  patu- 
lous only  in  cases  of  desquamated  salpingitis.  I  remember  a 
specimen  which  contained  the  fetus,  and  there  could  be  no 
doubt  it  was  a  true  ovarian  pregnancy  ;  and  if  we  read  the  text 
books  of  obstetrics — the  modern  text  books  even — the  possibility 
is  not  at  all  excluded  that  the  spermatozoa  may  perforate  the 
capsule  or  impregnate  the  ova  even  before  the  Graafian  follicle 
is  ruptured.     I  think  ovarian  pregnancy  is  possible. 

Dr.  Reed. — The  discussion  is  interesting  to  me  for  two  rea- 
sons. In  the  first  place,  although  I  have  never  had  in  my  own 
practice  an  ovarian  pregnancy,  yet  I  had  the  pleasure  of  going 
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through  Dr.  Price's  seventy-two  specimens,  and  among  them  I 
saw  two  specimens  which  convinced  me  of  the  occurrence  of 
ectopic  gestation.  The  tubes  were  distinct  and  disconnected,  at 
least  at  the  point  of  fecundation.  The  fetal  nest  or  cavity  had 
been  developed  from  what  had  probably  formerly  been  a  Graaf- 
ian follicle.  The  fetal  development  had  continued  from  four 
to  six  months,  perhaps,  so  the  character  of  the  change  was  un- 
mistakable. Out  of  seventy-two  specimens  there  were  only  two 
that  I  believe  were  ovarian,  and  I  fancy  that  may  be  taken  as 
about  the  proportion. 

Dr.  Ziuke  has  raised  a  point  that  is  to  me  very  interesting.  I 
too  have  taught,  and  with  a  considerable  degree  of  emphasis, 
that  ectopic  pregnancy  did  not  occur  except  after  a  destruction 
of  the  cilia  in  the  endothelium.  And  I  have  taught,  further- 
more, that  where  we  have  an  inflammation  with  purulent  accu- 
mulation in  the  tube,  an  inflammation  leading  to  double  occlu- 
sion of  the  tube,  we  virtually  have  a  destruction  of  the  cilia. 
I  have  been  forced  to  recede  from  both  positions  and  by  obser- 
vations which  have  been  made  in  my  own  work.  In  two  cases 
of  ectopic  pregnancy  operated  upon  in  my  hospital  the  spe- 
cimens were  removed,  the  tubes  placed  immediately  in  saline 
solution,  and  in  fifteen  minutes  the  epithelium  was  placed  under 
the  microscope  and  the  cilia  found  to  be  in  extreme  activity. 
In  tubes  with  double  occlusion,  in  which  you  cannot  expect 
to  find  extreme  destruction  of  the  cilia,  they  have  been  demon- 
strated to  be  active.  In  cases  in  wThieh  there  has  been  an  ex- 
treme amount  of  inflammatory  exudation  the  cilia  are  found 
active,  and  they  have  also  been  found  to  be  active  in  the  fim- 
bria of  an  occluded  tube.  Probably  the  last  to  yield  to  the 
inflammatory  process  are  the  cilia. 

Dk.  Johnstone. — That  cilia  may  appear  active  after  an  in- 
flammation sufficient  to  destroy  them  is  quite  likely,  for  it  only 
takes  a  month  for  cilia  to  be  regenerated.  Such  is  the  case  in 
every  mj'istruating  uterus— twenty-eight  days  will  regenerate 
the  epithelium  and  also  the  cilia.  As  a  rule  we  do  not  get  these 
specimens  until  the  pregnancy  is  at  about  three  months,  and  the 
impetus  that  pregnancy  gives,  the  increased  amount  of  blood 
and  increase!  nutrition,  all  help  to  overcome  this  catarrhal  in- 
flammation and  permit  the  regeneration  of  the  epithelium. 
Thus  the  simple  fact  of  finding  the  cilia  working  at  the  end  of 
three  months  does  not  prove  their  presence  at  the  time  of  con- 
ception. The  whole  epithelium  of  the  cavity  is  shed  every 
twenty-eight  days,  and  if  a  specimen  is  taken  even  a  week  after- 
ward there  will  be  found  globular  epithelium,  and  within  two 
weeks  columnar,  and  before  menstruation  occurs  again  the  cilia 
will  be  found. 

^  Dr.  Reed. — Is  there  this  rhythmical  destruction  and  reproduc- 
tion of  the  cilia  in  the  tubal  endothelium  ? 
Dr.  Johnstone. — No,  sir. 
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Dr.  Reed. — Well,  I  referred  to  the  tubal  endothelium. 

Dr.  Palmer. — Is  not  the  ciliated  covering  of  the  mucous 
membrane  of  the  corpus  uteri  originated  within  less  than  three 
weeks  following  menstruation?  Is  it  not  originated  within  a 
week  or  ten  days? 

Dr.  Johnstone  — I  do  not  know  exactly,  but  the  closer  the 
time  approaches  the  following  menstruation  the  more  perfect 
will  be  the  cilia. 

Dr.  Reed. — What  positive  evidence  have  we  that  the  cilia  of 
the  tubal  endothelium  are  destroyed  by  the  ordinary  processes  of 
inflammation  ? 

Dr.  Johnstone. — Simply  by  having  found  it  so  time  and 
again.  I  have  seen  tubes  with  absolutely  no  endothelium.  But 
I  do  not  think  in  very  bad  cases  pregnancy  would  be  possible, 
becansa  the  bacteria,  streptococcus  pyogenes  albus,  etc.,  to  say 
nothing  of  the  chemical  reaction,  would  coagulate  an  ovum 
even  if  it  got  in  the  inflamed  pocket.  I  believe  that  there  is  an 
absence  of  tubal  action — that  is,  the  tube  is  hampered  by  bands — 
and  I  believe  that  is  the  cause  of  the  failure  of  the  ovum  being 
carried  into  the  uterus. 

As  to  the  possibility  of  a  pregnancy,  it  may  occur  anywhere 
where  there  is  warmth  and  lymph,  where  the  ovum  and  sper- 
matozoon may  get  together.  I  have  seen  three  pregnancies  in  a 
single  tube,  and  there  is  a  case  recorded  in  which  there  was 
neither  tube  nor  uterus,  and  a  fetus  was  developed  in  the  peri- 
toneal cavity  and  the  placenta  was  in  the  peritoneal  cavity.  All 
that  is  necessary  to  the  formation  of  the  placenta  is  to  have  the 
adenoid  tissue  begin  to  grow. 

Dr.  Hall. — May  it  not  have  been  that  there  was  a  small  sinus 
with  a  thin  wall,  and  the  thin  wall  was  ruptured  so  that  the 
pregnancy  was  then  in  the  abdomen  ?  While  this  is  all  theory,  I 
am  of  the  opinion  of  the  last  speaker,  and,  knowing  the  absorp- 
tive power  of  the  peritoneum, it  is  hardly  credible  to  an  intelli- 
gent person  to  believe  an  ovum  could  be  impregnated  in  the 
peritoneal  cavity.  The  pregnancy  must  have  its  beginning  some- 
where outside  of  the  peritoneal  cavity  proper  until  the  fecundated 
ovum  is  of  such  a  size  that  the  peritoneal  cavity  cannot  absorb 
it.  At  any  rate,  this  is  a  safe  doctrine  for  operators,  teachers, 
and  general  practitioners  to  accept — i.e.,  that  primarily  all  ectopic 
pregnancies  are  tubal.  It  is  safer  for  the  patient.  If  we  should 
adopt  the  other  theory,  that  occasionally  they  are  interabdominal, 
then  we  would  operate  less  willingly  than  we  do  now.  There- 
fore, while  it  is  exceedingly  interesting  from  a  pathological  point 
of  view,  practically  it  is  of  no  importance  whatever. 

Dr.  Johnstone. — That  the  ovum  should  develop  in  a  little  sinus 
is  more  difficult  for  me  to  believe  than  that  the  ovum  developed 
in  the  abdominal  cavity  proper.  In  the  case  I  spoke  of  the  ute- 
rus, tube,  and  everything  in  connection  witli  it  had  been  removed 
and  were  in  the  hands  of  the  man  who  reported  the  case.     He 
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followed  up  the  case,  and  he  found  the  pregnancy  (fourth  or 
fifth  month)  high  up  in  the  abdominal  cavity,  with  no  signs  of 
anything  having  ruptured.  The  fact  that  these  cases  probably 
do  occur  in  a  small  percentage  of  cases,  perhaps  the  fraction  of 
one  per  cent,  should  be  no  hindrance  to  an  operation  whenever 
there  is  hemorrhage.  For  the  first  three  months  the  fetus  is 
simply  an  ameba  and  will  thrive  for  that  length  of  time  on 
lymph.  I  think  it  would  be  of  much  more  practical  value  to 
believe  that  than  to  act  on  what  we  know  is  not  true. 

Dr.  E.  Gustave  Zinke  presented  the  specimens  from  a  case  of 

AMPUTATION    OF   THE    RECTUM,    WITH    EXCISION    OF    THE    COCCYX, 
FOR   CARCINOMA    RECTI. 

Mrs.  R.,  aged  46,  presented  herself  the  first  time  at  my  office,. 
August  Sth,  1S94,  with  the  following  history  :  Housewife  ;  men- 
struates of  late  every  two  or  three  weeks — this  probably  due  to 
the  approach  or  beginning  of  the  menopause,  since  no  lesion  of 
the  uterus  or  of  its  appendages  can  be  discovered.  She  was 
never  seriously  ill  until  seized  with  her  present  ailment.  The 
family  history  does  not  indicate  the  prevalence  of  tuberculosis 
or  malignant  disease.  She  is  the  mother  of  three  children,  one 
of  whom  died  during  infancy.  Her  disease  began  with  rectal 
tenesmus,  gradually  becoming  more  and  more  painful,  and  for 
six  months  there  had  been  frequent,  painful  bloody  spurts  from 
the  rectum,  over  which  she  did  not  always  have  complete  con- 
trol. Every  defecation  was  attended  by  great  pain  and  loss  of 
blood.  The  "malignant  cachexia"  was  well  depicted  upon  her 
features,  and  an  examination  revealed  cancer  of  the  rectum, 
extending  about  three  inches  upward  from  a  point  immediately 
above  the  anus.  Through  the  vagina  a  hard,  irregular,  nodular 
mass  could  be  felt  as  high  up  as  the  cervico-vaginal  junction. 
My  first  impression  was  that  the  patient  could  not  profit  by  an 
operation,  and  I  therefore  made  efforts  at  relief  only.  These 
consisted  of  daily  irrigation  of  the  bowels,  followed  by  an  iodo- 
form suppository  and  the  administration  of  an  opiate  for  the 
relief  of  pain.  JSot  being  able  to  secure  relief  from  intense 
suffering  by  these  means,  and  feeling  certain  that  it  was  only  a 
question  of  a  short  time  when  the  patient's  life  would  be  termi- 
nated by  the  disease,  and  in  view  of  the  fact  that  the  operation 
for  the  removal  of  the  cancerous  rectum  has  been  followed  by 
such  marvellous  results  in  the  hands  of  Dieffenbach,  Billroth, 
Yolkmann,  Nussbanm,  Rose,  Czerny,  Kocher,  Barkenhauser, 
Hohner,  Kraske,  Esmarch,  and  others,  I  determined  to  remove 
it  in  this  case.  In  nearly  every  instance  where  the  extirpation 
of  the  cancerous  mass  was  done  early  and  thoroughly,  immunity 
from  the  disease  was  enjoyed  for  from  four  to  six  years;  and 
quite  frequently  a  permanent  cure  had  been  obtained,  even  in 
cases  where  the  disease  had  made  extensive  inroads  and  the 
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lymphatics  had  been  considerably  involved.  In  this  instance 
the  involvement  of  the  neighboring  tissues,  especially  on  the 
right  side,  from  which  a  number  of  enlarged  lymphatics  were 
removed,  was  well  marked. 

The  operation  was  performed  September  20th,  with  the 
assistance  of  Drs.  Palmer,  Evans,  Shillinger,  and  Cook.  The 
patient  was  prepared  by  completely  emptying  the  bowels  by  the 
aid  of  saline  cathartics  and  irrigation  ;  she  also  received  two 
baths  daily  for  a  week  prior  to  the  operation,  and  on  the  night 
before  the  pubes,  perineum,  and  anal  region  were  shaved  and 
dressed  antiseptically.  She  was  placed  in  the  extreme  lithotomy 
position,  so  as  to  expose  thoroughly  not  only  the  perineal  but 
also  the  sacral  region.  Before  commencing  the  operation  the 
bowels  were  once  more  irrigated  by  the  free  use  of  warm  steril- 
ized water,  the  irrigation  being  kept  up  until  the  bowels  were 
absolutely  clean.  A  piece  of  gauze  was  then  introduced  into  the 
rectum  to  prevent  the  escape  of  any  fluid  still  remaining. 

In  the  progress  of  the  operation  I  followed  closely  the  rules 
laid  down  by  Kocher  and  Kraske,  with  a  few  slight  but  impor- 
tant modifications.  I  commenced  by  making  an  incision  in  the 
median  line,  extending  from  the  anus  to  a  point  a  little  above 
the  sacro-coccygeal  joint.  Then  I  dissected  carefully  down 
toward  the  rectum  until  I  reached  the  diseased  parts.  This 
done,  I  proceeded  to  enucleate  the  whole  of  the  coccyx,  which 
was  easily  snipped  off  with  a  pair  of  sharp  bone  forceps  after 
separating  the  soft  parts  from  it.  The  next  step  consisted  in 
making  a  circular  incision  around  the  anus,  around  which  I  cast 
a  heavy  ligature,  so  as  to  secure  as  absolute  freedom  as  possible 
from  contact  of  intestinal  contents  with  the  wound  during  the 
operation.  Having  dissected  up  the  anal  portion,  an  incision  was 
made  in  the  median  line  from  the  anterior  border  of  the  anus  to 
within  perhaps  a  quarter  of  an  inch  of  the  posterior  commissure 
of  the  vulva.  Having  freed  the  rectum  in  this  region,  I  carried 
my  linger  up  the  rectum  to  a  point  above  the  seat  of  the  disease. 
Having  separated  the  rectum  posteriorly  and  anteriorly,  and  the 
anus  below,  I  began  to  enucleate  the  same  laterally,  working  for 
a  while  on  the  left  and  then  on  the  right  side  of  the  diseased 
gut  until  I  had  freed  the  entire  mass  completely.  Hemorrhage 
was  controlled  first  by  the  application  of  hemostatic  forceps  and 
then  by  ligatures.  The  ischio-rectal  spaces  were  thoroughly 
cleaned  out  and  freed  of  all  that  looked  suspicious.  In  this  way 
nearly  all  the  adipose  tissue,  so  abundant  in  this  region,  was 
taken  away.  Having  arrested  all  hemorrhage,  the  diseased  gut 
was  seized  with  the  hand  and  pulled  down  until  the  healthy  por- 
tion above  it  was  beyond  the  level  of  the  external  border  of  the 
wound.  A  suture  was  then  introduced,  grasping  the  skin  and 
the  subcutaneous  tissue  on  the  one  side,  then  the  wall  of  the 
bowel  anteriorly,  and  again  the  subcutaneous  tissue  and  skin  at 
a  corresponding  point  of  the  opposite  side,  and  tied  with  just 
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sufficient  ■firmness  to  bold  the  parts  in  apposition.  In  a  similar 
manner  a  suture  was  introduced  posteriorly.  The  wound  was 
then  thoroughly  irrigated  with  water  and  thoroughly  bathed  with 
peroxide  of  hydrogen;  then  two  sutures  were  introduced,  about 
an  inch  apart,  in  the  incision  anterior  to  the  rectum,  so  that  an 
opening  was  left  near  the  gut  for  the  introduction  of  the  drain. 
The  posterior  cut  was  closed  in  a  similar  manner,  but  by  three 
sutures,  leaving  an  opening  about  an  inch  and  a  half  in  length 
near  the  gut.  The  cavities  created  by  the  operation  were  com- 
pletely tilled  with  iodoform  gauze  through  these  two  openings. 
This  accomplished,  the  external  wound  was  protected  by  sterilized 
gauze  and  the  diseased  gut  amputated.  In  order  to  secure  prompt 
union  between  the  terminal  end  of  the  healthy  gut  and  what  was 
to  constitute  the  future  anus,  I  sewed  it  to  the  margin  of  the 
wound  by  a  continuous  catgut  suture.  During  the  enucleation  of 
the  diseased  mass  the  gut  was  ruptured  in  two  places,  but,  the 
accident  being  instantly  discovered  each  time,  the  openings,  which 
were  quite  small,  were  at  once  closed  by  sutures.  The  modifica- 
tions adopted  in  removing  this  rectum  suggested  themselves  at 
the  time,  and  consisted  in  tying  the  gut  below  and  above  before 
the  operation  was  finished,  in  not  amputating  it  until  after  the 
closure  and  dressing  of  the  wound,  and  in  sewing  the  margin  of 
the  bowel  to  the  edge  of  integument.  The  external  toilet  of  the 
wound  consisted  of  nothing  but  sterilized  gauze  and  cotton,  kept 
in  position  by  a  "  T  "  bandage.  The  woman  was  permitted  to 
lie  upon  her  back  and  sides,  according  to  her  own  wishes  and 
inclination.  For  the  first  four  days  the  outer  dressing  alone  was 
changed,  and  only  when  soiled.  Fortunately  the  bowels  behaved 
well ;  there  was  but  a  slight  discharge  of  fecal  matter  during  this 
time.  At  the  end  of  the  fourth  day  the  sutures,  with  the  excep- 
tion of  the  continuous  catgut  sutures,  were  removed.  The  gauze 
from  the  wound  was  also  taken  out  and  the  cavities  thoroughly 
irrigated  with  sterilized  water  and  again  filled  up  with  gauze 
steeped  in  a  mixture  of  iodoform  and  glycerin.  This  was  done 
daily  for  the  next  five  or  six  days,  after  which  the  wound  was 
dressed  in  the  same  manner  twice  daily,  or  whenever  the  patient 
bad  become  soiled  by  the  evacuation  of  the  bowels  or  bladder. 

Three  weeks  after  the  operation  the  wound  is  nearly  closed  ; 
the  gauze  required  for  filling  out  the  cavities  is  less  than  one- 
third  of  what  was  needed  in  the  beginning,  and,  with  the  excep- 
tion of  light  phlegmasia  dolens  of  the  right  leg,  which  came  on 
about  a  week  ago,  the  patient  is  in  excellent  condition.  Should 
there  be  a  recurrence  of  the  trouble  in  the  future,  1  shall  cer- 
tainly have  succeeded  in  relieving  the  patient  of  great  suffering 
for  some  time  to  come  and  added  a  few  years  to  her  life,  to 
which  she  clings  with  extraordinary  tenacity,  and  the  prospect 
of  a  permanent  cure  is  not  entirely  excluded. 

Dr.  Johnstone. — Did  you  make  any  effort  to  save  the 
sphincter  ? 
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Dr.  Zinke. — No,  but  I  kept  as  close  to  the  diseased  mass  as  I 
possibly  could,  and  there  is  a  good  deal  of  contractive  power  of 
the  sphincter  left,  and  the  patient  has  marvellous  control  over 
the  action  of  the  bowels.  When  they  become  loose  the  bandage 
is  soiled  a  little,  but  she  usually  has  time  to  call  the  nurse  and 
have  the  bandage  removed.  The  action  is  that  of  the  accelerator 
muscles  rather  than  of  the  sphincter.  However,  the  amount  of 
control  she  has  over  the  movement  of  the  bowels  is  simply  .sur- 
prising when  we  consider  what  an  extensive  opening  was  made. 

Dr.  Palmer. — In  some  of  these  cases  of  rectal  extirpation  for 
malignant  disease  it  is  not  necessary  to  excise  the  lower  sphincters, 
but  the  exsection  embraces  only  a  section  of  the  rectum  above 
the  internal  sphincters,  or  it  is  a  portion  between  the  second  and 
third  sphincters.  Then,  of  course,  the  retentive  power  of  the 
rectum  remains  unimpaired. 

Dr.  Johnstone. — I  would  like  to  know  what  the  results  have 
been  in  extirpating  syphilitic  strictures  of  the  rectum.  Such 
cases  are  almost  as  fatal  as  cancer.  It  seems  to  me  that  in  the 
case  of  an  old  tertiary  syphilite,  by  making  the  incision  as  Dr. 
Zinke  has  described,  in  which  you  peel  out  the  mucous  mem- 
brane and  simply  cut  through  the  sphincter,  even  if  you  make  a 
cut  wider  than  the  original  raphe,  it  would  not  destroy  the 
action.  In  these  cases  you  have  to  make  your  cut  to  suit  the 
disease,  and  if  the  sphincters  are  involved  they  have  to  go.  I 
think,  however,  in  those  cases  in  which  the  stricture  is  a  little 
distauce  up  the  bowel,  it  would  be  best  to  attempt  to  save  the 
sphincters. 

Dr.  Zinke  — In  answer  to  Dr.  Johnstone's  remarks,  where  the 
disease  is  limited  to  a  point  above  the  sphincter,  the  sphincter  is 
left  undisturbed.  You  simply  make  a  cut  through  the  sphincter 
first,  either  posteriorly,  anteriorly,  or  in  both  directions,  so  as  to 
cut  out  the  diseased  mass,  and  then  you  separate  the  anus  and 
cut  off  the  gut  by  a  circular  incision,  then  peel  down  and  cut  off 
the  diseased  mass,  and  stitch  the  ends  together  with  an  interrupted 
or  continuous  catgut  suture,  leaving  a  drain  either  in  front  or 
behind,  or  in  both  places.  Drainage  is  imperative  in  these  cases, 
although  only  a  small  drain  is  necessary.  Because  of  the  large 
cavity  created  by  the  enucleation  of  diseased  parts,  fluids  are 
likely  to  be  retained,  and  they  must  be  let  out.  You  may  make 
an  elliptical  opening,  and  it  does  not  matter  whether  the  incision 
is  made  longitudinal  or  lateral. 
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AXIS-TRACTION    FORCEPS. 

Dr.  T.  J.  McGillicuddy  presented  an  axis  traction  forceps 
which  he  had  invented  in  1889  and  had  used  since  with  entire 
satisfaction.  It  consisted  of  an  ordinary  Simpson  forceps 
with  the  added  feature  of  shorter  handles,  projecting  at  a  right 
angle  from  the  end  of  the  others  when  in  use  as  axis-traction  for- 
ceps, but  being  folded  on  the  latter  when  employed  as  ordinary 
forceps.  The  idea  had  come  to  him  after  a  visit  to  Paris,  where 
he  learned  that  the  Tarnier  forceps  had  been  practically  dis- 
carded, even  by  Tarnier  himself — a  fact  attributed  by  Dr. 
McGillicuddy  to  faulty  construction  of  the  instrument  rather 
than  to  objection  to  the  principle  of  axis  traction. 

Dr.  E.  A.  Tucker  said  that  he  had  used  so-called  axis-trac- 
tion forceps  many  times,  but  had  utterly  discarded  them  on 
account  of  their  complicated  mechanism,  finding  that  axis  trac- 
tion could  be  secured  just  as  well  by  the  ordinary  forceps.  He 
did  not  approve  of  applying  the  term  axis  traction  to  any  parti- 
cular forceps,  since  it  meant  simply  traction  in  the  axis  of  the 
parturient  canal,  which  was  the  only  kind  of  traction  that  should 
ever  be  made  by  any  instrument  whatever. 

He  quite  agreed  with  the  first  speaker  that  it  was  entirely 
unnecessary  to  make  such  an  amount  of  traction  as  required  one 
to  brace  himself  against  the  bed ;  also,  that  one  should  be 
able  to  pull  strongly  enough  to  extract  with  one  hand.  Many 
seemed  to  think  that  as  soon  as  they  applied  the  forceps  they 
should  be  able  to  pull  the  child  out  at  once.  If  they  would 
give  time  for  moulding  the  head,  and  make  traction  only  during 
uterine  contraction,  delivery  would  take  place  easily.  He  had 
taken  as  long  even  as  fifty  minutes,  during  the  first  thirty  of 
which  there  was  no  advance,  the  head  simply  forming. 

Dr.  McGillicdddy  read  a  paper  on 

ENTANGLEMENTS   AND    SHORTENING    OF    THE    UMBILICAL   CORD. 

Probably  in  twenty-five  per  cent  of  all  labors  the  cord  was 
wound  around  the  neck  or  some  other  part.  This  was  due  to 
the   movements  of  the  fetus,  and  was  liable  to  cause  death  by 
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cutting  off  the  blood  supply.  He  had  seen  a  number  of  cases 
within  a  short  time,  and  related  over  half  a  dozen  in  which 
death  had  taken  place.  In  one  the  cord  was  twisted  around  the 
neck  and  shoulder  more  than  once  and  had  caused  deatli  of  the 
fetus.  In  another,  a  fetus  of  two  months  and  a  half,  death  had 
resulted  from  the  cord  encircling  the  neck  three  times.  In 
another  the  fetus  had  reached  about  full  term ;  the  deviation  of 
the  mother's  spinal  column  from  ancient  disease  might  have 
been  a  factor  in  the  case;  at  any  rate,  the  cord  was  twisted 
around  the  neck  once  with  considerable  tautness,  and  death  had 
ensued  from  strangulation.  In  a  fourth  case  the  woman  had 
been  in  lab  :r  thirty-four  hours  when  he  was  called  ;  he  ex- 
tracted by  axis-traction  forceps  easily:  the  fetus  showed  de- 
composition;  death  had  undoubtedly  been  due  to  the  cord 
twisted  around  the  neck,  around  the  shoulder,  and  under  the 
axilla.  In  case  rive  death  was  due  to  the  cord  around  the  neck 
twice.  Case  six  was  one  of  acute  inversion  of  the  uterus,  result- 
ing probably  from  winding  and  shortening  of  the  cord.  Refer- 
ence was  also  made  to  two  other  cases,  one  Dr.  O'Brien's,  the 
other  Dr.  Marx's. 

In  cases  of  illegitimacy,  the  new-born  child  being  destroyed 
by  strangulation,  this  was  a  point  of  considerable  medico-legal 
interest.  It  was  not  improbable  that  some  women  had  been 
unjustly  condemned  when  strangulation  had  been  due  to  the  cord. 

In  the  author's  mind  there  was  no  doubt  but  that  twisting 
and  shortening  of  the  cord  was  a  frequent  cause  of  hemorrhage. 
He  had  seen  the  cord  around  the  neck  fourfold.  He  felt  for  it 
in  every  case  of  labor.  Excessive  pulling  on  the  neck  some- 
times caused  flexion  of  the  head  upon  the  sternum  and  pre- 
vented the  occiput  from  presenting;  it  also  tended  to  exhaus- 
tion of  the  mother  by  delay.  An*  example  of  delay  caused  in 
this  manner  at  the  inferior  strait  was  related. 

Dr.  A.  Palmer  Dudley  said  he  did  not  make  a  specialty  of 
obstetrics,  but  he  had  delivered  live  or  six  women  where  the 
cord  was  wrapped  once  or  twice  around  the  child's  neck,  and  he 
could  conceive  how  such  a  woman  might  be  unjustly  accused  of 
killing  the  child.  He  related  the  case  of  a  woman  who  had  had 
about  seven  miscarriages.  He  was  called  to  attend  her  in  her 
next _  pregnancy,  elicited  the  fact  that  the  husband  had  had 
syphilis,  put  her  upon  antisyphilitic  treatment,  carried  her  along 
to  about  term,  when  one  night  she  was  awakened  by  a  rat  nib- 
bling at  her  face.  The  scare  caused  her  to  jump " clear  over 
in  bed,  and  afterward  fetal  movements  ceased.  Dr.  Dudley 
arrived,  induced  labor,  but  the  child  was  born  dead,  and  the  cord 
was  found  wound  twice  around  its  neck,  with  a  deep  blue  mark 
beneath.  He  feared  for  the  woman's  reason,  and  some  days 
later  she  died  suddenly  from  an  unknown  cause. 

Dr.  Simon  Marx  believed  spontaneous  rupture  of  the  cord 
was  quite  rare,  as  he  had  found  only  two  cases  on  record.  His  own 
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case,  referred  to  in  the  paper,  occurred  in  a  syphilitic  woman, 
and  there  was  a  gumma  in  the  curd  at  the  site  of  rupture. 

Dr.  Marx  also  agreed  with  the  other  speakers  that  entangle- 
ment of  the  cord  was  common.  Would  it  not  be  better  to  tear 
or  cut  the  cord,  if  it  were  wound  around  the  neck,  and  thus  ob- 
viate such  tension  as  might  lead  to  strangulation  ?  He  regretted 
the  author  did  not  dwell  upon  diagnosis.  In  this  connection  he 
referred  to  the  umbilical  souffle. 

Dr.  Tucker  thought  careful  observation  of  the  patient  would 
enable  one  to  make  a  probable  diagnosis  of  entanglement  of  the 
cord,  and  referred  to  a  case  in  which  it  was  suspected  from  the 
tumultuous  movements  of  the  fetus  and  from  the  umbilical 
souffle.  As  soon  as  the  child  was  born  one  should  feel  for  the 
cord  on  the  neck.  If  he  could  he  would  slip  it  over  the  head  ; 
if  not,  he  would  complete  delivery  as  quickly  as  possible.  In 
that  way  he  had  not  lost  a  case. 

The  Chairman  (Dr.  McLean)  said,  with  regard  to  the  influ- 
ence of  the  cord  around  the  ueck  on  the  position  of  the  child, 
that  he  had  found  it  prevent  rotation  in  one  direction,  and  the 
cases  always  proved  to  be  what  were  called  obstinate  posterior 
positions  until  complete  rotation  had  been  performed  in  the  op- 
posite direction. 

SURGICAL  TREATMENT  OF  ANTEFLEXION  OF  THE  UTERUS. 

Dr.  Charles  Bell  White  read  a  paper  with  this  title.  Ante- 
flexion, to  demand  surgical  treatment,  must  be  of  a  pathological 
form  and  productive  of  marked  symptoms.  There  was  a  sharp 
bend  in  the  axis  of  the  organ,  which  could  not  be  straightened 
by  ordinary  manipulation,  and  with  it  there  might  be  various 
complicating  conditions.  But  there  were  two  positions  in  which 
he  had  especially  found  pathological  anteflexion — namely,  ante- 
flexion with  retroposition,  and  anteflexion  with  descent  or  pro- 
lapsus. In  both  the  cervix  was  apt  to  be  elongated  and  the  case 
was  likely  to  be  mistaken  for  ordinary  retroversion.  He  be- 
lieved it  was  caused  at  the  beginning  of  menstruation,  the  heavy 
uterus,  lacking  in  tone  and  proper  support,  becoming  bent  for- 
ward, the  entire  organ  perhaps  falling  back  and  becoming  fixed 
in  that  position. 

The  author  did  not  regard  dysmenorrhea  accompanying  this 
condition  as  often  due  to  obstruction  to  the  menstrual  flow,  since 
it  occurred  both  before  and  after  the  flow  and  was  not  relieved 
by  overcoming  the  obstruction.  The  cause  was  rather  with 
interfered  circulation.  Divulsion  with  curettement,  incision, 
amputation  of  the  cervix,  salpingo-oophorectomy,  were  surgical 
procedures  which  had  had  their  advocates.  But  something 
more  was  required  than  simply  making  the  canal  patulous. 

A  case  had  come  under  his  observation  in  which  every  form 
of  treatment  commonly  resorted  to  had  failed  to  give  relief 
from  the  severe  suffering.     He  then  opened  the  abdomen,  and 
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had  expected  to  find  the  utero-sacral  ligaments  taut,  since  the 
womb  was  m  retroposition  as  well  as  anteflexed,  but  was  sur- 
prised to  find  these  ligaments  relaxed.  On  lifting  the  round 
ligaments  he  found  the  uterus  became  straightened,  and  there- 
fore he  fastened  the  fundus  to  the  abdominal* walls,  and  this  had 
resulted  in  complete  relief.  Alexander's  operation  would  not 
answer  m  such  cases,  since  it  would  not  lift  the  uterus  and 
straighten  it  out.  He  would  not  advise  the  procedure  resorted 
to  in  this  case,  except  where  the  patient's  sufferings  were  severe 
and  other  measures  had  failed.  He  had  had  no  experience  with 
Dudley  s  operation,  but  other  surgical  procedures  had  as  a  rule 
been  fol  owed  by  relapse.  In  fact,  any  operation  which  did  not 
restore  the  uterus  to  its  proper  position  would  probably  fail. 

Dr.  W  h.  Porter  said  the  operation  which  lie  would  advise 
for  anteflexion  without  other  disease  was  thorough  divulsion 
curettement,  and  subsequent  use  of  AVylie's  drainage  tube.  He 
also  employed  a  posterior  tampon  and  boroglyceride.  There 
were  a  few  congenital  cases  in  which  amputation  of  the  cervix 
was  indicated,  but  as  a  rule  an  operation  on  the  vagina  and  cer- 
vix was  unnecessary.  If  it  were  proposed  to  lift  the  uterus  he 
would  do  it  by  taking  a  reef  in  the  round  ligaments  within  the 
abdominal  cavity. 

Dr.  Collyer  said  that  a  few  years  ago  everything  was  ante- 
flexion. Two-thirds  of  the  cases  of  anteflexion  or  anteversion 
caused  no  symptoms.  Many  cases  of  anteflexion  were  due  to 
pressure  atrophy  of  the  tissues  about  the  internal  os,  brought 
about  in  some  instances  by  endometritis.  If  the  dysmenorrhea 
were  clue  to  stenosis  simple  divulsion  was  usually  sufficient  In 
other  cases  medication  was  sufficient.  Polish  Jewesses  seemed 
to  be  troubled  with  anteflexion  more  than  other  people,  which 
showed  that  tight  lacing  was  not  the  cause.  Frequentlv  they 
made  no  complaint  until  sterility  showed  itself  after  marriage 
_  He  did  not  think  anteflexion  grave  enough  to  justify  abdom- 
inal section.  Other  means  would  give  relief,  although 'it  might 
be  necessary  to  repeat  them  several  times.  He  could  not  con- 
ceive how  shortening  the  round  ligaments  would  relieve  ante- 
flexion. He  would  rather  expect  it  to  increase  the  flexion.  He 
would  use  curettage  and  gauze  drain. 

Dr.  Jarman  said  the  normal  condition  of  the  uterus  was  in 
slight  anteflexion,  and  it  was  only  in  pathological  cases  that 
treatment  was  demanded.  Dr.  White,  he  said,  had  stated  very 
distinctly  that  it  was  only  in  severe  cases  fixation  and  elevation 
of  the  uterus  was  called  for.  There  certainly  were  many  cases  in 
winch  curettage  gave  only  temporary  relief.  He  had  had  the 
privilege .of  examining  Dr.  White's  patient  and  could  testify  to 
the  relief  given  only  by  the  operation.  He  would  not  use  the 
stem  drain,  nor  would  he  sew  the  round  ligaments  to  the  ab- 
dominal walls,  as  there  was  danger  of  intercepting  a  coil  of  gut 
later  and  causing  strangulation.  He  would  prefer  to  stitch  the 
18 
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uterine  horns  to  the  abdominal  walls  so  that  the  gut  could  not 
get  between. 

Dr.  A.  P.  Dudley  thought  we  must  first  make  the  diagnosis,, 
and  then  the  methods  of  treatment  spoken  of  would  respectively 
have  their  application.  If  the  dysmenorrhea  were  due  to  dis- 
placement, that  was  one  thing;  if  to  obstruction,  that  was  an- 
other; if  to  ovarian  disease,  that  was  a  third  ;  and  if  to  a  plexus 
of  vessels  in  the  broad  ligament,  that  was  a  fourth  cause.  The 
major  portion  of  diseases  of  the  uterus  were  due  to  disturbed 
circulation  in  the  broad  ligament,  to  ovarian  congestion,  tubal 
congestion,  uterine  congestion,  and  to  displacements  consequent 
thereon.  In  anteflexion,  to  tack  the  uterus  still  further  forward 
and  make  still  further  pressure  would  not  be  good  treatment; 
but  to  lift  it  up  and  straighten  it,  as  Dr.  White  had  done,  was 
good  treatment,  as  it  relieved  congestion,  relieved  pressure  on 
the  vessels,  took  weight  off  of  the  bladder  and  rectum.  He 
thought  it  dangerous  to  use  the  stem  pessary  under  the  sur- 
roundings usually  existing  in  these  cases.  Passive  congestion 
was  a  prime  evil  and  must  be  relieved.  There  would  be  diffi- 
culty in  getting  permission  to  perform  the  operation  resorted  to- 
in  Dr.  White's  case. 

Dr.  White  closed  the  discussion.  It  should  be  remembered 
the  case  related  was  one  of  pathological,  not  of  physiological, 
anteflexion.  He  had  seen  drainage  fail  in  many  cases.  He 
could  not  understand  how  endometritis  should  cause  atrophy  of 
the  uterine  walls,  nor  how  divulsion  could  cure  atrophy  of  the 
wall.  He  thought  it  would  be  much  better  to  lift  off  pressure 
from  above  and  give  a  chance  for  development.  The  soft-rub- 
ber pessary  had  often  relieved  pain  which  had  existed  before 
the  flow  began. 
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Wednesday,  November  1th,  1894. 
The  President,  G-.  E.  Herman,  in  the  Chair. 

Specimens. — The  following  specimens  were  shown  :  Dr.  Cul- 
lingworth  :  Primary  carcinoma  of  Fallopian  tube.  Dr.  Dun- 
can :  Small  ovarian  cyst  ruptured  during  examination.  Dr. 
Dakin:  (1)  Sarcoma  of  ovarv  ;  (2)  Fetus  of  seven  and  a  half 
months,  expelled  in  membranes  with  placenta  attached,  after 
much  concealed  accidental  hemorrhage.  Dr.  Blacker  :  Rupture 
of  uterus.  Dr.  Galton  :  Uterine  fibroid  enucleated  after  abdo- 
minal section,  with  cystic  ovary  from  same  cause. 
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A  NEW  AND  SPEEDY  METHOD  OF  DILATING  A  RIGID  OS  IN  PARTURITION. 

This  paper  was  read  by  Dr.  Farrar  (Gainsborough).  He 
related  two  cases  of  rigid  os,  in  one  of  which,  after  endeavoring 
vainly  to  relax  the  cervix  by  the  aid  of  chloral,  bromide  of 
potassium,  and  morphia,  followed  by  most  persevering  attempts 
at  digital  and  mechanical  dilatation,  with  and  without  chloro- 
form, he  applied  a  ten-percent  solution  of  cocaine  preparatory  to 
incising  the  edge  of  the  os.  After  five  minutes,  on  introducing 
the  finger  as  a  guide  to  the  scissors  the  os  was  found  widely  di- 
lated. In  the  second  case,  which,  like  the  first,  was  that  of  a 
I-para  (set.  48),  where  no  dilatation  occurred,  although  the  same 
means  as  were  tried  in  the  first  case  were  used,  he  waited  three 
days  and  then  applied  the  cocaine.  In  four  minutes  the  os  was 
found  to  have  yielded.  He  considered  the  dilatation  to  be  due 
to  the  cocaine  in  both  cases. 

Dr.  Amand  Routh  said  that  Dr.  Dabbs,  of  Shanklin,  had  re- 
commended cocaine  as  relieving  the  pains  of  the  first  stage  of 
labor,  and  that  Dr.  Head  Moore  advised  cocaine  and  boric  acid 
pessaries  in  cases  of  rigid  os.     He  himself  had  found  it  useful. 

Dr.  Leith  Napier  had  found  it  difficult  to  produce  anesthesia 
with  a  twenty-per-cent  solution  in  gynecological  cases,  and 
thought  a  much  larger  series  of  instances  should  be  observed. 

Dr.  Peter  Horrocks  thought  that  the  action  of  chloroform 
on  involuntary  muscle  was  not' yet  known,  and  that  the  sphincter 
am,  the  relaxation  of  which  during  anesthesia  was  a  signal  of 
danger,  was  relaxed  while  the  os  still  remained  rigid.  He  men- 
tioned that  the  injection  of  a  five-percent  solution  beneath  the 
integument  was  more  certain  than  painting  the  surface  with  a 
twenty-per-cent  solution. 

The  President  said  it  was  very  difficult  to  draw  a  clear  distinc- 
tion between  mere  slow  dilatation  of  the  cervix,  the  labor  being 
normal  in  every  respect  save  speed,  and  dilatation  arrested  by 
some  abnormal  spasmodic  contraction  of  the  cervix,  if  such  a 
thing  existed.  He  thought  a  drug  might  influence  the  latter 
condition  and  yet  not  the  former.  In  Dr.  Farrar's  cases  it 
seemed  as  if  there  were  something  more  than  mere  slowness  of 
dilatation,  for  in  one  the  condition  was  stationary  for  forty-eight 
hours  and  in  the  other  for  three  days,  and  the  dilatation  occurred 
with  wonderful  rapidity.  Two  cases  was  rather  a  slender 
foundation  on  which  to  base  a  theurapeutic  statement.  If  Dr. 
Farrar's  results  were  confirmed  by  further  experience  he  would 
have  made  a  valuable  addition  to  our  obstetric  resources. 

Dr.  Farrar,  in  reply,  said  he  did  not  pretend  to  explain  the 
mode  of  action  of  the  drug.  He  would  try  it  in  future  cases 
and  communicate  the  result  to  the  Society. 

ON  ATROPHY    WITH    COLLAPSE    (CIRRHOSIS),    FIBROID    DEGENERATION 
AND  ANGIOMA  OF  THE  OVARIES. 

Dr.  Eraithwaite  read  this  paper.    After  detailing  the  clinical 
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histories  of  three  patients  suffering  from  this  condition  of  ovary, 
he  described  the  histological  characters  of  the  affected  organs. 
He  concluded  that  the  convolution  of  the  surface  present  in  the 
specimens  is  due  to  atrophy  of  the  true  ovarian  stroma, an  effect 
of  deficient  and  feeble  reparative  power. 

The  fibroid  degeneration  which  was  coexistent  with  the  col- 
lapse was  evidently  not  the  cause  of  it,  but  was  brought  about  by 
the  same  debilitating  causes  ;  and  the  fibroid  degeneration  with 
the  hyaline  change  in  the  vessels,  and  the  angiomatous  condition 
present,  were  exaggerated  examples  of  what  may  occur  nor- 
mallv  in  a  senile  ovary.  .  , 

The  President  said  that  Dr.  Braithwaite's  paper  dealt  with 
an  important  subject.  Many  cases  had  been  reported  in  which 
the  ovaries  had  been  removed  because  they  were  painful,  and 
the  cause  of  the  pain  was  said  to  be  that  they  were  "cirrhotic 
—that  is,  small,  puckered,  with  few  follicles  and  much  fibrous 
tissue  Dr.  Braithwaite's  cases  differed  from  these  only  m  being 
much  more  fully  and  carefully  reported  than  the  majority  of 
them.  Healthy  ovaries  varied  very  much  in  the  above  charac- 
ters. He  knew  of  no  criteria  by  which,  if  two  small,  puckered 
ovaries,  one  taken  from  a  patient  on  account  of  pain,  the  other 
from  a  patient  who  had  no  pain,  were  put  side  by  side  on  a  plate, 
the  ovary  which  was  painful  could  be  identified  ;  nor  did  he 
know  any  author  who  had  attempted  to  describe  such  criteria. 

Mr.  Targett  said  that  he  had  recently  examined  a  pair  of  ova- 
ries in  which  the  curious  folding  of  the  serous  surface,  resem- 
blino-  the  convolutions  of  the  brain,  was  even  more  marked  than 
in  the  specimens  shown  by  Dr.  Braithwaite.  Microscopical  ex- 
amination revealed  an  advanced  condition  of  chronic  endarte- 
ritis, not  of  a  svphilitic  tvpe ;  the  lumen  of  the  vessel  in  some 
instances  was  almost  obliterated.  He  was  of  opinion  that  the 
glandular  atrophy  and  fibroid  degeneration  in  the  organ  might 
be  due  to  the  "presence  of  this  vascular  lesion. 

Dr.  Leith  Napier  mentioned  the  names  of  some  authors  who 
had  dealt  with  the  subject.  ^ 

Mr.  Malcolm  said  that  the  ovaries  referred  to  by  Mr.  largett 
were  removed  in  the  course  of  an  ovariotomy  and  not  for  pain. 
One  of  them  was  attached  to  a  large  ovarian  cyst,  but  the 
form  of  the  ovary  was  quite  distinct  except  at  its  junction  with 
the  tumor.  The"  other  ovary  showed  an  extreme  degree  of  cor- 
rugation of  the  surface. 

NOTE    ON    THE    IMPORTANCE    OF    A    DECIDUAL    CAST    AS    EVIDENCE    OF 
EXTRAUTERINE   GESTATION. 

This  paper  was  read  by  Dr.  W.  S.  A.  Griffith.  A  patient 
was  admitted  into  hospital  supposed  to  be  suffering  from  extra- 
uterine gestation  which  had  not  yet  ruptured.  A  large  uterine 
cast  was  found  and  removed  from  the  vagina.     On  examination 
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under  an  anesthetic  the  uterus  was  found  a  little  enlarged  (two  and 
three-quarter  inches),  but  no  tumor  was  discovered  m  its  neigh- 
borhood. The  cast  was  identical  with  those  found  in  cases"  of 
extrauterine  gestation  and  showed  characteristic  decidual  cells. 
The  woman's  abdomen  was  opened  and  no  evidence  of  extra- 
uterine gestation  was  found. 

The  author  enumerated  the  different  kinds  of  uterine  casts  and 
their  distinguishing  characters,  and  considered  the  case  capable 
of  explanation  in  one  of  two  ways — either  the  uterus  was  capa- 
ble of  developing  the  decidua  which  had  been  believed  to  be 
the  result  of  fertilization  of  an  ovum  alone  without  this  stimulus, 
or,  as  appeared  to  him  less  improbable,  a  fertilized  ovum  might 
have  provided  the  necessary  stimulus  either  inside  or  outside 
the  uterine  cavity,  but  have  completely  disappeared.  He  was 
of  opinion  that  in  future  we  should  regard  a  cast  as  evidence  of 
the  highest  value  instead  of  as  conclusive  of  extrauterine  gestation. 

Dr.  Remfry  inquired  if  the  size  of  the  uterus  had  been  ascer- 
tained by  passing  a  sound  immediately  after  the  expulsion  of 
the  decidua,  as  this  evidence  would  have  been  important  in  the 
diagnosis  of  the  case. 


Wednesday,  December  5th,  1894. 
The  President,  Gr.  E.  Herman,  in  the  Chair. 

Specimens. — The  following  specimens  were  shown  :  Dr. 
Roberts  :  Living  child  with  congenital  deformities  of  limbs. 
Dr.  Stott  (Leeds) :  Ruptured  tubal  gestation.  Dr.  Hanufield 
Jones  :  Cystic  fibroma  of  ovary.  Mr.  Targett  gave  a  lantern 
demonstration  of  hydatids  affecting  the  bones  of  the  pelvis. 

Dr.  Arthur  H.  K.  Lewers  presented 

A    CASE   OF    PRIMARY    CARCINOMA  OF    THE    BODY    OF    THE    UTERUS,  IN 

WHICH    VAGINAL    HYSTERECTOMY    WAS    PERFORMED,    AND    MORE 

THAN    TWO  YEARS    HAVE    ELAPSED    WITHOUT   RECURRENCE. 

The  author  records  a  case  of  primary  carcinoma  of  the  body 
of  the  uterus  in  a  patient  44  years  of  age.  Vaginal  hysterec- 
tomy was  performed  on  the  17th  of  March,  1892.  The  patient 
made  a  good  recovery  from  the  operation,  and  has  remained 
under  the  author's  observation,  so  that  he  has  examined  her  from 
time  to  time.  She  has  remained  in  good  health,  and  there  was 
no  sign  of  recurrence  when  she  was  last  examined,  on  Novem- 
ber 1st,  1894.  Attention  is  directed  to  the  possibility  of  early 
cases  of  cancer  of  the  body  being  mistaken  for  uterine  fibroid. 
The  shorter  duration  of  the  symptoms  in  cancer  of  the  body 
will  generally,  at  least,  justify  further  investigation  by  dilata- 
tion of  the  cervix.  As  regards  the  operation  itself,  attention  is 
called  to  the  difficulty  of  getting  the  uterus  out,  even  when  it  is 
partially  or  completely  separated,  where  it  is  as  large  as  that  in 
the  present  case. 
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In  Case  6  in  the  table  this  difficulty  was  overcome  by  apply- 
ing a  pair  of  forceps  similar  to  small  midwifery  forceps.  The 
author  prefers  pressure  forceps  to  ligatures  for  securing  the 
broad  ligaments.  Ligatures,  however,  were  used  in  the  first 
two  cases  in  the  table,  and  pressure  forceps  in  the  remaining  cases. 

For  a  case  such  as  that  here  fully  recorded  to  have  any  scien- 
tific value  as  bearing  on  the  amenability  of  cancer  of  the  body  of 
the  uterus  to  operative  treatment,  two  conditions  are  essential : 
first,  the  exhibition  of  the  specimen  and  of  sections  of  it,  so 
that  independent  observation  may  corroborate  the  author's  opiu- 
ion  as  to  the  nature  of  the  growth  ;  and  secondly,  that  the  pa- 
tient should  come  regularly  to  be  examined,  as  she  fortunately 
has  done  in  this  case. 

The  author  gives  reasons  for  thinking  that  primary  cancer  of 
the  body  of  the  uterus  may  be  a  more  chronic  disease  than  can- 
cer of  the  cervix.  As  regards  clinical  varieties,  he  has  met  with 
two.  In  one  set  of  cases  the  growth  is  soft,  friable,  and  easily 
broken  down  with  the  finger.  In  the  other  set  of  cases  there  is 
merely  a  hard,  irregular,  perhaps  ulcerated  condition  found  in 
the  endometrium  ;  in  these  cases  nothing  can  be  detached  wTith 
the  finger  or  curette. 

A  table  of  the  six  cases  in  which  the  author  has  performed 
vaginal  hysterectomy  for  primary  cancer  of  the  body  of  the  ute- 
rus is  appended.  There  was  no  mortality  from  the  operation. 
The  subsequent  history  is  briefly  indicated  in  the  table  : 

Table  of  Six  Cases  of  Vaginal  Hysterectomy  for   Primary  Carci- 
noma of  the  Body  of  the  Uterus. 
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Subsequent  history. 


Well  for  nearly  a  year,  then 
recurrence.  See  Obstetri- 
cal Transactions, vol. xxx., 
p   218. 

Known  to  be  quite  well  Oc- 
tober, 1893;  not  seen  since. 
Full  record  of  case,  Lan- 
cet, 1893.  vol.  i.,  p.  1379. 

Quite  well  November  1st, 
1894.  This  is  the  case  fully 
recorded  in  the  present 
paper. 

Well  so  far  as  is  known,  but 
the  author  has  no  recent 
report  of  this  case. 


Quite  well  June  22d,  1894. 

Quite    well    October    11th, 
1894. 
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Dr.  Peter  Horrocks  Loped  for  the  time  when  cancer  might 
be  cured  by  less  repulsive  means  than  the  knife,  although  at 
present  this  was  the  best  treatment.  The  author  stated  that 
when  a  sound  was  passed  it  invariably  caused  profuse  uterine 
hemorrhage  where  cancer  was  present  in  the  body.  He  related 
a  case  in  which  the  passage  of  a  sound  caused  no  hemorrhage 
worth  mentioning,  and  yet  there  was  extensive  malignant 
growth  inthe  uterine  walls.  No  doubt  this  was  an  exceptional 
case,  but  it  was  important  to  remember.  He  was  disposed  to 
agree  with  the  author  that  the  severity  of  the  pain  was  not  so 
great  on  the  average  in  cases  of  cancer  of  the  bodv  as  in  cancer 
of  the  cervix.  He  had  hitherto  used  ligatures  rather  than  for- 
ceps to  secure  the  broad  ligaments,  but  the  author's  experience 
made  him  feel  disposed  to  try  forceps  again.  He  pointed  out 
that  the  handles  got  in  the  way  and  might  be  dragged  off  during 
manipulations.  He  asked  if  the  author  used  any  particular  form 
of  forceps,  as  it  was  difficult  to  get  a  pair  that  would  grip  equally 
from  heel  to  tip  of  the  blades.  In  some  cases  where  the  uterus 
was  very  large  it  was  necessary  to  open  the  abdomen,  fix  a  serre- 
neud  low  down  and  remove  the  part  above,  then  close  the  ab- 
domen and  remove  the  piece  of  cervix  and  the  serre-neucl  per 
vaginam. 

Dr.  Amand  Route:  had,  when  he  began  to  do  vaginal  hyste- 
rectomy, used  forceps  for  securing  the  broad  ligaments,  because 
they  shortened  the  duration  of  the  operation,  thus  lessening 
shock,  and  because  one  could  tell  with  more  exactness  the  point 
up  to  which  the  ligament  should  be  divided,  which  one  could  not 
always  do  with  ligatures.  He  found,  however,  that  the  con- 
valescing stage  was  longer,  owing  to  the  forceps,  when  they  were 
removed  leaving  a  piece  of  broad  ligament  which  had  to  slough 
off  and  caused  pyrexia,  etc.,  in  the  process.  The  forceps  take 
up  much  room,  especially  where  the  uterus  is  large  and  they 
have  to  be  put  on  obliquely.  He  would  like  to  know  what  was 
Dr.  Lewers'  practice  as  regards  removing  the  ovaries  in  these 
cases. 

Mr.  Malcolm  said  he  had  been  asked  by  Mr.  Ivnowsley 
Thornton  to  mention  two  cases  operated  on  by  him,  one  in  July, 
1885,  and  one  in  July,  1889.  Both  were  now  quite  well,  more 
than  nine  and  five  years  after  the  operations.  Both  were  dia- 
gnosed by  scraping  and  microscopic  examination  of  the  parts  re- 
moved, and  in  both  cases  the  diagnosis  was  verified  after  remo- 
val. One  of  these  cases  showed  a  hard  tumor,  about  the  size  of 
a  hazelnut,  situated  in  the  centre  of  the  fundus  of  the  uterus,  close 
to  its  mucous  membrane  which  was  destroyed.  The  growth  re- 
sembled a  scirrhus  of  the  breast,  with  trabecular  exteuding  in  all 
directions  but  in  no  case  passing  beyond  the  uterine  substance. 
Ligatures  were  used,  and  no  forcepsVere  left  in  the  vagina. 

Mr.  Alban  Doran  concluded,  after  a  study  of  Dr.  Lewers' 
and  Prof.  Kaltenbach's  statistics,  that  vaginal  hysterectomy  for 
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cancer  was  justifiable,  and  that  cancer  of  the  uterus  was  less 
malignant  than  cancer  of  the  breast.  Many  surgeons,  arguing 
a  priori^  insisted  that  vaginal  hysterectomy  was  bad  surgery,  as 

it  was  impossible  to  cut  freely  beyond  the  limits  of  the  cancer. 
In  operating  for  cancer  of  the  breast  many  authorities  adopted 
very  radical  measures,  excising  the  pectoralis  major  muscle  and 
all  the  fat  around  the  breast  as  high  as  the  clavicle  and  far  up 
the  axilla,  reaching  to  the  vein.  Yet  the  cancer  recurred  in 
many  patients.  On  the  other  hand,  recurrence  was  hardly  if  at 
all  more  frequent  after  vaginal  hysterectomy,  where  the  knife 
of  necessity  passed  very  close  to  the  limits  of  the  malignant  de- 
posit. 

The  President  thought  there  was  no  doubt  that  we  had  ad- 
vanced very  far  in  the  treatment  of  cancer  since  the  time  of  Sir 
Benjamin  Brodie,  for  it  was  beyond  doubt  that  the  removal  of 
cancer  of  the  uterus  did  often  prolong  life.  There  was  a  good 
reason  why  better  results  should  follow  removal  of  uterine  can- 
cer than  removal  of  cancer  in  other  parts,  for  secondary  growths 
were  rarer  in  the  former  cases.  When  the  Society  last  discussed 
this  question,  in  1885,  the  mortality  was  shown  to  be  about 
twenty-eight  per  cent.  In  a  recent  paper  by  Buecheler  l  was  a 
table  embracing  nearly  eight  hundred  cases  by  different  German 
operators  and  showing  an  average  mortality  of  about  ten  per 
cent ;  while  of  one  hundred  and  fifty  nine  cases  operated  on  by 
the  late  Prof.  Kaltenbach,  the  mortality  was  only  between  three 
and  four  per  cent.  He  (the  President)  saw  no  reason  why  the 
mortality  should  not  be  still  further  reduced.  In  Kaltenbach's 
cases  the  proportion  of  those  going  three  years  and  upward  with- 
out recurrence  was  twenty-five  per  cent,  and  other  statistics 
showed  as  large  a  proportion.  The  question  of  ligature  versus 
forceps  was  a  very  important  one.  By  using  ligatures  the  re- 
moval of  the  appendages  was  possible.  This  had  two  advan- 
tages :  First,  there  was  the  possibility  of  there  being  p}Tosalpinx 
or  of  extension  of  cancer  along  the  tubes  ;  these  events  were  not 
common  in  cases  suitable  for  operation.  Second,  it  was  said  that 
where  the  appendages  were  left,  pelvic  pain  and  troublesome 
molimiual  symptoms  occurred.  He  (the  President)  did  not  re- 
member that  in  the  cases  in  which  he  had  removed  the  uterus 
and  left  the  appendages  there  had  been  much  complaint  of  the 
kind,  but  the  experience  of  others  would  be  of  value.  Kalten- 
bach made  a  point  of  suturing  the  peritoneum.  By  this  any 
prolapse  of  bowel  or  omentum  was  prevented.  He  (the  Presi- 
dent) had  had  one  case  in  which  a  piece  of  omentum  came  down 
after  the  operation,  became  adherent  in  the  wound,  sloughed  off. 
The  patient  did  well,  but  it  was  an  accident  which  it  was  desir- 
able to  avoid.  He  could  confirm  Dr.  Lewers'  statement  that 
there  were  cases  of  cancer  of  the  body  of  the  uterus  in  which 
nothing  could  be  detached  with  finger  or  curette ;  in  these  cases 

1  Zeit.  fur  Geb.  u.  Gyn.,  Bd.  xxx. 
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the  diagnosis  had  to  be  made  without  the  help  of  the  microscope. 
Dr.  Levvers'  classification  of  cases  into  hard  and  soft,  although 
perhaps  clinically  useful,  did  not  exhaust  all  the  varieties  of  this 
disease. 

Dr.  Leweus  said  that  it  was  true  in  the  large  majority  of 
cases  of  cancer  of  the  body  that  rather  free  bleeding  occurred, 
no  matter  how  gently  the  sound  was  passed  ;  and  also,  in  the 
majority  of  cases,  that  pain  was  an  early  and  marked  symptom  ; 
exceptionally,  as  in  his  case,  pain  was  not  conspicuous.  At 
present  the  only  hope  for  a  patient  sufferiug  from  cancer  lay  in 
early  diagnosis  and  free  removal,  and  there  could  be  no  ques- 
tion that  life  was  prolonged  by  the  operation  in  suitable  cases. 
Diagnosis  was  usually  easy  when  all  the  circumstances  of  the  case 
were  taken  into  account.  He  believed  that  in  cancer  of  the 
body  the  disease  remained  for  a  longer  time  than  in  the  breast 
strictly  circumscribed,  and  therefore  amenable  to  treatment. 
Dr.  Horrocks  had  referred  to  a  case  where  the  uterus  was  too 
large  to  remove  per  vagi  nam,  and  where  therefore  the  combined 
abdominal  and  vaginal  operation  had  been  employed.  He  (Dr. 
Lewers)  believed  that,  speaking  generally,  by  the  time  the  uterus 
was  too  large  to  remove  per  vaginam  the  disease  had  involved 
other  tissues  and  the  operation  was  not  worth  undertaking. 
His  classification  was  merely  a  clinical  one  ;  the  hard  form  was 
much  the  rarer  and  might  easily  be  overlooked,  unless  its  exist- 
ence were  remembered  and  the  negative  results  of  curetting 
borne  in  mind.  As  regards  the  details  of  the  operation,  he 
thought  it  important  to  bear  in  mind  the  difference  between  the 
operation  in  cases  of  cancer  of  the  body  and  cases  of  cancer  of 
the  cervix.  In  the  former  the  patient  was  frequently  old  and 
there  was  therefore  senile  narrowing  of  the  vagina  ;  she  was 
often  nulliparous  and  the  body  of  the  uterus  was  considerably 
enlarged.  On  the  other  hand,  in  the  latter  the  body  was  gene- 
rally small  and  the  vagina  capacious.  Dr.  Lewers  had  not  usu- 
ally removed  the  appendages  and  had  traced  no  ill  effects  to 
leaving  them.  He  thought  it  was  best  to  trust  to  forceps  for 
securing  the  broad  ligaments,  and  that  it  was  dangerous  to  re- 
move them  too  soon,  not  only  for  fear  of  hemorrhage,  but  owing 
to  the  risk  of  breaking  down  the  adhesions  in  the  neighborhood 
of  the  wound. 
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Stated  Meeting,  Friday,  March  2d,  1894. 
Vice-President  S.  S.  Adams,  M.D.,  in  the  Chair. 
Dr.  S.  S.  Adams  read  a  paper  on 

TYPHOID  FEVER  IN  INFANTS.1 

Dr.  M.  F.  Cuthbert. — Typhoid  fever  in  infancy  is  neither 
so  constantly  present  nor,  when  present,  so  easily  recognized  as 
when  it  occurs  in  adult  life.  The  condition  of  infancy  accounts 
for  the  absence  or  modification  of  many  symptoms  which  are 
characteristic  of  the  disease  at  a  later  period  of  existence,  and 
this  absence  or  modification  makes  the  recognition  proportion- 
ately more  difficult.  It  is  my  belief  that  many  cases  occurring 
during  infancy  are  overlooked  because  of  the  prevalent  idea  that 
the  disease  is  not  found,  or  is  infrequent,  at  that  time. 

I  wish  to  relate  the  history  of  a  case  of  sontinued  fever  occur- 
ring in  an  infant  which  I  recently  had  in  charge  and  which  we 
pronounced  to  be  enteric  fever.  The  infant  was  a  white  male, 
aged  3  months  at  the  time  the  attack  commenced,  and  had  pre- 
viously been  in  good  health.  The  diagnosis  was  based  upon  the 
following  facts:  that  there  was  present  a  continued  fever,  which 
was  greater  in  the  evening  than  in  the  morning ;  that  this  fever 
was  uninfluenced  by  the  administration  of  quinine  in  sufficient 
quantities  to  have  relieved  a  malarial  condition  ;  that  thorough  and 
repeated  examinations  of  the  various  systems  failed  to  reveal 
any  organic  or  functional  disturbance  which  could  account  for 
the  symptoms  presented,  except  that  lesion  of  the  small  intestine 
which  we  believed  to  be  present ;  that  several  cases  of  typhoid 
fever  had  occurred  in  the  same  house  which  the  infant  occupied. 
The  patient  was  nursed,  from  the  beginning  of  its  illness  until 
death  occurred,  by  two  most  efficient  trained  nurses,  and  every 
symptom  was  closely  observed  and  noted.  A  careful  autopsy 
was  performed  in  the  presence  of  three  physicians;  the  intestines 
were  removed.  No  lesions  were  discovered  except  an  enlarge- 
ment of  the  mesenteric  glands  and  of  the  ileum. 

Tuberculosis  was  excluded  by  the  fact  that  careful  and  re- 
peated examinations  disclosed  no  disease  of  other  organs. 

The  only  remaining  disease  which  could  have  been  present 
was  entero-colitis,  and  that  condition  is  excluded  because  its 
1  See  original  article,  p.  175. 
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prominent  symptoms  were  lacking,  and  because  its  temperature 
chart  revealed  a  fever  not  characteristic  of  enterocolitis,  but 
answering  to  the  course  we  are  all  so  familiar  with  in  typhoid. 

As  regards  the  diagnosis  of  typhoid  fever  in  children,  Meigs 
and  Pepper  say  :  "  There  are,  however,  several  diseases  from 
which  it  is  not  always  easy,  even  with  our  improved  knowledge 
of  its  peculiar  symptoms,  to  distinguish  it.  Thus,  in  some  cases 
of  gastro-enteritis,  such  as  are  not  rare  among  children,  and  espe- 
cially when  the  disease  assumes  a  typhoid  form,  the  resemblance 
to  typhoid  fever  is  so  great  as  to  have  led  Rilliet  and  Barthez  to 
assert  that  it  is  impossible  to  make  a  differential  diagnosis." 

Dr.  W.  W.  Johnston  was  much  interested  in  the  subject 
under  discussion  and  was  instructed  by  what  had  been  said. 
Records  of  cases  occurring  in  young  infants  were  exceedingly 
rare.  The  youngest  case  observed  in  London  Fever  Hospital  in 
twenty-three  years  was  6  months  old.  Cases  were  recorded  as 
having  occurred  in  the  first  year  by  Abercrombie,  Rilliet,  Fried- 
rich,  Ileming,  and  Wunderlicb.  Characlay  (colleague  of  Breton- 
neau  at  Tours)  published  in  1840  two  cases  in  newly  born  children. 
One  died  at  the  eighth  and  the  other  at  the  fifteenth  day  after 
birth.  The  case  dying  on  the  eighth  day  after  birth  must  have 
contracted  the  disease  in  utero,  judging  from  the  extent  of  the 
lesion,  although  the  mother  did  not  have  the  disease.  Aber- 
crombie reported  one  at  6  months  and  one  at  7  months  with 
autopsy;  Billard,  one  at  24  days  and  one  at  13  months,  the  de- 
scriptions being  incomplete.  Rilliet  reported  four  cases  from 
2  to  7  months,  one  at  10  months,  and  one  at  13  months.  Two 
died  in  which  were  found  the  characteristic  lesions.  Northrup 
has  said  that  not  a  case  under  2  years  had  been  seen  at  the  New 
York  Foundling  Hospital.  Holscher1  in  two  thousand  cases 
gave  the  average  age  as  27§  years.  One  case  occurred  in  a 
female  of  9  months;  one  in  a  male  nursing  infant  (age  not 
stated). 

iYeuhaus2  had  found  the  bacillus  in  organs  of  a  four  months 
fetus  in  utero. 

T.  C.  Ebarth  3  reported  a  case  of  a  woman,  aged  30,  in  the 
fifth  month  of  pregnancy,  who  miscarried.  After  careful  ex- 
amination bacilli  were  found  in  cardiac  blood  in  sections  of 
lungs  and  spleen.  In  cultures  grown  from  these  the  bacilli 
were  found. 

He  related  a  case  in  his  own  experience :  An  infant,  five  days 
after  birth,  had  fever.  From  the  next  day  until  the  end  of  the 
illness  a  careful  temperature  chart  was  kept.  There  was  con- 
tinued fever  to  the  end.  There  were  no  rose  spots,  but  tym- 
panites, great  restlessness,  and  constipation.  The  chart  and 
clinical  history  of  the  case  indicated  enteric  fever.     Another, 

1  Miinchener  niedicinische  Wochenschrift,  Munich,  January  20th,  1891, 

-  Berliner  kliuische  Wochenschrift,  1886,  S.  389. 

3  Centralblatt  fur  Bakteriologie  und  Parasitenkunde,  Jena,  1889. 
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an  older  child  in  the  house,  developed  enteric  fever  a  short  time 
afterward.  Was  the  channel  of  infection  through  the  mother, 
or  was  the  poison  imbibed  afterward  ?  As  there  was  not  suf- 
ficient time  for  incubation,  it  must  have  occurred  through  the 
mother. 

Frankel  inoculated  guinea-pigs  with  the  typhoid  bacilli,  and 
if  the  placenta  were  intact  the  young  were  not  affected.  If 
hemorrhage  occurred  in  the  placenta  the  young  were  found  in- 
fected with  bacilli. 

The  diseases  which  are  transmitted  to  the  child  in  utero  by 
the  mother  are  variola,  measles,  scarlet  fever,  anthrax,  erysipe- 
las, septicemia,  pleuropneumonia,  typhoid  fever,  recurrent  fever, 
malaria,  and  possibly  yellow  fever  and  cholera. 

As  to  the  symptoms  of  typhoid  fever  in  the  infant,  vomiting 
occurred  with  them,  but  not  with  adults.  Next  to  the  fever  the 
nervous  maui testations  were  most  interesting  and  were  of  much 
importance  in  infants. 

Antipyretic  treatment  was  most  easily  carried  out  in  infants 
and  children.  He  did  not  use  the  Brand  method  with  children, 
but  preferred  the  wet  pack,  which  did  not  frighten  the  child. 
There  was  less  danger  from  the  use  of  antipyretics  than  in 
adults.  Antifebrin  quieted  the  child  generally  and  put  it  to 
sleep.  He  advocated  light  feeding  for  infants;  they  need  a 
very  small  amount  of  nutriment.  Low  diet  was  essentially 
antipyretic  for  them. 

Dr.  G.  X.  Acker  said  it  was  difficult  to  make  a  positive  dia- 
gnosis in  infants  in  these  cases.  He  did  not  believe  that  Di\ 
Adams  made  the  diagnosis  before  death.  He  agreed  to  the 
general  method  of  treatment  outlined.  He  preferred  the  sponge 
hath  as  the  best  method  of  reducing  temperature.  He  was 
afraid  of  the  so-called  antipyretics  ;  would  prefer  other  drugs. 
He  did  not  like  to  give  large  doses  of  quinine  to  infants. 

Dr.  S.  C.  Bdsey  said  he  had  no  doubt  about  typhoid  fever 
occurring  in  infants  by  transmission  from  the  mother.  He  would 
not  hesitate  about  giving  a  full  dose  of  quinine  to  an  infant. 
Had  never  seen  a  case  of  hemorrhage  in  a  child,  nor  did  he  re- 
call an  instance  of  death.  He  agreed  with  Dr.  Acker  in  con- 
demning the  use  of  antipyretics,  but  admitted  with  Dr.  John- 
ston that  children  were  very  tolerant  of  them.  He  also  agreed 
with  Dr.  Johnston  that  overfeeding  was  injudicious;  it  some- 
times increased  diarrhea.  Insufficient  feeding  was  sometimes  a 
cause  of  continued  fever,  and  an  increased  diet  improved  the 
condition  of  the  patient. 

Dr.  S.  S.  Adams. — Are  we  justified  in  making  a  diagnosis 
anatomicall}7  ?  Having  the  anatomical  lesion,  must  we  defer  to 
the  bacteriologist?  He  did  not  make  the  diagnosis  in  his  case 
before  death,  though  he  suspected  it. 

Dr.  M.  F.  Cuthbert. — What  other  disease  could  cause  the 
condition   presented  in  the  specimens?     Are  we  to  accept  the 
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dictum  of  the  bacteriologist  from  examinations  made  after  the 
specimen  had  been  in  alcohol  so  long  J  He  advocated  liquid 
diet  in  small  quantities  at  frequent  intervals,  and  that  the  pa- 
tient should  have  absolute  rest.  Simulants  were  given  in  his 
case  because  the  child  was  feeble.  He  employed  the  sponge 
bath  first;  if  that  did  not  produce  the  desired  effect  he  gave 
quinine  in  moderate  doses,  as  ten  grains  twice  daily;  if  that 
tailed  he  used  the  Brand  method. 


Stated  Meeting,  Friday,  March  16th,  1894. 
The  President,  H.  D.  Fry,  M.D.,  in  the  Chair. 
Dr.  Henry  B.  Deale  read  a  paper  entitled 

SARCOMA    FUNDI    UTERI  (CIRCUMSCRIPTUM).1 

Dr.  George  K  Acker.— Klob,  in  his  work  on  the  "  Patho- 
logical Anatomy  of  the  Female  Sexual  Organs,"  writes  of  the 
fibrous  polypus  or  sarcoma  of  the  uterus.  The  fibrous  polypus 
of  the  uterus  consists  of  a  well-circumscribed  hyperplasia  of  the 
uterine  substance,  especially  of  its  connective  and  submucous 
tissue,  to  which  latter  it  is  analogous  in  structure.  It  generally 
commences  as  a  round  submucous  elevation,  growing  toward  the 
cavity  of  the  uterus  in.the  shape  of  a  round  tumor,  being  covered 
by  the  uterine  mucous  membrane,  which  at  first  is  unaltered. 
As  these  new  formations  increase  in  size  they,  project  more  and 
more  from  the  uterine  substance,  become  pedunculated,  and  are 
suspended  with  their  largest  portion  in  the  distended  cavity  of 
the  uterus.  Their  form  is  generally  round  or  nearly  round, 
sometimes  pear-shaped  or  cylindrical;  frequently  their'  longitu- 
dinal diameter  exceeds  the  transverse.  They  are  either  single 
or  in  rare  cases  divided  into  lobes  by  deep  fissures. 

Fibrous  polypi,  as  a  rule,  are  quite  vascular,  especially  when 
compared  with  the  uterine  fibroid  tumors  which  are  similar  to 
them  in  structure.  On  dissecting  fibrous  polypi  we  perceive  that 
they  are  developed  from  a  portion  of  the  uterine  tissue  which 
has  increased  in  density,  and  they  are  intimately  connected  with 
it ;  that  they  are  not  well  defined  at  their  point  of  insertion  with 
the  uterine  tissue,  and  consequently  cannot  be  enucleated.  When 
they  extend  into  the  uterus  they  are  covered  by  its  mucous 
membrane,  which  undergoes  alterations,  first  catarrhal,  then  is 
destroyed. 

•  The  structure  of  the  polypi  consists  essentially  of  connective 
tissue  in  various  stages  of  development,  in  consequence  of  which 
the  appearance  of  a  polypus  varies.  The  utricular  glands  having 
become  elongated,  constricted,  and  afterward  degenerating  into 
cysts,  enter  into  the  composition  of  these  tumors  and  give&them 

1  See  original  article,  p.  200. 
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the  character  of  Rokitansky's  adenoid  uterine  sarcoma  and  ade- 
noid uterine  cystosarcoma. 

These  growths  are  rarely  met  with  before  the  twentieth  year, 
hut  they  have  occurred  in  children.  After  the  thirtieth  year 
they  are  of  rare  occurrence. 

The  size  varies  from  the  almost  imperceptible  to  the  size  of  a 
child's  head,  and  even  larger.  Their  most  frequent  size  is  that 
between  an  egg  and  a  man's  fist.  They  most  frequently  arise 
from  the  fundus  uteri  and  the  superior  portion  of  the  uterine 
wall  and  from  the  submucous  stratum.  In  many  cases  fibrous 
polypi  have  been  found  depending  from  the  cervix  uteri  or,  which 
is  more  rare,  from  the  vaginal  portion  of  the  uterus. 

In  the  majority  of  cases  only  a  single  polypus  is  found  ;  some- 
times, however,  two  are  seen,  flattened  from  contact,  but  rarely 
more  than  two.  Sometimes  we  find,  adjoining  a  large  polypus, 
evidence  of  smaller  ones  consisting  of  submucous,  round  eleva- 
tions. After  a  fibrous  polypus  has  attained  a  certain  size  the 
uterus  manifests  a  tendency  to  get  rid  of  it  by  contracting.  The 
tumors  can  undergo  cystic  and  fatty  degeneration  ;  ossification 
and  calcareous  degeneration  never  occur;  less  frequently  we 
meet  with  gangrene  due  to  twisting  of  the  pedicle. 

Ware  states  that  it  is  more  common  in  the  mucous  membrane 
above  the  cervix.  Sarcomata  which  do  not  originate  in  the 
mucous  membrane  may  come  from  a  pre-existing  myoma. 

Coats,  in  his  "  Manual  of  Pathology,"  States  that  "  sarcomata 
are  of  rare  occurrence,  and  of  those  recorded  the  majorit}7  have 
been  spindle-celled  sarcomata,  although  the  round-celled  form  ha& 
also  been  seen.  The  sarcoma  may  develop  into  a  myoma,  or  a 
muscular  tumor  in  its  rapid  growth,  soft  consistence,  and  looser 
structure  may  assume  the  characters  of  a  myosarcoma." 

The  cause  of  these  tumors  is  not  known.  According  to 
Winckel  they  are  most  met  with  at  the  climacteric  period.  The 
growth  is  slow,  and  the  only  symptoms  we  find  are  due  to  pres- 
sure when  large,  or  pain  caused  by  uterine  colic  from  the  effort 
to  expel  the  tumor. 

The  patients  often  present  the  appearance  of  chronic  Bright's 
disease,  being  pale,  cyanotic  at  times,  and  often  have  considerable- 
edema. 

W.  T.  Councilman  writes:  "The  sarcoma  may  first  appear  as- 
a  fibroma,  and  then  by  an  excessive  development  of  cells,  with- 
out any  further  development  of  formed  tissue,  become  a  sar- 
coma." Frequently  the  uterus  is  found  to  be  affected  with  pro- 
fuse proliferation  of  connective  tissue.  , 

Dr.  Joseph  Taber  Johnson  said  he  had  treated  a  case  of  sar- 
coma of  the  uterus  in  a  large,  fleshy  woman  past  the  turn  of  life, 
in  which  he  removed  the  sarcomatous  mass  by  curetting  and  copi- 
ous irrigation.  He  was  afterward  informed  that  the  disease  had 
returned.  He  was  anxious  that  the  entire  uterus  should  be  re- 
moved.    The  woman  moved  away  from  the  city,  and  he  learned 
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that  she  died  soon  after.  His  second  case  was  treated  in  Colum- 
bia Hospital.  She  had  previously  been  operated  upon  at  another 
hospital.  A  microscopic  examination  of  some  of  the  scrapings 
was  made  and  they  were  pronounced  to  be  sarcomatous.  He 
advised  removal  of  the  uterus,  which  was  declined.  She  pre- 
sented herself  several  times  and  was  curetted.  She  finally  died 
in  the  care  of  another  physician. 

Sarcoma  was  so  malignant  that  it  should  be  radically  treated. 
Curetting  only  afforded  temporary  relief.  He  said  it  was  rarely 
that  microscopists  would  state  positively  what  the  disease  was ; 
they  would  say,  if  the  clinical  history  justified  it,  the  operation 
might  be  done.  The  operation  described  in  the  paper  was  a 
courageous  one,  and  it  was  courageous  in  the  operator  to  remove 
the  uterus  without  the  consent  of  the  woman.  He  was  surprised 
to  hear  it  stated  in  the  paper  that  sarcomatous  tumors  only 
occurred  in  older  women. 

Dr.  Thomas  C.  Smith  said  sarcomatous  disease  of  the  uterus 
was  more  common  than  was  supposed.  Of  seventy  cases  reported 
most  of  them  occurred  in  married  women.  Emmet  said  it  was 
a  rare  disease ;  he  had  seen  seven  cases.  In  Dr.  Deale's  case  the 
operation  was  demanded.  If  possible,  sarcoma  was  more  malig- 
nant than  carcinoma.  He  said  the  only  case  of  sarcoma  seen  by 
him  was  in  a  child  of  3  years.  He  said  that  tumors  expelled  as 
fibroids  and  afterward  redeveloped  were  probably  malignant. 

Dr.  William  P.  Carr  said  Dr.  Deale  used  the  terms  sarcoma 
and  cancer  synonymously.  The  term  cancer  should  be  confined 
to  epithelial  cancer.  Sarcoma  did  not  always  arise  from  fibrous 
tissue,  but  from  the  mesoblastic.  He  did  not  agree  with  Dr. 
Deale  that  the  malignant  cell  resembled  the  cell  from  which 
it  sprang.  A  variety  of  cells  occurred  in  the  same  sarcoma. 
It  was  impossible  to  distinguish  fibroma  from  sarcoma.  It 
was  interesting  to  consider  how  far  we  could  depend  on  the 
microscope  in  determining  the  doing  of  an  operation.  He  did 
not  agree  with  Dr.  Smith  that  sarcoma  was  more  malignant  than 
carcinoma;  in  the  former  we  could  operate  later  and  with  more 
hope  of  success.  In  cases  that  recur  portions  of  the  disease  are 
left ;  healthy  tissue  around  should  be  removed.  In  a  case  of 
sarcoma  of  the  ovary  removed  by  him  eight  years  ago  the  patient 
was  still  well. 

Dr.  J.  Foster  Scott  said  he  also  was  surprised  to  hear  sar- 
coma and  carcinoma  classified  together.  He  agreed  with  Dr. 
Carr  that  it  was  impossible  to  distinguish  between  fibroma  and 
sarcoma  in  the  early  stages.  He  had  made  post-mortem  exami- 
nations of  the  two  cases  referred  to  by  Dr.  Johnston.  In  one  the 
uterus  presented  a  bag-like  appearance.  It  was  a  case  of  slough- 
ing fibroma  or  sarcoma. 

Dr.  Henry  B.  Deale,  in  answer  to  the  criticism  of  consider- 
ing the  subject  of  sarcoma  under  cancer,  said  :  The  definition  of 
cancer  is  any  malignant  tumor ;  if  we  recognize  the  malignancy 
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of  sarcoma  there  is  certainly  no  objection  to  placing  it  under  the 
general  head  of  cancer. 

The  term  cancer  is  a  comprehensive  one.  Like  the  use  of  the 
name  Bright' s  disease,  it  comprises  many  varieties  which  are 
only  differentiated  by  microscopic  examination.  The  use  of  the 
word  cancer  as  referring  only  to  carcinoma  is  not  correct  and  is 
a  popular  fallacy,  due  probably  to  former  views  held  on  the 
subject. 

Pozzi  in  his  new  work  considers  this  under  cancers  of  the 
body  of  the  uterus ;  also,  in  the  new  work  "  On  Cancer  and  Can- 
cer Processes,"  by  Herbert  Snow,  of  London,  the  subject  of 
uterine  sarcoma  appears. 


TRANSACTIONS  OF  TJIE  SOUTHERN 

SURGICAL  AND  GYNECOLOGICAL 

ASSOCIATION. 


Abstract  of  Papers  read  at  the  Seventh  Annual  Meeting,  held  in 
Charleston,  South  Carolina,  November  13th,  14th,  and  15th,  1894. 


The  President^  C.  Kollock,  M.D.,  in  the  Chair. 
Dr.  J.  B.  S.  Holmes,  of  Atlanta,  Ga.,  read  a  paper  entitled 

GONORRHEA    IN    WOMEN. 

No  disease  that  affects  women  should  engage  the  serious 
and  thoughtful  consideration  of  the  physician  more  than  gon- 
orrhea. So  great  an  authority  as  Lawson  Tait  has  said  :  "  Early 
in  life  I  heard  an  eminent  surgeon  say  that  if  he  were  doomed 
to  have  a  venereal  disease  he  would  rather  have  syphilis  than 
gonorrhea."  I  marvelled  and  disbelieved,  but  now  I  know 
that,  if  he  included  women  in  his  thoughts  of  the  subject,  he 
spoke  truly.  Syphilis  is  relatively  a  harmless  disease.  It  may 
and  does  cause  discomfort,  distress,  and  even  pain,  but  I  doubt 
if  it  ever  kills  the  woman.  Even  if  it  does,  where  syphilis  kills 
ten  gonorrhea  kills  its  thousands,  and  it  would  take  the  suffer- 
ing of  one  hundred  cases  of  syphilis  to  make  up  for  the  long, 
weary  years  of  agony  of  one  case  of  gonorrheal  pyosalpinx. 
Truly  such  a  statement  from  a  man  of  such  broad  learning  and 
extensive  experience  as  Mr.  Tait  must  impress  physicians  with 
the  great  importance  of  the  subject.  "Modern  gynecologists 
have  unearthed  the  conclusion  that  it  is  a  terrible  and  fatal 
scourge  to  women."  The  above  language  from  Sinclair  is 
strong,  pointed,  and  undoubtedly  true. 
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Dr.  Holmes  bad  no  doubt  but  tbat  many  of  the  chronic  dis- 
eases of  the  ovaries  and  tubes  that  come  under  the  observation, 
of  gynecologists  were  due  to  gonorrhea.  In  the  majority  of 
eases  the  woman  is  entirely  ignorant  of  the  fact  that  she  has  or 
has  ever  had  any  specific  disease.  Indeed,  her  husband  may  say, 
if  examined  or  questioned,  that  mouths  or  even  years  before  his 
marriage  he  was  a  subject  of  this  disease,  which  was  cured  and 
had  since  shown  no  evidence  of  a  return.  Many  of  the  higher 
authorities  now  seriously  doubt  whether  gonorrhea  in  the  male 
is  ever  cured;  that  the  subject  may  be  apparently  well  for 
months  or  even  years,  and  under  certain  excesses,  notably  vene- 
real, the  urethritis,  simple  in  character — as  the  patient  suspects, 
for  he  knows  he  has  taken  no  risks — returns,  and  the  wife  is 
promptly  infected  without  any  perceptible  return  of  the  disease 
in  the  husband.  From  such  excesses  the  poison  or  gonococcus 
which  has  been  latent  for  a  long  time,  quietly  resting  in  its  bed, 
is  aroused  to  fresh  life  and  vigor  to  do  its  deadly  work  upon  the 
innocent  and  unsuspecting  woman. 

Gonorrhea  in  the  female  is  not  always  easily  diagnosed,  and 
doubtless  many  hundreds  of  cases  are  passed  by  competent  and 
intelligent  physicians  as  a  simple  vaginitis.  It  must  be  remem- 
bered that  the  gonococcus  cannot  always  be  found  in  the  gonor- 
rheal virus. 

With  regard  to  treatment,  the  patient  should  be  kept  as  quiet  as 
possible  and  the  diet  made  simple  and  plain.  The  bowels  should 
be  kept  open,  preferably  by  salines.  Cleanse  the  vulva  and 
vagina  thoroughly  with  soft  cotton  and  a  solution  of  bichloride 
of  mercury  1:1000.  Do  not  under  any  circumstances  use, 
either  for  cleansing  or  applying  remedies,  vaginal  douches,  as 
there  is  too  much  risk  in  this  way  of  carrying  the  disease  into 
the  uterus.  After  thoroughly  cleansing  brush  the  affected  parts 
thoroughly  with  carbolic  acid  and  glycerin,  equal  parts,  and 
then  dry  well  and  blow  over  all  diseased  surfaces  a  powder  of 
iodoform,  pack  with  sublimated  gauze,  and  cover  the  vnlva  with 
a  pad  of  the  same.  Repeat  this  daily  ;  or,  if  too  much  irritation 
should  be  produced,  then  repeat  only  every  second,  third,  or 
fourth  day,  but  cleanse  the  parts  daily  and  apply  the  dry  dress- 
ing. Instead  of  the  carbolic  acid  and  glycerin,  nitrate  of  silver, 
one  drachm  to  an  ounce  of  water,  may  be  used.  Good  results  are 
also  obtained  by  inserting  daily,  after  the  cleansing,  a  suppository 
of  ten  grains  each  of  tannic  acid  and  iodoform  with  cocoa  butter, 
allowing  this  to  remain  twenty-four  hours,  when  the  parts  are 
again  cleansed  and  the  suppository  is  again  introduced.  For 
the  urethritis  I  use  a  two-grain  solution  of  nitrate  of  silver,  ap- 
plied to  the  mucous  membrane  with  aseptic  absorbent  cotton 
wrapped  on  an  applicator,  once  a  day.  A  pencil  of  two  to  four 
grains  of  iodoform,  prepared  with  cocoa  butter,  inserted  into  the 
urethra  is  an  excellent  application.  Weak  injections  daily  into 
the  urethra  of  sulphocarbolate  of  zinc,  five  grains  to  an  ounce 
19 
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of  water,  are  also  excellent.  Keep  the  urine  alkaline  and  diluted 
as  much  as  possible.  In  cases  of  cystitis  use  lithia  water  freely 
and  give  ten  grains  of  benzoate  of  soda  with  a  capsule  of  three 
to  live  drops  of  Venice  turpentine  four  or  five  times  daily,  hav- 
ing the  bladder  washed  once  a  day  with  a  warm  boracic  acid  solu- 
tion, four  to  eight  grains  to  the  ounce  of  water.  The  warts  can 
usually  be  relieved  by  dusting  them  freely  with  a  powder  of  calo- 
mel and  starch,  one  to  four  ;  and  should  this  not  prove  effective^ 
clip  them  off  with  scissors  and  touch  their  base  with  pure 
carbolic  acid.  If  the  endometritis  is  seen  before  the  tubes 
become  involved,  after  a  most  thorough  cleansing  of  the  vagina, 
dilate  and  curette  the  uterus,  wash  it  thoroughly  with  a  bichlo- 
ride solution  1 :  2000,  brush  the  endometrium  with  pure  carbolic 
acid,  and  pack  lightly  with  iodoform  gauze.  If  the  tubes,  ova- 
ries, and  pelvic  peritoneum  are  inflamed,  purge  the  patient 
freely  with  salines,  giving  chlorate  and  citrate  of  potash  with 
quinine  freely. 

If  the  temperature  should  be  excessive,  the  patient  restless- 
and  nervous,  use  phenacetin  as  a  sedative,  avoiding  opiates  of 
every  character.  If  the  peritonitis  does  not  yield  to  this  treat- 
ment, unhesitatingly  open  the  abdomen  and  irrigate  with  gallons 
of  sterilized  water,  then  drain,  using  the  glass  tube  for  this  pur- 
pose. Locally  apply  glycerin  and  boracic  acid  tampons  in  the 
vagina  and  use  hot-water  rectal  and  vaginal  douches.  Poultices 
and  blisters  are  of  no  value,  but  where  the  temperature  is  high 
he  would  use  the  ice  coil  over  the  abdomen.  If  pus  should 
form  in  the  tubes  there  is  but  one  remedy — removal  by  abdomi- 
nal section.  It  is  worse  than  foolish  to  attempt  to  drain  by 
gauze  in  the  uterus.  It  cannot  be  done,  nor  can  the  author 
understand  how  this  line  of  treatment  can  be  advocated.  There 
is  nothing  more  dangerous  than  curetting  the  uterus  in  the 
presence  of  immense  pus  tubes  with  pelvic  adhesions.  The 
drawing  down  of  the  organ  necessary  for  curettage  may  break 
up  pelvic  adhesions  and  pour  out  the  contents  of  pus  sacs  into 
the  peritoneal  cavity,  which  would  result,  in  the  majority  of 
cases,  in  death  to  the  patient.  If  her  life  is  saved  at  all  it  will 
only  be  done  by  a  prompt  abdominal  section,  with  thorough  irri- 
gation and  drainage  of  the  abdomen.  Then  why  not  in  the 
first  instance,  when  pus  is  detected,  promptly  remove  it  by  sur- 
gical procedure  \  We  then  treat  the  woman  rationally  and  give 
her  the  very  best  and  only  chance  of  relief  and  restoration  to 
health. 

In  discussing  the  paper  Dr.  George  J.  Engelmann,  of  St. 
Louis,  Mo.,  called  attention  to  the  importance  of  differentiating 
between  latent  or  chronic  gonorrhea  and  the  acute  form  of  the 
disease.  He  did  not  look  upon  acute  gonorrhea  as  a  dangerous 
disease  in  women,  but  he  did  the  latent  or  chronic  form.  He 
had  not  seen  serious  results  from  the  acute  form,  but  it  is  the 
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infection  from  a  supposedly  cured  gonorrhea  in  the  male  which 
produces  the  suffering  in  women. 

Dr.  Bedford  Brown,  of  Alexandria,  Va.,  took  exception  to 
the  statement  made  by  Dr.  Engelmann  in  regard  to  the  non- 
danger  of  acute  gonorrhea  in  females,  and  cited  the  case  of  a 
woman  in  which  gonorrhea  ran  its  course,  iinally  terminating  in 
a  fatal  nephritis.  In  this  case  there  was  first  urethritis,  then 
cystitis,  ureteritis,  pyelitis,  and  finally  nephritis. 

Dr.  Richard  Douglas,  of  Nashville,  thought  Dr.  Engelmann 
had  sounded  the  keynote,  in  that  there  is  quite  a  difference  in 
the  infection  from  acute  gonorrhea  and  the  latent  form  of  the 
disease.  Infection  from  the  latter  was  a  mixed  infection,  not 
only  with  the  gonococcus,  but  with  the  streptococcus  and 
staphylococcus,  and  this  accounts  somewhat  for  the  virulence  of 
the  trouble. 

Dr.  Joseph  Taber  Johnson,  of  Washington,  D.  C,  said,  in  the 
treatment  of  pus  tubes  the  result  of  gonorrheal  infection,  the 
very  radical  suggestion  of  Dr.  Holmes  was  correct,  namely,  to 
resort  to  abdominal  section,  as  he  was  satisfied  that  gonorrheal 
pus  tubes  were  incurable  by  conservative  measures.  In  addition 
to  the  removal  of  the  pus  tubes,  if  present  on  both  sides,  the 
uterus  should  be  removed  also,  because  it  is  through  the  infected 
mucous  membrane  of  the  uterus  that  the  tubes  themselves  have 
become  infected. 

Dr.  William  Perrin  Nicolson,  of  Atlanta,  Ga.,  said  the 
genera]  surgeon  was  concerned  in  the  treatment  of  gonorrhea 
as  well  as  the  specialist.  We  are  told  that  a  urethra  has  been 
inflamed  and  subsequently  restored  to  its  normal  condition,  and 
yet  years  afterward  the  man  transmits  gonorrhea  to  his  wife.  It 
was  hard  for  him  to  accept  such  a  doctrine.  If  a  man  goes  for 
months  and  years  with  a  gonorrhea  absolutely  producing  no 
effect  whatever,  if  he  is  not  well,  how  are  we  to  tell  that  he 
is  not  ?  We  are  told  by  the  essayist  that  gonorrhea  is  contracted 
by  the  female  when  there  is  absolutely  no  evidence  whatever  of 
disturbance  in  the  urethra  of  the  male,  and  that  there  is  no 
trouble  by  which  he  can  propagate  disease. 

Dr.  A.  M.  Cartledge,  of  Louisville,  thought  the  essayist 
failed  to  differentiate  between  cases  of  subacute  and  chronic  sal- 
pingitis and  the  cases  of  acute  infection  from  gonorrhea.  He 
threw  out  the  suggestion  that  physicians  were  not  fully  conscious 
of  the  great  prevalence  of  artificial  abortions  in  young  married 
women  of  the  better  as  well  as  lower  class,  and  he  believed  that 
in  these  cases  of  secondary  infection  from  pathogenic  organisms 
we  had  a  more  fertile  source  for  the  development  of  tubular 
and  ovarian  disease  than  from  gonorrhea. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala.,  considered  the 
disease  a  dangerous  one.  The  views  of  Tait,  however,  in  regard 
to  gonorrhea  were  extreme.  We  have  a  frequent  cause  of  tubal 
disease  in  the  puerperal  state,  in  delivery  at  term  or  in  premature 
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deliveries;  frequently  in  artificial  abortions  brought  about  by 
mechanical  means.  More  or  less  infection  occurs  after  all  eases 
of  abortion,  but  if  the  patient  is  in  good  condition  at  the  time 
she  will  not  be  materially  affected.  If  we  have  a  soil  that  is 
favorable  for  the  development  of  septic  germs,  we  will  get  a 
severe  inflammation — a  mixed  infection. 

Dr.  W.  D.  Haggard,  of  Nashville,  desired  to  place  himself 
on  record  as  opposed  to  the  removal  of  the  uterus  and  tubes  for 
pyosalpinx  as  the  result  of  gonorrhea,  believing  that  by  dilatation 
and  judicious  curetting  patients  can  be  relieved  of  an  endo- 
metritis produced  by  gonorrhea. 

Dr.  John  D.  S.  Davis,  of  Birmingham,  Ala.,  emphasized  the 
importance  of  using  the  microscope  in  connection  with  gonor- 
rhea and  carefully  examining  the  pus.  Experience  has  demon- 
strated that  the  latent  effects  of  gonorrhea  were  not  always 
directly  due  to  the  gonococcusjy^r  xe,  but  to  a  mixed  infection 
— that  is,  we  have  an  inflammation  as  a  result  of  thegonococcus, 
which  is  tired  up  by  another  infection  from  the  streptococcus. 
When  we  have  a  mixed  infection  we  have  as  a  result  pus  tubes, 
suppurative  peritonitis,  and  finally  death  of  the  patient  if  surgi- 
cal interference  is  not  resorted  to. 

Dr.  Hunter  McGuire,  of  Richmond,  Va.,  entered  a  protest 
against  the  doctrine  that  a  man  can  have  gonorrhea  and  not  get 
well.  As  for  the  idea  that  a  man  who  has  had  the  disease  should 
not  get  married,  it  is  preposterous.  He  had  seen  thousands  of 
cases  get  well  and  remain  so. 

Dr.  Holmes,  in  closing,  said  he  was  aware  that  many  cases  of 
acute  gonorrhea  resulted  in  no  secondary  trouble,  because  they 
were  recognized  early  and  cured  by  judicious  treatment.  He 
wished  to  be  understood  as  not  indorsing  the  view  of  Mr.  Tait 
that  gonorrhea  in  the  male  was  never  cured,  but  he  insisted  that 
general  practitioners  were  often  too  careless  in  advising  patients 
to  get  married  that  had  been  the  subjects  of  gonorrhea. 

Dr.  Joseph  Price,  of  Philadelphia,  followed  wTith  a  paper 
entitled 

OPERATION    FOR    COMPLETE    PERINEAL    LACERATION. 

Perineal  lacerations,  unless  extending  through  the  skin  to  or 
through  the  sphincter,  may  escape  detection,  unless  by  thorough 
digital  examination.  It  is  a  serious  error  to  start  with  the  idea 
that  a  perineal  tear  does  not  exist  unless  that  external  part  be 
lacerated  to  which  the  name  perineum  is  commonly  applied. 
We  are  directed  in  obstetrical  directions  to  support  the  peri- 
neum with  the  hand  or  with  a  towel  applied,  so  as  to  prevent  a 
tear,  while  the  truth  of  the  matter  is  that  tears  that  do  the  most 
injury  often  have  occurred  before  there  is  any  indication  for 
support  of  the  skin  or  external  covering  of  the  perineum.  It 
must  be  remembered  that  the  perineum  proper  is  made  up  of 
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all  the  muscles  composing  the  lower  pelvic  diaphragm,  and  that 
this  pelvic  diaphragm  is  anatomically  the  adjunct  and  coefficient 
of  the  upper  or  true  diaphragm  of  the  respiratory  apparatus. 
This  fact  is  of  importance  in  estimating  the  significance  of  pelvic 
lacerations.  The  simple  suggestion  of  this  fact  will  be  sufficient 
to  indicate  another  often  forgotten  phase  of  the  logic  by  which 
the  repair  of  these  lacerations  is  to  be  insisted  upon.  As  a 
primary  and  fundamental  feature  for  the  due  appreciation  of 
every  perineal  tear,  it  is  to  be  remembered  that  it  begins  on  the, 
inside,  or,  in  other  words,  proceeds  from  above  downward,  from 
within  outward  ;  or,  in  other  words,  it  happens  only  as  an  acci- 
dent of  extreme  rarity  that  there  is  any  important  outside  tear 
without  a  coexisting  internal  tear.  And  beside  this  fact  another 
one  is  to  be  placed — that  there  may  be  most  serious  internal 
laceration  without  any  external  manifestation,  so  far  as  the  skin 
is  concerned. 

All  these  tears  should  be  approached  as  distinct  surgical^  le-. 
sions,  to  be  repaired  in  the  line  of  their  anatomical  destruction, 
and  not  as  cosmetic  operations  whose  object  is  to  obtain  super- 
ficial appearances  without  regard  to  perfection  and  utility. 
Heaping  up  of  tissue  outside  the  lines  of  resistance  and  tension, 
or  mere  thickening  of  mucous  membrane  and  skin,  does  not  make 
a  true  perineum,  neither  does  a  set  of  outside  sutures,  however 
much  they  may  draw  the  parts  together,  afford  any  anatomical 
counterpart  of  a  perineum.  From  this  basis  all  the  so-called 
outside  flap-splitting  operations  for  perineal  tears  are  only  puck- 
ering operations,  bringing  the  parts  within  the  sutures  that  have 
never  been  severed,  and  in  many  cases  taking  them  out  of  their 
proper  relations. 

The  Emmet  operation,  as  originally  suggested  and  afterward 
modified  by  its  distinguished  deviser,  is  the  foundation  for  all 
successful  operations  on  the  lacerated  perineum,  either  with  or 
without  sphincter  tear.  This,  it  is  to  be  remembered,  is  always 
an  inside  operation.  Even  in  sphincter  tears  two  or  three  out- 
side stitches  are  all  that  are  necessary  in  a  majority  of  cases.  Its 
so  called  modifications  are  only  extensions  of  the  original  idea  of 
Emmet,  and  are  only  original  in  the  use  of  a  greater  denudation 
with  a  consequent  increase  in  the  number  of  stitches. 

In  closing  the  essayist  said  the  tears  of  perinea  are  often  un- 
avoidable, but  their  restoration  is  always  possible  and  their  neg- 
lect is  criminal. 

In  opening  the  discussion  Dr.  Joseph  Taber  Johnson  re- 
ferred to  the  great  frequency  of  perineal  tears  where  they  have' 
not  been  discovered  at  first  by  the  obstetrician  and  are  allowed 
to  go  unrepaired  for  from  fifteen  to  twenty  years.  In  such  cases 
the  great  fault  is  not  so  much  with  the  gynecological  operator 
as  it  is  with  the  obstetrician.  These  perineal  lacerations  are  not, 
as  a  rule,  through  the  perineal  body,  but  consist  simply  of  sepa- 
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ration  of  the  fascia,  levator  ani,  and  transverse  perinei  muscles, 
while  the  skin  inside  and  not  outside  is  torn  through. 

Dr.  Hunter  McGuire,  of  Richmond,  said  the  operation  that 
Mr.  Tait  had  given  us  for  repair  of  the  lacerated  perineum  was 
one  for  which  he  deserved  great  credit,  in  that  it  was  so  simple 
that  the  majority  of  practitioners  could  do  it. 

Dr.  Rufds  B.  Hall,  of  Cincinnati. — Surgeons  should  find  out 
which  is  the  better  of  the  two,  the  Emmet  or  the  flap-splitting 
operation,  and  then  select  the  one  which  is.  lie  had  done  the 
flap-splitting  operation  many  times,  and  while  the  women  on 
superficial  examination  apparently  had  perfect  perinea  and  were 
satisfied  with  the  operation  themselves,  still  he  was  not  and  had 
abandoned  the  method  some  time  since. 

Dr.  Richard  Douglas,  of  Nashville,  said  in  cases  where  we 
have  relaxation  of  the  fascia  we  necessarily  have  subinvolution 
of  the  vagina,  and  these  are  the  cases  to  which  the  Emmet 
operation  is  adapted ;  but  he  had  secured  perfectly  satisfactory 
results  by  the  Tait  or  flap-splitting  operation. 

Dr.  Ernest  S.  Lewis,  of  New  Orleans,  had  performed  the 
Emmet  operation  a  number  of  times,  and  considered  it  one  of 
the  best  operations  that  had  ever  been  proposed  for  the  repair  of 
the  lacerated  perineum,  particularly  in  those  cases  where  we  find 
in  connection  with  the  laceration  subinvolution  of  the  vagina. 
In  cases  of  simple  laceration,  where  the  lower  part  of  the  vagina 
is  not  extensively  relaxed,  he  had  succeeded  equally  as  well  with 
the  ordinary  operations,  which  he  thought  are  more  rapidly  done 
and  the  patient  is  not  subjected  to  prolonged  anesthesia. 

Dr.  A.  M.  Cartledge,  of  Louisville,  believed  that  the  experi- 
ence of  every  surgeon  would  bear  him  out  in  saying  that  a  peri- 
neorrhaphy is  one  of  the  most  difficult  plastic  operations  in 
surgery.  He  thought  the  drift  of  the  discussion  indicated  it. 
He  believed  that  few  Americans  have  properly  understood  the 
Tait  operation,  and  the  operation  could  not  be  done  by  men, 
after  simplv  reading  a  description  of  it,  as  Mr.  Tait  does  it  him- 
self. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Alabama,  said  a  good 
deal  depended  upon  the  skill  of  the  operator  and  in  understand- 
ing the  operation  that  he  does.  The  Martin  operation  accom- 
plishes the  same  purpose  as  Emmet's,  and  the  operation  of  Mr. 
Tait,  if  properly  done,  does  likewise.  He  thought  that  Dr. 
Emmet's  operation  could  not  be  excelled,  so  far  as  results  were 
concerned,  but  it  takes  a  great  deal  of  time  to  perform  it.  The 
other  methods  enable  us  to  do  good  work  in  a  much  shorter  time. 

Dr.  Richard  Douglas,  of  Nashville,  followed  with  a  paper 
entitled 

ACUTE   PERITONITIS. 

In  obedience  to  the  teachings  of  experimental  work,  the  sur- 
geon must  accept  the  classification  of  Pawlowskiof  two  forms  of 
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peritonitis:  first,  that  produced  by  chemical  agents,  with  which 
we  are  not  concerned;  second,  that  produced  by  infection. 
Every  case  of  general  peritonitis  has  a  demonstrable  cause  which 
is  septic  in  character.  Pathological  manifestations  of  peritoneal 
infection  are  subject  to  many  variations,  which  in  a  great  mea- 
sure indicate  the  virulence  of  the  poison  and  guide  us  in  forming 
a  prognosis;  but,  to  simplify  matters,  the  author  considered  it 
under  two  heads. 

i'  This  is  direct   infection  of  the 

f  Immediate             }  peritoneal  membrane  through  pen- 

\  etrating  wounds  of  the  abdomen, 

Infection         from                                         '  either  accidental  or  surgical. 

without -{  This  form  embraces  all  cases  of 

I  contamination  of  the  peritoneum 

I    ,,   ,.                       J  occurring  from   extension   of  ad- 

^  ivleuiate -<j  jacent;  infected  areas,  as  leakage 

|  from  mural  abscesses,  or  puerperal 

infection. 

r  Visceral  perforation  or  rupture 

I  and  direct  inoculation  of  the  peri- 

r  T          ,.  .                I  toneal   membrane  with    escaping 

|    immediate «j  contents,  as  in  perforation,  typhoid 

T  f    ..             n                                               J  or  gastric   ulcer,  appendicitis,  or 

wTtLr.....     !"     \                                   l  rupture  of  gut  or  bladder. 

Infection  by  emigration  of  micro- 

j  organisms  through  visceral  wall 

I  Mediate -j  of  impaired  resistance,  as  in  incar- 
cerated hernia,  intestinal  obstruc- 

_  tion,  ruptured  ovarian  cyst. 

The  author  then  reported  a  few  illustrative  cases.  One  case 
•of  general  purulent  peritonitis  was  reported  as  having  recovered, 
but  the  author  considered  that  the  recovery  was  due  entirely  to 
free  incisions,  thorough  irrigation,  and  ample  drainage. 

Dr.  George  Engelmann,  of  St.  Louis,  read  a  paper  entitled 

HISTORY    OF   VAGINAL    EXTIRPATION    OF    THE    UTERUS. 

The  history  of  vaginal  hysterectomy  is  one  of  peculiar  inte- 
rest, because  every  step  of  its  development  can  be  so  clearly 
traced,  and  because  it  proves  to  us  how  useless  a  discovery  is  un- 
less the  times  are  ripe  for  it.  Three-quarters  of  a  century  ago 
4;his  operation,  which  we  fondly  believe  to  be  one  of  the  most 
recent  triumphs  of  our  present  surgical  era,  was  successfully 
performed  by  the  very  methods  now  in  use,  and  fully  described 
with  an  accuracy  and  attention  to  detail  now  rarely  found. 

The  ignorant  midwife,  who  with  bread-knife  or  razor  cut  off 
the  uterus  she  had  inverted  and  prolapsed  by  her  efforts  to  drag 
out  the  adherent  afterbirth,  led  the  way.  It  was  the  publication 
of  such  a  case  which  told  Wrisberg  that  a  prolapsed  uterus  could 
be  amputated  with  safety,  and  in  1737  he  proposed,  but  did  not 
perform,  the  operation  of  amputating  the  prolapsed  cancerous 
uterus. 
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Osiander  again  proposed  the  operation  in  1793  and  success- 
fully performed  it  May  1st,  180 J,  but  did  not  publish  until  his 
ninth  successful  case  in  1808.  In  1810  the  K.  K.  Academy  of 
Vienna  oifered  a  prize  for  the  most  satisfactory  answer  to  a  re- 
markable series  of  questions  thoroughly  covering;  the  entire 
field,  amongst  others  : 

•'>.  Is  the  extirpation  of  the  carcinomatous,  non-prolapsed 
uterus  one  of  the  duties  of  the  surgeon  '. 

4.  If  so,  what  is  the  best  method,  what  are  the  dangers,  and 
how  are  they  to  be  guarded  against? 

In  IS  13  Langenbeck  removed  the  non-prolapsed  cancerous 
uterus  in  situ,  together  with  tubes  and  ovaries  ;  but  this  was 
still  an  amputation,  as  enough  of  the  covering  of  the  fundus  was 
left  to  prevent  the  dreaded  breaking  through  of  the  intestines. 

In  1822  we  have  the  first  record  of  complete  extirpation,  by 
Sauter,  of  Constanz,  without  ligation,  the  patient  surviving,  as 
in  all  previous  amputations. 

A  full  account  was  published,  the  method  being  the  same  as 
that  now  resorted  to,  though  knife  and  scissors  were  kept  close 
to  the  uterus  and  thus  no  large  vessels  cut,  so  that  ligation  was 
unnecessary.  Styptic  lint  served  as  dressing  and  protection 
against  hemorrhage. 

Complete  extirpation  of  the  cancerous  uterus  in  situ  had  now 
been  successfully  accomplished.  In  1829  it  was  again  per- 
formed by  Dubourg  near  Paris,  and  later  in  New  Orleans,  as 
described  in  his  very  complete  "  Memoir  on  the  Extirpation  of 
the  Uterus,"  New  Orleans,  1846.  Dubourg,  like  Sauter,  Lan- 
genbeck, and  Osiander,  deems  himself  first  in  the  new  field  and 
seems  wholly  unconscious  of  the  wTork  of  others.  His  opera- 
tion, like  that  of  Sauter,  is  the  modern  one,  and  every  step  is 
fully  described  :  the  vaginal  incision,  dissection  around  the  neck, 
turning  forward  of  the  uterus,  making  the  fundus  appear  out- 
side with  its  ligaments;  then  ligation  and  dissection  complete 
the  extraction,  resting  the  entire  uterus  on  the  vulva,  exploring 
the  posterior  wall  of  the  vagina  to  remove  a  more  or  less  large 
flap  in  accordance  with  the  extent  of  the  infiltration. 

He  emphasizes  the  latter  step,  which  he  deems  as  important 
as  the  search  for  infiltrated  glandules  in  amputation  of  the  can- 
cerous breast.  Such  points,  now  deemed  new,  were  then  known, 
and  Sauter  (1822)  notes  the  danger  to  the  kidney  from  pressure 
upon  the  ureter  by  an  enlarged  uterus  or  a  pelvic  deposit. 

In  1822  vaginal  hysterectomy  had  been  successfully  performed, 
fully  described,  and  thoroughly  discussed,  again  in  1829.  The 
time  for  this  operation  had  not  come  ;  the  surgical  mind  was  not 
ready  for  it.  Though  the  technique  was  perfect,  it  was  forgot- 
ten, doomed  to  oblivion.  Not  until  laparatomy  was  perfected 
and  new  fields  were  sought  for  the  surgeon's  knife  did  vaginal 
hysterectomy  again  loom  up,  after  the  failure  of  Freund's 
method  by  abdominal  section. 
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Iii  the  eighties  vaginal  extirpation  for  malignant  disease  was 
introduced  as  the  very  boldest  of  the  novel  surgical  procedures, 
and  soon  established  as  a  surgical  procedure.  Then  Pean  goes 
one  step  further  and  removes  the  non  malignant  diseased  uterus 
in  connection  with  diseased  appendages;  next  (Doyen.  Pean, 
Segond)  the  tumefied  fibroid  uterus  is  removed  by  morcellement. 

Striking  is  the  gradual  development  of  the  operation,  step  by 
step,  after  the  simple  midwife,  secure  in  her  ignorance,  had  cut 
off  the  prolapsed  uterus  with  her  bread-knife  as  a  tumor  and  had 
taught  the  surgeon  the  feasibility  of  the  procedure.  Equally 
striking  is  the  utter  oblivion  into  which  the  operation  fell  after 
the  twenties,  notwithstanding  its  successful  performance  in  vari- 
ous countries  and  thorough  description  in  different  languages. 
"We  may  note  also  that  the  first  operations  were  performed  without 
ligation,  by  the  very  same  method  which  is  now  claimed  by 
some  as  one  of  the  marvels  of  modern  surgery. 

Dr.  Lewis,  of  New  Orleans,  in  the  discussion  stated  that  the 
first  vaginal  hysterectomy  was  performed  by  Dr.  Dubourg  in 
the  little  town  of  Autell,  France. 

Dr.  Edmond  Souchon,  of  New  Orleans,  contributed  a  paper 
entitled 

REMINISCENCES    OF    DR.    J.    MARION    SIMS    IN   PARIS. 

In  1860  Dr.  Souchon  had  just  entered  into  the  study  of  medi- 
cine in  Paris  and  was  attached  to  the  service  of  Prof.  Yelpeau. 
In  the  spring  of  the  following  year  he  by  accident  met  Dr.  Sims, 
who  had  come  to  Paris  with  a  letter  to  Yelpeau  from  Valentine 
Mott,  of  New  York.  At  this  time  Dr.  Sims  knew  nobody  in 
Paris  and  could  not  speak  a  word  of  French,  so  that  the  meeting 
of  young  Souchon  was  a  very  great  help  to  him  in  his  intercourse 
with  Yelpeau  and  the  other  surgeons  of  the  French  capital. 
Sims'  great  object  was  to  get  a  case  on  which  to  demonstrate  the 
success  of  his  operation  for  vesico-vaginal  fistula.  Yelpeau 
procured  a  case,  upon  which  Sims  operated  successfully  before  a 
large  audience  of  students,  doctors,  and  professors  in  the  operat- 
ing theatre  of  the  old  Charite. 

The  ovation  that  Dr.  Sims  received  was  very  great,  and  gave 
him  the  start  that  made  him  the  universal  surgeon  we  all  know 
him  to  have  been.  Wherever  Dr.  Sims  travelled  and  located  he 
had  more  calls  than  he  could  attend  to.  The  doctor's  success, 
however,  was  not  without  trying  moments,  for  twice  he  met 
cases  that  came  very  near  terminating  disastrously  from  the 
effects  of  chloroform;  but  their  final  recovery  only  increased 
the  admiration  of  all  for  Sims'  fine  qualities  as  a  surgeon. 

Dr.  Souchon  related  in  his  paper  several  instances  of  Dr.  Sims' 
generosity,  and  gave  a  graphic  account  of  the  generous  and  sub- 
lime manner  in  which  Dr.  Sims  came  to  his  rescue  in  a  trying 
moment  of  ureat  distress. 
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Dr.  George  H.  Noble,  of  Atlanta,  Ga.,  read  a  paper  entitled 

A    CASE    OB'    CARCINOMA    OF   THE   PARTURIENT    UTERUS    REMOVED 
THREE    DAYS   AFTER    CONFINEMENT;    RECOVERY. 

The  woman  had  previously  been  confined,  sustaining  a  lacera- 
tion of  the  cervix  uteri,  which  perhaps  was  a  factor  in  the 
cause  of  the  disease.  In  the  first  few  months  of  the  last  preg- 
nancy the  patient  was  treated  locally  by  her  family  physician, 
but  there  was  nothing  to  cause  a  suspicion  of  malignancy.  Al- 
most the  entire  vaginal  portion  of  the  cervix  was  destroyed,  less 
than  one-fourth  of  its  circumference  remaining  intact.  The 
induration  extended  deep  into  the  uterine  tissue,  but  could  not  be 
felt  beyond  the  limits  of  that  organ.  The  roughened  ulcerated 
surface  was  easily  traced  for  a  considerable  distance  within  the 
cervix,  the  os  being  dilated  to  about  five  centimetres  in  diameter. 
Her  condition  was  unpromising,  and  surgical  interference  was 
clearly  interdicted,  so  the  os  and  vagina  were  cleansed  thoroughly 
and  lightly  dressed  with  gauze.  She  was  then  placed  profoundly 
under  the  influence  of  morphia  sulphate  with  a  view  of  arresting 
labor,  securing  rest  and  recuperation  sufficient  to  permit  evacu- 
ation of  the  uterus,  which  occurred  spontaneously  twelve  hours 
later.  The  child  was  poorly  nourished  and  lived  only  a  few 
weeks,  finally  dying  of  inanition. 

What  is  the  advantage  of  hysterectomy  over  Porro's  operation; 
and  if  hysterectomy  is  preferable,  should  the  vaginal  or  abdomi- 
nal method  be  given  precedence  over  the  other?  To  the  first 
question  the  author  answered  that  hysterectomy  undoubtedly 
promises  more  to  the.  mother  than  a  Porro  operation  in  cases 
where  the  disease  is  confined  to  the  uterus,  and  he  asserted  that 
wrhen  the  cancerous  mass  can  be  successfully  removed  it  is  the 
duty  of  the  surgeon  to  do  it,  as  Porro's  method  merely  bridges 
the  woman  over  the  puerperal  state  and  leaves  her  to  her  fate. 
In  radical  removal  there  is  a  promise  of  cure. 

In  answer  to  the  second  question  the  author  said  it  is  evident 
that  the  method  of  operating  must  depend  largely  upon  the 
character  of  each  individual  case.  Thus,  the  vaginal  operation 
may  be  done  when  it  is  desirable  to  take  advantage  of  the  dimin- 
ished liability  to  shock,  even  though  the  large  size  of  the  uterus 
may  render  the  operation  more  tedious. 

The  main  point  in  the  paper  was  to  show  the  feasibility  of 
hysterectomy  in  the  puerperal  state  for  cancer  of  the  uterus,  as 
the  case  reported  clearly  demonstrated,  even  though  it  is  too 
early  to  claim  immunity  from  the  return  of  the  disease. 

SIMULTANEOUS    APPEARANCE    OF    CANCER    IN    THE   BREAST    AND 

UTERUS. 

This  was  the  title  of  a  paper  read  by  Dr.  James  Evans,  of 
Florence,  S.  C. 
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Although  there  is  a  very  general  consensus  of  opinion  among 
surgeons  that  the  most  successful  treatment  of  cancer  affecting 
the  breast  and  uterus  is  early  and  radical  removal  by  the  knife, 
jet  it  is  doubtful  if  operation  is  advisable  when  the  disease 
appears  in  multiple  form  and  in  distant  organs. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  Ohio,  contributed  a  paper 
•entitled 

REPORT    OF    A    CASE    OF    FIBROID    TUMOR    OF    THE    UTERUS    WITH 
SUPPURATING  OVARY  DISCHARGING  PER  RECTUM. 

The  subject  of  operative  treatment  for  fibroid  tumor  of  the 
uterus  is  one  in  which  the  keenest  interest  is  manifested  by  men 
engaged  in  abdominal  surgery.  The  main  points  in  the  tech- 
nique of  the  operation  have  been  practically  settled,  but  certain 
minor  details  in  operative  procedure  are  capable  of  improvement. 
Complications  occasionally  arise  which  tax  to  the  utmost  the 
skill  of  the  operator. 

The  following  case  was  reported  in  detail  as  illustrating  a 
number  of  these  complications: 

The  patient,  aged  44,  was  known  to  have  a  fibroid  tumor  for 
five  years.  She  had  suffered  from  sepsis  for  five  weeks  previous 
to  the  operation.  In  addition  to  the  fibroid  tumor  was  a  large 
.suppurating  ovary  holding  about  two  pints  of  pus,  which  was 
discharged  per  rectum  every  eight  or  ten  days.  The  suppu- 
rating ovary  was  densely  adherent,  and  its  removal  disclosed 
a  large  opening  in  the  rectum.  The  operation  included  total 
extirpation  of  the  fibroid  uterus  with  the  suppurating  ovary,  and 
repair  of  the  intestinal  rent.  There  was  no  leakage  of  the 
injured  bowel  after  the  operation.     The  patient  recovered. 

The  question  of  operation  during  sepsis  is  one  that  will  admit 
•of  discussion  both  pro  and  con,  but  in  the  end  it  must  be  de- 
cided by  the  merits  of  the  individual  case  and  not  by  rule. 
Total  extirpation  gives  the  ideal  condition  both  theoretically 
and  practically  for  after-treatment.  The  Baer  method  is  to  be 
condemned,  as  it  does  not  give  thorough  drainage — a  thing 
■absolutely  necessary  where  there  are  extensive  raw  surfaces 
which  have  been  bathed  in  pus,  and  no  peritoneum  to  close  off 
the  general  peritoneal  cavity.  To  repair  the  bowel  injury  where 
a  resection  or  Murphy  button  is  out  of  the  question,  the  strength- 
ening of  the  suture  line  with  a  tag  of  adventitious  tissue  is 
advised.  The  packing  of  the  pelvis  with  gauze  to  protect  the 
•cavity  from  intestinal  leakage,  should  any  occur,  and  to  prevent 
intestinal  adhesions,  is  recommended.  The  gauze  is  usually 
removed  on  the  fourth  day,  and  peroxide  of  hydrogen  used  as  a 
wash  for  the  cavity  several  times  daily. 

Again,  forcible  dilatation  of  the  sphincter  ani  muscle  to  cause 
incontinence,  thus  relieving  the  intra-intestinal  pressure  from 
accumulating  gases,  adds  greatlv  to  the  chances  for  recoverv. 
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Dr.  J.  G.  Earnest,  of  Atlanta,  Ga.,  read  a  paper  entitled 

SOME   COMPLICATED    CASES    OF    PELVIC    SURGERY. 

Dr.  Herbert  M.  Nash,  of  Norfolk,  Va.,  contributed  a  paper 
entitled 

THE    REMOVAL    OF    AN    INTRAUTERINE    FIBROID    TUMOR    BY 
MORCELLEMENT    WITHOUT    HEMORRHAGE. 


The  following  officers  were  elected  for  the  ensuing  year  : 

President — Dr.  Louis  McLane  Tiffany,  of  Baltimore,  Md. 

First  Vice-President — Dr.  Ernest  S.  Lewis,  of  New  Or- 
leans, La. 

Second  Vice-President — Dr.  Manning  Simons,  of  Charles- 
ton,^. C. 

Treasurer — Dr.  Richard  Douglas,  of  Nashville,  Tenn. 

Secretary — Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. 

The  Association  will  meet  in  the  city  of  Washington,  D.  C, 
the  second  Tuesday  in  November,  18U5. 


ABSTRACTS. 


1.  Thorn,  W.  :  On  Lactation  Atrophy  of  the  Uterus 
(Centr.f.  Gyn.,  1894-,  No.  30).— The  first  part  of  this  paper  is 
controversial  in  character  and  may  be  passed  over  in  this  place. 
The  conclusions  may  be  summed  up  as  follows:  In  cases  of  pure 
lactation  atrophy  we  have  to  deal  with  an  originally  absolutely 
local  nutritive  disturbance  of  the  body  of  the  uterus;  subse- 
quently other  parts  may  be  more  or  less  implicated — e.g.,  the 
ligaments,  the  parametria,  the  vagina,  even  the  external  genitals, 
the  abdominal  walls,  etc.  The  author  looks  upon  this  process  as 
a  reflex  trophoneurosis  directly  dependent  on  lactation,  which 
may  of  course  be  increased  by  the  loss  of  fluids  caused  by  nurs- 
ing in  weakly  women  ;  in  general,  however,  it  proceeds  within 
strictly  physiological  limits,  inasmuch  as  it  is  hardly  ever  fol- 
lowed by  injurious  consequences  in  vigorous  individuals. 

Lactation  atrophy  disappears,  as  a  rule,  spontaneously  with 
the  cessation  of  lactation  :  very  rarely  it  passes  into  a  permanent 
atrophy.  The  author  has  never  observed  the  latter  condition  in 
an  experience  extending  over  ten  years,  and  is  somewhat  scep- 
tical about  it.  He  bases  his  doubts  on  the  fact,  of  which  he  has 
convinced  himself,  that  the  ovaries  of  healthy  women  do  not 
take  part  in  the  lactation  atrophy,  and   that  even  the  cervix  is 
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.scarcely  appreciably  implicated.  The  structures  nearest  the 
entrance  of  the  spermatic  and  uterine  vessels  do  not  take  part  in 
the  atrophy,  and  this  fact  assures  the  regeneration  of  the  body 
of  the  uterus.  While  in  high  grades  numerous  branches  may 
undergo  degeneration  and  cause  atrophy  of  the  tissue  they  sup- 
ply, yet  the  framework  remains  intact  and  forms  the  starting 
point  of  the  regeneration  of  the  uterus  after  the  lactation  has 
terminated. 

It  may  almost  appear  questionable  whether  the  details  of  this 
reflex  trophoneurosis  will  ever  be  determined.  A  similar  oc- 
currence is  observed  in  cases  of  osteomalacia  cured  by  castration. 
Here,  too,  we  see  a  disturbance  of  nutrition  originally  localized 
in  the  pelvic  bones,  the  sternum,  and  the  ribs,  doubtless  depend- 
ing on  local  conditions,  but  unquestionably  intimately  related  to 
the  functions  of  the  genitals,  especially  the  ovaries,  after  the 
removal  of  which  it  may  disappear  as  if  by  magic.  Apparently 
it  is  the  same  nerve  regions  which  cause  at  one  time  nutritive 
disturbance  in  the  bone,  at  other  times,  in  lactation  atrophy,  in 
the  muscular  and  connective  tissues. 

Thorn's  views  as  to  the  nature  and  the  manifestations  of  lac- 
tation atrophy  rest  now  on  far  more  abundant  material  than  at 
the  time  of  his  first  publication,  but  they  have  not  changed 
much.  They  are  that  the  uterus  of  every  nursing,  amenorrheic, 
healthy  woman  shows  a  greater  or  less  degree  of  atrophy.  This 
depends  directly  on  lactation,  and  as  a  rule  disappears  after  its 
cessation.  This  process  is  to  be  included  among  the  reflex 
trophoneuroses  and  usually  remains  within  physiological  limits. 

I.    F. 

2.  Gaertig,  H. :  Erythema  in  the  Puerperilm  [Centr.  f. 
Oyn.,  1894,  No.  30). — The  author  reports  a  case  in  which  the 
same  eruption  occurred  in  three  successive  pregnancies.  The 
patieut's  history  presents  nothing  peculiar  except  that  anemia 
existed  from  the  onset  of  menstruation  at  the  age  of  15.  No 
skin  disease  at  any  time.  Three  days  after  her  first  delivery  an 
itching  erythematous  eruption  with  wheals  appeared  on  the  ab- 
domen and  extended  above  the  navel.  In  about  two  days  im- 
provement set  in  with  desquamation.  After  the  eruption  had 
disappeared  from  the  abdomen  it  developed  successively  on  the 
legs,  arms,  and  breast.  The  puerperium  was  slightly  febrile; 
no  pharyngeal  affection;  no  albumin  in  the  urine.  About 
twenty  hours  after  her  second  delivery,  which  was  followed  by 
profuse  hemorrhage  and  great  anemia,  itching,  swelling,  and 
erythema  appeared  on  the  abdomen,  followed  by  a  vesicular  erup- 
tion on  the  afternoon  of  the  third  day.  Temperature  104  F. 
No  rigor,  no  albumin,  no  pharyngeal  affection.  The  eruption 
disappeared  in  the  next  two  days  under  desquamation,  but  soon 
developed  anew  on  the  extremities.  Three  days  later  the  erup- 
tion  had    faded    and    was  followed   by  branny   desquamation. 
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Temperature  during  the  outbreak  reached  103°  and  105°  F. 
Nothing  pathological  in  the  genital  tract;  normal  involution. 
On  the  ninth  day  of  the  puerperinm  swelling  and  infiltration  of 
the  skin  of  the  face,  dorsum  of  hand,  forearms,  and  dorsum  of 
foot  occurred.  Fever  continued  three  days.  Urine  free  from 
a  I  ltuni  in.  The  last-named  infiltration  yielded  slowly  with  the 
improvement  of  the  anemia.  The  third  pregnancy  and  labor 
were  regular,  but  profuse  hemorrhage  occurred  directly  after. 
Anemia  less  profound  than  in  the  previous  puerperinm  and 
recovery  more  rapid.  (Mi  the  second  day  of  the  puerperinm 
the  erythema  again  developed  on  the  abdomen  and  was  associ- 
ated with  swelling,  itching,  and  the  eruption  of  small  wheals. 
It  decreased  on  the  next  day,  but  fresh  outbreaks  formed  on  the 
left  thigh  and  the  right  arm.  Temperature  normal  ;  no  albumin 
in  the  urine  ;  nothing  abnormal  in  the  pharynx.  The  itching 
was  the  only  troublesome  symptom.  Complete  recovery  in  a 
few  days. 

Erysipelas  and  scarlatina  could  be  excluded  in  this  case,  and 
hence  the  erythema  must  be  interpreted  as  a  special  disease  of 
the  puerperinm,  particularly  as  it  occurred  three  times  in  suc- 
cession, while  the  patient  had  never  suffered  from  a  similar 
eruption  at  other  times.  The  intensity  of  the  eruption  seemed 
to  coincide  with  the  greater  loss  of  blood  and  consequent  ane- 
mia.    No  internal  disinfection  was  employed.  i.  r. 

3.  Goldberg,  A. :  A  Case  of  Hematoma  of  the  Yulva 
and  Vagina  after  Delivery  (Oentr.  f.  Gyn.,  1894,  No.  30). 
— Cases  of  this  character  are  rare  ;  according  to  "Winckel  the 
proportion  is  1 : 1,600  labors.  Ipara,  aged  20,  medium  height, 
muscles  well  developed  but  adipose  scanty  ;  health  always  good  ; 
menses  at  14,  regular  and  painless.  Family  history  good.  Cata- 
menia  ceased  immediately  after  marriage.  Patient  felt  well 
during  pregnancy.  Labor  at  term,  lasted  three  days,  but  ter- 
minated without  artificial  interference.  The  child  was  well  de- 
veloped. The  attending  physician  left  the  patient  after  the 
placenta  had  been  spontaneously  expelled.  The  child's  head 
had  not  remained  long  in  the  pelvic  outlet.  A  rigid  os  was  the 
cause  of  the  slow  delivery.  The  patient  is  said  to  have  felt 
exceptionally  well  after  delivery.  The  attendant  was  recalled 
after  an  hour,  as  the  patient  suffered  from  vertigo  and  a  tumor 
protruded  from  the  genitals.  "When  Goldberg  arrived,  ten 
hours  after  delivery,  he  found  the  following  condition  :  Patient 
much  excited,  lying  in  dorsal  position,  and  complaining  of  vio- 
lent pains  in  the  external  genitals.  Pulse  full,  80 ;  temperature 
98.6°  ;  respiration  20.  She  shrinks  from  the  slightest  touch. 
On  inspection  the  left  labium  majus  is  found  enormously  swol- 
len and  the  perineum  greatly  distended.  The  tumid  parts  are 
painful,  dark  blue,  fluctuating  on  pressure,  and  have  the  size  of 
a  small  child's  head.     In  the  centre  of  the  swelling  the  skin  has 
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cracked  over  a  space  measuring  about  three  centimetres,  so  that 
the  panniculus  adiposus  is  visible.  The  rima  vulvse  is  hard  to 
find,  being  crowded  forward  and  far  to  the  right.  Introduction 
of  the  finger  into  the  vagina  is  painful  ;  the  inward  protrusion 
of  the  tumor  can  be  distinctly  felt,  but  its  limits  cannot  be  de- 
termined owing  to  the  pain.  Uterus  well  contracted.  The  dia- 
gnosis was  not  difficult.  When  the  head  had  emerged  the 
soft  parts  had  been  much  bruised,  a  vessel  had  ruptured,  and 
blood  was  effused  into  the  tissue  of  the  left  labium  ma  jus.  As. 
it  was  not  likely  that  the  hemorrhage  would  increase  and  as  the 
hygienic  conditions  were  not  good,  no  surgical  interference  was 
undertaken.  Ice  and  the  best  possible  antisepsis  were  ordered. 
After  four  days  the  tumor  ruptured,  the  blood  escaped  outward, 
and  the  patient  left  her  bed  in  three  weeks.  The  pnerperium 
was  afebrile.  Two  months  later  a  small,  pinhead-sized  opening 
remained  in  the  perineum,  which  admitted  the  sound  to  the 
depth  of  about  five  centimetres.  i.  r. 

4.  Hennig  :    The    Proofs    of   the   Reciprocal    Relations 

BETWEEN    THE    HEART    AND    THE    UTERUS     {Festschrift    d&T     GeS. 

f.  Geb.  a.  Gyn.,  1894). — The  author  bases  his  remarks  on  his 
experience  with  fibromyomata  of  the  uterus.  He  relates  the 
histories  of  four  patients  who  complained  of  palpitation,  rush 
of  blood  to  the  head,  and  to  some  extent  of  pain  in  the  chest 
and  dyspnea.  Examination  of  the  internal  genitals  proved  the 
existence  in  all  the  patients  of  a  more  or  less  extensive  de- 
velopment of  myomata  of  the  uterus. 

After  operative  removal  of  the  tumors  the  heart  symptoms 
disappeared  completely  in  two  cases;  in  the  third  and  fourth 
cases  they  ceased  spontaneously  as  the  growth  of  the  tumor 
lessened.  In  only  one  of  the  latter  patients  an  enlargement  of 
one-third  of  its  volume  remained  in  the  heart  and  could  be 
demonstrated  by  percussion ;  in  the  other  three  patients  no 
changes  were  found  objectively  in  the  heart  despite  the  symp- 
toms present.  i.  f. 

5.  Condamin,  R. :  The  Surgical  Treatment  of  Inope- 
rable Carcinoma  of  the  Uterus  {Bull,  du  Lyon  med.,  July  3d, 
1893). — The  first  portion  of  the  paper  deals  with  the  limits 
within  which  operation  is  to  be  performed.  Since  every  operator 
will  decide  upon  each  case  according  to  his  own  experience  and 
self-reliance,  it  would  be  idle  to  summarize.  From  the  second 
part,  which  discusses  the  surgical  treatment,  stress  need  be  laid 
only  upon  the  advice  to  secure  thorough  dilatation  before  curet- 
ting for  hemorrhages  from  the  uterine  cavity,  and  upon  the 
author's  preference  for  zinc  chloride  as  a  caustic.  He  claims  to 
have  observed  that  after  thorough  curetting,  followed  by  a 
single  cauterization  with  zinc  chloride  (1:2),  in  stick  or  paste, 
the  carcinoma  remained  almost  stationary  for  six  months  to  a 
year  and  more.  Antipyrin  is  strongly  recommended  for  the 
pains.  i.  f. 
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fi.    Wkstkrmark   (Stockholm):    On  the  Sacral  Method  of 
Extirpation    of    tiik    Carcinomatous     Uterus    (Hygiea,   lvi., 
No.  1). — The  author  has  operated  by  the  sacral  method   on  ten 
cases,  which  are  briefly  reported.     The  indication  in  every  case 
was  the  impossibility  of  removal  through  the  vagina  (which  had 
been  vainly  attempted  in  two  cases),  partly  because  of  extension 
of  the  neoplasm  to  the  vaginal  walls,  partly  because  of  perimetric 
infiltration.     Regarding  the  technique  the  author  restricted  him- 
self in  all  cases  to  the  enucleation  of  the  coccyx,     in  seven  cases 
the  author  followed  in  the  main  the  most  recent  directions  of 
Hocbenegg,  but  he  worked  upward  on  the  right  of  the  rectum. 
The  vagina  had  to  be  opened  in  the  majority  of  cases,  owing  to 
the  spread  of  the  neoplasm  to  this  organ,    and   proved  on  the 
whole  quite  serviceable.     The  main  difficulty  was  encountered 
in  finding  the  peritoneum.     In  the  last  two  cases,  therefore,  the 
author  opened  it  at  the  beginning  of  the  operation  through  the 
vagina,  and  finds  this  modification  (Czerny)  very  useful.     Wes- 
termark  always  begins  the  operation  with  a  thorough  curettage 
and  disinfection  of  the  carcinomatous  masses,  tampons  the  ute- 
rine cavity,  and  occludes  the  os  underneath.     Herzfeld's  mode 
of  stitching  the  anterior  and  posterior  layer  of  the   peritoneum 
at  the  beginning  of  the  operation  was  omitted  by  the  author  in 
all  cases,  since  he  found  that  it  rendered  the  extirpation   more 
difficult.     He   thinks   the   reason    is    that  he,  like  Hochenegg, 
makes  the  cutaneous  incision  far  down,  not  above  like  Herzfeld. 
Of  complications  during  the  operation  may  be  noted  in  two  cases 
injury  of  the  ureter.     In   one  case  the  ureter  was  divided,  the 
central  end  fastened  in  the  sacral  wound,  and  the  fistula  cured 
subsequently  by  nephrectomy.     In  the  other  case  the  ureter  was 
merely  nicked  ;  the  wound  was  stitched   immediately,  and  re- 
covery ensued. 

Of  the  author's  ten  cases  two  died — one,  who  was  in  a  very 
poor  condition,  a  few  hours  after  the  operation  of  shock  (physio- 
logical salt  solution  was  infused  three  times  in  amounts  of  five 
hundred  cubic  centimetres) ;  the  other  one  month  after  opera- 
tion of  pyelitis  and  cystitis.  Of  one  hundred  and  four  cases 
collected  by  the  author  twenty-five  died.  The  author's  cases  are 
still  too  recent  to  enable  him  to  answer  the  question  of  relapses. 
Of  the  eight  surviving  cases  three  had  relapses  after  five,  four, 
and  three  months  respectively.  Five  were  free  from  relapses 
eleven,  seven,  six,  five,  and  two  months  respectively  after  the 
operation. 

The  author  believes  the  sacral  method  to  be  indicated  in  all 
cases  where  removal  through  the  vagina  is  impossible  or  very 
difficult  (infiltration  of  the  parametria,  narrowness  of  the  vagina, 
carcinomatous  degeneration  of  the  vaginal  walls),  but  where 
there  is  still  some  prospect  of  cure  by  the  radical  removal  of  all 
diseased  tissue.  i.  r. 
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VAGINAL   HYSTERECTOMY   AS   DONE  IN  FRANCE.1 


EDGAR  GARCEAU,   M.D., 

Electro-Therapeutist  to  the  Free  Hospital  for  Women,  Boston;  Visiting  Physician  to 

Convalescent  Home,  St.  Elizabeth's  Hospital, 

Boston,  Mass. 


(With  thirteen  illustrations.) 


In  1886  Pean  removed  the  uterus  through  the  vagina  from  a 
patient  who  had  undergone  celiotomy  at  his  hands  four  years  pre- 
viously. The  primary  operation  was  done  for  inflamed  appen- 
dages and  was  unsuccessful  in  relieving  pain.  The  hysterectomy 
was  brilliant  in  its  results.  This  incident  led  him  to  think  that 
perhaps  too  much  attention  had  been  bestowed  upon  the  appen- 
dages, and  that  the  uterus  might  be  quite  as  much  responsible 
for  pelvic  pains  as  the  ovaries  and  tubes.  Reasoning  that  the 
uterus  was  diseased  as  well  as  the  appendages,  and  frequently 
more  so,  though  perhaps  not  appreciated  as  such,  he  came  to  the 
conclusion — certainly  a  logical  one — that,  in  cases  of  pelvic  in- 

1  Read  before  the  Gynecological    Section  of    the    Massachusetts    Medical 
Society,  December  27th,  1894. 
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flam niation  involving  the  female  organs  of  generation,  not  only 
should  the  appendages  be  removed,  but  likewise  the  uterus  as 
well.  As  his  observations  extended  and  his  experience  grew 
larger,  he  found  that  even  in  those  cases  in  which  the  uterus 
was  removed  and  the  appendages  abandoned  a  cure  resulted 
which  proved  to  be  permanent  in  the  vast  majority  of  cases.  A 
convincing  argument  in  favor  of  the  new  method  was  that  the 
mortality  was  very  much  lower  than  that  of  celiotomy,  ceteris 
paribus.  His  first  sixty  cases  all  recovered  ;  among  them  were 
some  severe  types  of  pelvic  inflammation  with  dense  adhesions 
matting  the  intestines  together  to  such  an  extent  that  celiotomy 
would  have  been  dangerous  had  it  been  attempted. 

The  new  operation  met  with  great  disfavor.  For  a  while  Pean 
was  alone  in  upholding  his  views.  Segond  was  the  first  con- 
vert. He  saw  Pean  operate  and  cure  a  patient  who  had  the 
worst  kind  of  pelvic  inflammation.  It  was  clearly  a  desperate 
case:  the  uterus  was  firmly  embedded  in  dense  adhesions;  the 
induration  of  the  viscera  extended  almost  up  to  the  umbilicus. 
To  remove  the  appendages  by  celiotomy  was  not  to  be  thought 
of.  To  remove  the  uterus  vaginally  under  such  conditions 
seemed  impossible.  Pean  demonstrated  the  feasibility  of  doing 
this  and  cured  the  patient  besides. 

Gradually  the  operation  gained  a  foothold,  mainly  through 
the  able  writings  of  Segond,  who  defended  it  with  extraordinary 
energy,  until  now  even  its  bitterest  opponents  are  forced  to  ad- 
mit that  vaginal  hysterectomy  has  a  place  in  surgery. 

At  the  present  time  the  question  when  to  do  vaginal  hyste- 
rectomy and  when  to  do  celiotomy  is  far  from  settled.  There 
are  some  who  do  the  vaginal  operation  in  all  cases  of  double  sal- 
pingitis, associated  or  not  with  purulent  collections,  and  others 
who  do  it  only  when  celiotomy  is  contraindicated  ;  still  others 
occupy  a  middle  ground.  As  in  all  questions  of  this  kind,  the 
future  will  decide. 

The  operation. — The  instruments  should  be  :  three  knives 
with  long  handles,  one  straight,  two  curved  on  the  flat  with 
edges  right  and  left  respectively;  five  vaginal  retractors  of  the 
Pean  model;  two  pairs  of  scissors,  straight  and  curved,  with 
blunt  points ;  two  three-toothed  traction  forceps ;  two  bullet- 
traction  forceps ;  a  plentiful  supply  of  hemostatic  forceps  having 
a  bite  of  different  lengths — a  half-dozen  of  one  and  a  quarter 
inches,  a  half-dozen  of  three  inches,  a  few,  curved  on  the  flat,  of 
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three  inches,  and  about  a  dozen  ordinary  small  ones ;  uterine 
sound ;  needles,  etc.,  in  case  the  bladder  is  opened ;  two  hooks 
for  everting  the  uterus  ;  self-retaining  catheter ;  reflux  catheter ; 
sponge  holders  ;  uterine  curettes  and  dilators. 

The  Pean  retractors  require  special  mention.  They  are  long, 
flat  blades  gently  curved  at  the  very  end,  mounted  on  strong 
aluminum  handles.  In  the  middle  of  the  instument,  at  the 
junction  of  the  blade  and  the  handle,  is  a  sharp  angle  which 
increases  the  efficiency  of  the  instrument,  for  it  makes  it  easier 
for  the  assistant  to  manage.  Each  blade  is  four  and  a  half 
inches  long  and  one  and  a  quarter  inches  wide  ;  the  handles  are  of 
about  the  same  length.  Four  of  the  retractors  are  of  the  same 
size  and  are  used  to  separate  the  vaginal  walls  and  expose  the 
cervix.  The  fifth  retractor  is  only  seven-eighths  of  an  inch  wide, 
though  of  the  same  length  ;  it  is  very  useful  to  slip  into  a  small 
opening  in  the  peritoneum,  and  serves  as  a  guide  to  a  larger 
retractor. 

The  hooks  may  also  be  mentioned  ;  they  are  eleven  inches  long 
and  have  each  two  hooks  at  their  extremities,  three-eighths  of  an 
inch  apart.    They  are  very  useful  at  times  in  everting  the  fundus. 

The  self-retaining  catheter  is  very  ingenious.  It  is  an  ordi- 
nary flexible  soft-rubber  catheter,  having  opposite  its  eyelets 
two  rubber  shoulders  projecting  one-quarter  of  an  inch  from 
the  shaft,  one  on  each  side.  These  prevent  it  from  slipping  out 
of  the  bladder  unless  considerable  traction  is  made ;  if  this  is 
done  the  rubber  shoulders  straighten  out  and  the  catheter  is 
removed.  To  introduce  the  instrument  a  long  whalebone  sound 
is  passed  into  the  canal  of  the  catheter  as  far  as  its  tip.  By 
drawing  the  mouth  of  the  catheter  toward  the  free  end  of  the 
sound  its  shoulders  straighten  out  and  it  can  be  easily  passed. 

Preparation  of  the  patient. — For  eight  days  before  the  opera- 
tion the  patient  has  vaginal  douches  of  corrosive  sublimate  1 :  2000. 
The  day  before  she  is  well  purged,  and  this  is  followed  by  a 
rectal  enema  at  least  six  hours  before  the  operation  ;  if  this  is 
not  done,  and  the  enema  given  just  before  operation,  there  may 
be  great  annoyance  caused  by  the  discharge  of  fluid  which  has 
not  wholly  escaped.  It  is  unnecessary  to  comment  on  the  details 
of  cleansing  and  shaving;  soap,  brush,  and  corrosive  are  freely 
used,  both  externally  and  in  the  vagina.  The  urine  is  now 
drawn  and  the  limits  of  the  bladder  determined  by  the  finder  in 
the  vagina. 
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In  these  as  well  as  in  celiotomy  cases  the  French  surgeons 
have  their  patients'  lower  limbs  wrapped  in  cotton  wool  and 
bandaged  ;  this  remains  on  three  days;  it  lessens  shock. 

The  patient  being  on  the  back,  the  operator  now  examines  the 
pelvic  organs  in  order  to  determine  what  his  line  of  action  shall 
be.  In  the  majority  of  cases  it  is  most  convenient  to  operate  the 
patient  in  the  dorso-sacral  position  ;  it  is  easier  for  the  assistants, 
the  patient  remains  stationary,  her  breathing  is  not  interfered 
with,  and  fewer  assistants  are  needed.     "When,  however,  on  ex- 


Fig.  1.  —The  retractors  are  in  position  and  the  bullet  forceps  draws  down  the  cervix. 


amination  the  uterus  is  found  to  be  firmly  adherent,  surrounded 
by  masses,  and  high  up,  the  left-lateral  position  of  Pean  will  be 
preferred,  for  more  room  will  be  gained.  But  this  cannot  be 
said  to  be  a  hard-and-fast  rule,  for  the  majority  of  French  ope- 
rators, except  Pean,  never  under  any  circumstances  use  the  left- 
lateral  position,  believing  that  there  is  no  uterus  which  cannot  be 
attacked  to  advantage  in  the  dorso-sacral  position.  The  left- 
lateral  is  practically  Sims'  position,  except  that  the  left  limb  is 
extended  and  the  right  one  sharply  flexed  on  the  patient's  chest. 
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Simple  Yaginal  Hysterectomy  without  Complications,  the 
uterus  being  removed  en  masse. — Most  surgeons,  particularly  the 
Americans,  prefer  to  use  ligatures  instead  of  forceps  for  control- 
ling hemorrhage.  This  method  is  certainly  much  more  comfort- 
able for  the  patient,  but  when  it  is  necessary  to  do  an  operation 
quickly  it  is  perhaps  better  to  employ  forceps.  The  objections 
to  forceps  are  their  alleged  insecurity,  the  possibility  of  wound- 
ing the  viscera,  and  the  difficulty  of  maintaining  asepsis.  A 
careful  operator  will  avoid  all  these  mishaps.  The  advantages 
are :  they  are  easily  applied ;  they  are  easily  removed  ;  they 
control  hemorrhage  perfectly  ;  there  is  no  subsequent  fistula 
(from  suture) ;  and,  lastly,  they  shorten  the  operation.  In  the 
descriptions  which  follow  it  will  be  assumed  that  forceps  are 
used. 

In  all  cases  in  which  endometritis  is  present  it  is  well  to  dilate 
and  curette  the  uterus  ;  some  operators  inject  it  with  iodine  after 
curetting. 

The  operation  begins  by  placing  the  four  large  retractors  in 
position,  one  on  each  side  and  one  anteriorly  and  posteriorly. 
The  assistant  on  the  left  of  the  patient,  the  more  important  posi- 
tion, manages  the  anterior  and  left-lateral  retractors,  while  the 
right  assistant  manages  the  other  two. 

The  cervix  is  now  seized  with  traction  forceps  and  the  uterus 
lowered  as  much  as  possible  (Fig.  1). 

Segond's  incision  is  infinitely  the  best,  for  by  using  it  he  has 
never  clamped  the  ureter  (four  hundred  cases).  It  is  made  with 
a  knife.  He  keeps  somewhat  close  to  the  os  externum  anteriorly. 
Posteriorly,  however,  he  allows  the  knife  to  cut  a  little  further 
away  (about  a  third  of  an  inch  more).  Having  done  this,  he 
makes  two  additional  incisions,  one  on  each  side,  parallel  to  the 
lower  border  of  the  broad  ligament;  each  is  two-thirds  of  an 
inch  long.  The  advantage  is  twofold  :  it  gives  more  room  and 
it  protects  the  ureter.  The  distance  of  the  circular  incision  from 
the  os  externum  varies,  of  course,  with  the  size  of  the  cervix  and 
the  attachments  of  the  bladder.  Care  should  be  taken  not  to 
cut  too  far  out  for  fear  of  wounding  the  bladder,  nor  too  near 
the  os  ;  in  the  latter  case,  the  line  of  "  cleavage  "  between  the 
bladder  and  the  uterus  not  being  hit,  the  operation  would  be 
laborious  and  slow. 

Directly  the  incision  is  made  the  tip  of  the  anterior  retractor 
is  forced  into  the  wound  and  pulled  upward  and  backward  along 
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the  cervix  (Fig.  2).  The  sectioned  tissue  yields  a  good  deal 
— surprisingly  so,  in  fact — and  it  is  just  this  maneuvre  that 
makes  the  Pean  instrument  of  so  great  value.  While  the  retrac- 
tor is  pulling  back  the  tissue  the  blunt-pointed  curved  scissors 
are  used  to  separate  the  attachments  between  the  bladder  and 
the  cervix ;  the  concave  curve  of  the  scissors  should  point  toward 
the  uterus.  Now  short  snips  are  taken  from  left  to  right,  the 
greatest  care  being  taken  to  keep  as  close  to  the  uterus  as  pos- 
sible in  order  to  avoid  the  bladder.     With  each  snip  of  the 


Fig.  2.— The  Segond  incision  has  heen  made  and  a  large  part  of  the  cervix  denuded . 
The  anterior  retractor  pulls  'up  the  divided  tissue,  and  the  bullet  forceps  pulls  down  the 
uterus.    The  scissors  are  shown. 


scissors  the  retractor  takes  a  fresh  hold,  being  introduced  into 
the  part  just  cut  by  the  scissors.  It  is  truly  astonishing  to 
witness  for  the  first  time  the  wonderful  help  given  by  the  retrac- 
tors; without  them  morcellation  would  be  impossible.  Unless 
the  attachments  between  the  bladder  and  the  uterus  extend 
high  up,  which  is  rare,  the  peritoneal  cavity  will  soon  be  opened  ; 
it  may  be  recognized  by  its  bluish  coloration  and  smooth  surface. 
The  large  anterior  retractor  is  now  discarded  and  the  narrow 
one  thrust  into  the  opening    made  ;   the  finger  completes  the 
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separation.  Some  operators  prefer  to  use  the  finger  instead  of 
the  scissors  in  separating  the  anterior  attachments ;  this  is  not 
necessary,  for  if  the  retractor  is  properly  used  there  is  no  danger 
of  wounding  the  bladder  or  ureters.  However,  when  the  peri- 
toneal cavity  is  being  neared  it  is  well  to  explore  with  the  finger 
occasionally ;  if  the  tissues  give  at  any  one  point,  this  point  is 
probably  nearest  the  peritoneal  cavity. 

Having  opened  anteriorly,  the  same  process  is  performed  pos- 
teriorly ;  here,  however,  the  finger  will  prove  of  greater  service 
than  the  scissors.  Sometimes  it  will  be  best  to  work  in  front  and 
behind  simultaneously.  The  hemorrhage  up  to  this  stage  is 
insignificant  and  may  be  disregarded. 

Everting  the  uterus. — Anterior  method.  Traction  downward 
should  be  made  as  much  as  possible  by  means  of  the  forceps 
still  on  the  cervix.  Now  the  long-handled  hook  is  dug  into  the 
anterior  wall  as  high  up  as  possible,  and  traction  made ;  the  ute- 
rus yields  and  begins  to  evert ;  the  other  hook  is  placed  higher 
up  and  traction  again  made.  By  repeating  this  process  the  ute- 
rus suddenly  pops  out,  sometimes  unexpectedly. 

Posterior  method.  "When  the  uterus  is  retroflexed,  and  also 
in  cases  in  which  the  anterior  attachments  are  unusually  high, 
the  posterior  method  is  to  be  preferred.  By  using  this  method 
it  is  not  necessary  to  complete  the  separation  of  the  anterior 
attachments.  The  finger  introduced  into  the  posterior  cul-de-sac 
explores  the  back  of  the  uterus.  Using  the  finger  as  a  guide,  a 
pair  of  bullet  forceps  is  introduced  and  seizes  the  uterus  high  up 
on  its  posterior  surface.  The  organ  is  now  pulled  down  and  out 
in  such  a  way  as  to  evert  the  fundus  through  the  vulva.  By 
this  movement  the  broad  ligaments  are  twisted  on  themselves  ; 
their  lower  borders  look  up  and  in  front,  their  upper  borders 
down  and  behind.  If  the  vesico-uterine  attachments  have  not 
been  separated  entirely,  this  maybe  done  now;  the  finger  is 
passed  up  behind  by  the  side  of  the  uterus  over  the  broad  liga- 
ment, and  serves  as  a  guide  to  complete  the  separation 

Hemostasis. — A  hemostatic  forceps  is  now  placed  on  the  left 
broad  ligament  from  above  downward  (with  relation  to  the  pa- 
tient), whether  the  posterior  or  the  anterior  method  has  been  used. 
To  do  this  the  index  finger  seeks  the  top  of  the  broad  ligament, 
and  guides  the  forceps,  preventing  it  from  seizing  the  intestines  ; 
when  the  tip  of  the  forceps  strikes  the  palm  of  the  hand  it  is 
locked.     The  ligament  is  now  cut  close  to  the  uterus,  so  as  to 
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leave  some  tissue  protruding  from  the  forceps,  for  this  might 
slip  if  this  were  not  done.  The  same  is  done  on  the  opposite 
side  and  the  uterus  removed. 

Sometimes  there  is  a  little  oozing  from  the  vaginal  wound,  as 
well  as  from  the  prerectal  tissue.  It  should  be  controlled  by 
clamping  the  peritoneal  and  the  vaginal  edges  together  with 
small  forceps. 

Dressing. — Drainage  is  not  required  ;  the  forceps  assure  com- 
plete drainage.  The  dressing  consists  of  small  tampons  of  gauze 
well  saturated  with  iodoform  powder;  each  tampon  has  a  string 
attached  to  it  so  that  it  can  easily  be  removed.  Care  should  be 
taken  to  place  the  tampons  above  the  tips  of  the  forceps,  if  this 
is  possible,  in  order  to  prevent  the  intestines  from  lying  on  these, 
thus  producing  pressure  necrosis.  Other  tampons  are  placed 
between  the  forceps  and  the  vaginal  walls,  while  a  strip  of  gauze 
is  placed  between  them  and  the  vulva.  The  patient  is  cathe- 
terized  again,  and  the  dressing  completed  by  covering  the 
handles  of  the  forceps  with  aseptic  cotton  ;  a  bandage  is  then 
applied.  The  patient  is  put  to  bed  and  her  knees  flexed  and 
supported  by  a  cushion.  Pain  is  controlled  by  subcutaneous 
injections  of  morphine.  In  forty-eight  hours  the  forceps  are 
removed  and  the  vulva  and  vagina  douched.  It  is  only  after 
the  sixth  day  that  the  upper  tampons  are  removed  ;  this  is  in 
order  to  allow  the  peritoneal  wound  opportunity  to  contract 
down.  Fresh  tampons  are  at  once  replaced  after  douching. 
The  dressing  may  now  be  done  every  day.  In  three  weeks  the 
patient  is  up  and  about. 

Details. — Many  surgeons  employ  a  self-retaining  catheter. 
If  the  instrument  is  aseptic  there  is  no  danger  of  cystitis;  it  is 
not,  however,  absolutely  necessary  to  use  one. 

In  incising  the  vagina  the  greatest  care  must  be  taken  to  keep 
close  to  the  uterus,  which  serves  as  a  guide.  Experiments  on 
the  cadaver  have  shown  that  by  using  Segond's  incision  there  is 
less  danger  of  wounding  the  ureter.  If  the  simple  circular  inci- 
sion was  made  it  was  found  that  the  ureter  was  one-half  inch 
(1.5  centimetres)  from  the  uterus,  whereas  with  Segond's  inci- 
sion the  distance  was  increased  to  five-sixths  of  an  inch  (2.5 
centimetres).  The  explanation  is  perhaps  to  be  found  in  the 
greater  freedom  of  motion  downward  accorded  the  uterus,  the 
ureters  at  the  same  time  slipping  outward  and  upward. 
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If  a  fistula  is  made  it  is  sewed  at  once;  the  natural  contrac- 
tion of  the  tissues  will  do  much  to  close  these  fistulse. 

During  the  eversion  of  the  uterus  a  bullet-traction  forceps 
should  pull  down  the  cervix  and  prevent  it  from  being  carried 
up  into  the  peritoneal  cavity  ;  the  uterus  is  flexed  on  itself  in 
doing  this. 

If  the  uterus  cannot  be  everted,  but  can  be  lowered,  the  fol- 
lowing maneuvres  should  be  performed :  The  cul-de-sacs  being 
opened,  the  index  finger  of  the  left  hand  is  introduced  into  the 
anterior  opening  in  front  of  the  uterus  and  seeks  the  top  of  the 
left  broad  ligament ;  then  taking  a  long  hemostatic  forceps,  one 
jaw  is  introduced  into  the  posterior  opening  and  the  other  into 
the  anterior ;  before  locking,  the  index  finger  explores  behind  and 
pushes  aside  intestines  if  they  prolapse ;  this  has  already  been 
done  anteriorly.  The  ligament  is  clamped  and  cut  and  the  ute- 
rus delivered.  It  is  now  a  simple  matter  to  clamp  the  right 
broad  ligament. 

If  the  uterus  will  not  descend  progressive  clamping  must  be 
done.  The  lower  part  of  the  ligament  is  seized  with  a  forceps 
having  a  bite  of  one  and  a  quarter  inches  on  each  side  ;  the 
ligament  is  cut  up  to  the  tip  of  the  forceps,  and  the  uterus,  thus 
liberated,  is  lowered  ;  progressive  clamping  is  done  until  the  or- 
gan is  out.  If  the  uterus  will  not  descend,  apd  the  operator  is 
obliged  to  introduce  his  forceps  directly  into  the  pelvic  cavity, 
the  forceps  must  never  be  locked  until  the  finger  has  explored 
anteriorly  and  posteriorly.  Richelot  passes  his  index  and  mid- 
dle fingers  into  the  anterior  and  posterior  cul-de-sacs  respec- 
tively and  guides  his  clamps  in  the  most  perfect  manner.  Care 
should  be  taken  that  the  forceps  do  not  nip  the  vagina,  rectum, 
or  bladder  ;  sloughing  would  ensue  (Mauclaire). 

Vaginal  Hysterectomy  when  the  Uterus  is  Adherent 
{hysterectomy  for  pelvic  suppuration). — This  operation  is  per- 
haps the  most  difficult  of  any  on  the  pelvic  organs.  Various 
expedients  have  been  devised  since  Pean's  first  operation  ;  they 
bear  the  names  of  their  originators,  but  the  credit  belongs  en- 
tirely to  Pean,  for  it  was  he  who  took  the  initiative,  and  his 
operation  to-day  is  applicable  to  all  cases,  even  the  most  diffi- 
cult. The  others  are  merely  modifications,  and  they  bear  a 
striking  resemblance  to  the  Pean  operation.  Quenu  and  Miiller 
remove  the  uterus  by  median  section ;  Doyen  removes  it  by 
hemisection  of  the  anterior  wall,  and  everts  it  by  traction. 
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The  best  operation  is  perhaps  a  combination  of  the  Pean  and 
the  Doyen.  Briefly  it  may  be  described  as  having  three 
stages  :  first,  removal  of  the  inferior  segment  of  the  uterus  ; 
second,  removal  by  morcellation  of  the  anterior  wall  of  the  ute- 
rus ;  and,  third,  eversion  anteriorly  of  the  stump.  Probably  no 
one  operates  better  than  Richelot  by  this  method.  He  operates 
as  follows  :  The  patient  being  on  the  back,  the  retractors  are 
introduced  and  the  cervix  seized  (Fig»  1).  The  Segond  incision 
is  now  made  and  denudation  effected  of  the  cervix  proper  exactly 


"1  Fig.  3.— The  lateral  retractors  have  been  removed  and  their  places  taken  by  the  clamps 
which  have  seized  the  uterine. 


as  described  in  the  preceding  operation  (Fig.  2).  As  much  of 
the  anterior  and  posterior  attachments  is  freed  as  possible, 
using  the  retractors  to  pull  back  the  liberated  tissue.  The  fin- 
ger, as  well  as  the  scissors,  should  be  used  to  separate  the  adhe- 
sions, which  are  frequently  exceedingly  dense,  especially  poste- 
riorly ;  the  finger  will  prove  to  be  quite  as  serviceable  as  the 
scissors,  and  some  operators  prefer  it  to  the  scissors.  In  most 
instances  as  much  as  an  inch  or  more  can  be  liberated  anteriorly 
and  posteriorly  ;  every  effort  should  be  made  to  do  this,  because 
the  uterine  artery  is  to  be  clamped,  and  to  secure  it  the  first 
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forceps  should  seize  the  broad  ligament  for  at  least  an  inch  above 
its  lower  border.  The  forefinger  of  the  left  hand  is  now  placed 
on  the  anterior  surface  of  the  cervix  and  glides  along  outward 
toward  the  base  of  the  broad  ligament ;  it  penetrates  between 
the  anterior  peritoneal  fold  and  the  ligament  proper  and  pushes 
aside  the  ureter,  which  is  not  far  distant;  the  same  is  done  be- 
hind. Then  two  fingers  grasp  the  broad  ligament  and  serve  as 
guides  to  the  first  forceps,  which  seizes  the  ligament  at  least  an 


Fig.  4. — The  cervix  has  been  split  transversely  into  two  flaps,  which  are  seized  by  bullet 
forceps.    The  uterine  clamps  are  shown. 


inch  from  its  lower  border  and  one-third  of  an  inch  from  the 
uterus  at  the  level  of  the  external  os  (Fig.  3).  The  ligament  is 
now  cut  the  whole  length  of  the  forceps  close  to  the  uterus. 
The  same  is  done  on  the  opposite  side.  The  forceps  now  take 
the  place  of  the  lateral  retractors,  which  may  be  discarded,  but 
they  must  be  handled  with  care.  As  a  matter  of  fact,  the  late- 
ral retractors  have  but  little  to  do.  The  cervix  is  now  split 
transversely  from  side  to  side,  through  and  through,  up  to  the 
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point  of  the  forceps ;  two  flaps  are  thus  made,  an  anterior 
(pubic)  and  a  posterior  (rectal)  (Fig.  -i).  The  posterior  flap  is  now 
amputated  obliquely  from  below  upward,  in  order  to  remove  as 
much  as  possible  ;  strong  forceps  seize  the  anterior  flap  and  pull 
it  downward  ;  the  uterus  begins  to  roll  anteriorly,  thanks  to  the 
void  which  has  been  made  behind  ;  at  the  same  time  the  scissors 
denude  and  separation  is  effected  between  the  uterus  and  blad- 
der ;  the  retractor  holds  the  ground  gained ;  some  progress  is 
made.  The  anterior  flap  is  then  amputated,  but  before  cutting 
it  off  entirely  a  bullet-traction  forceps  is  fastened  into  the  stump 
above,  because  it  might  retract ;  there  would  be  some  difficulty 
in  getting  it  again.  If  the  uterus  is  not  very  adherent  and  will 
descend  somewhat  it  may  be  possible  to  make  two  more  flaps, 
which  are  amputated  in  the  same  way  after  preliminary  hemo- 
stasis  of  the  broad  ligament.  But  if  the  uterus  is  very  adherent 
the  rest  of  the  operation  deals  with  the  anterior  wall  of  the 
organ.  Placing  a  bullet  forceps  on  each  side  of  the  canal,  the 
stump  is  pulled  down  as  much  as  possible  and  liberation  effected 
between  the  bladder  and  the  uterus.  After  separating  as  much 
as  possible,  the  anterior  uterine  wall  is  morcellated  in  the  me- 
dian line  in  small  pieces  with  scissors  and  knife  in  the  manner 
shown  in  the  diagrams  (Fig.  7).  The  sections  should  be  either 
vertical  or  oblique,  according  to  the  case — oblique  if  the  uterus 
does  not  yield.  The  part  removed  should  include  all  the  tissue 
down  to  the  uterine  cavity.  Two  more  bullet  forceps  are  now 
inserted  on  the  upper  parts  of  the  edges  of  the  excavation  ; 
renewed  traction  is  made,  more  denudation  effected,  and  mor- 
cellation  carried  higher  up.  By  repeating  the  process  the  peri- 
toneal cavity  is  reached  ;  at  this  point  all  embarrassment  ceases, 
for  the  bladder  is  definitely  protected. 

Central  excavation  or  morcellation  is  a  quick  process.  The 
uterine  cornua  incline  toward  the  median  line  ;  the  fundus  de- 
scends in  the  form  of  a  V,  which  allows  of  its  being  hooked 
with  the  finger  and  pulled  down  and  out.  If  there  are  adhe- 
sions behind  the  uterus  they  may  be  separated  under  the  eye 
with  the  greatest  ease.  Having  done  this,  a  strong  clamp  seizes 
the  upper  part  of  each  ligament  down  to  the  clamp  which  has 
been  placed  in  position  from  below  (Fig.  6),  and  the  rest  of  the 
stump  amputated.  Should  there  be  any  difficulty  about  evert- 
ing the  organ  when  once  the  peritoneal  cavity  has  been  reached, 
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the  uterus  is  bisected  antero-posteriorly  in  the  median  line  and 
each  half  clamped  separately. 

In  all  these  procedures  there  is  little  hemorrhage  and  it  may 
be  disregarded. 

Details.— -Very  rarely  is  it  impossible  to  remove  all  of  the 
uterus  by  this  method.  When  there  are  numerous  extensive  ad- 
hesions the  operation  is  laborious  and  slow,  requiring  extraordi- 
nary patience  ;  the  uterus  is  immovable  and  refuses  to  descend  ; 
in  these  cases  it  is  necessary  to  proceed  with  care,  for  the  tissue 
is  friable  and  is  apt  to  tear.     Sometimes  the  long  knife  will 


Fig.  5.— The  cervix  has  been  amputated.  The  uterine  clamps  are  seen  on  the  sides 
A  cone  has  been  morcellated  from  the  anterior  uterine  wall.  Two  bullet  forceps  should  be 
shown  as  seizing  the  upper  edges  of  the  excavation.  The  two  lower  ones  are  not  absolutely 
necessary.    This  figure  illustrates  Segond's  morcellation. 

prove  of  greater  service  than  the  scissors.  Very  seldom  does  the 
fundus  of  the  uterus  have  to  be  abandoned.  The  final  result, 
however,  is  said  to  be  quite  as  good,  provided  the  stump  does 
not  offer  an  obstruction  to  the  flow  of  the  pus,  if  there  should  be 
any. 

It  is  absolutely  necessary  to  apply  at  least  four  forceps  to  the 
broad  ligaments,  one  for  each  uterine  and  one  for  each  ovarian. 
Some  operators  neglect  this  if  these  arteries  do  not  bleed;  it  is 
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unsafe  to  do  so,  on  account  of  the  possibility  of  secondary  hem- 
orrhage. Sometimes  the  adhesions  may  temporarily  occlude 
these  arteries  and  they  bleed  afterward. 

Segond's  method  of  morcellation  is  worthy  of  description  be- 
cause it  is  so  easy.     It  commends  itself  to  one  who  has  had  little 
experience  with  the  operation.     He  calls  it  central  conoid  exca- 
vation (" evidement  conoide  central").     Since  he  has  used  this 
method  he  has  never  had  to  leave  the  fundus  behind.     The  ex- 
cavation begins  after  the  cervix   has  been  amputated,  the  ute- 
rines  having  been  clamped.     The  next  denuded  portion  is  now 
removed  in  the  following  way :  A  curved  knife  cuts  a  cone,  the 
base  of  which  corresponds  to  the  traction  forceps  below,  the 
apex  being  in  the  anterior  median  line  and  up  to  the  point  of 
denudation.     Before  completely  detaching  the  cone,  bullet-trac- 
tion forceps  are  inserted  into  its  upper  edges  ;  the  cone  is  then 
removed  (Fig.  5).     Pulling  down  again,  fresh  denudation  is  ef- 
fected and  a  new  cone  removed.     By  repeating  this  process  the 
fundus  is  reached.     The  point  is  to  operate  in  the  anterior  me- 
dian line.     Little  by  little,  thanks  to  the  removal  of  the  anterior 
uterine  wall,  thus  removed  by  successive  conoid  morsels,  the 
organ  is  everted  {bascule)  forward,  dragging  with  it  the  supe- 
rior border  of  the  broad  ligaments.     At  this  moment  only,  the 
operator  thinks  about  hemostasis.     As  a  matter  of  fact,  there  is 
but  very  little  hemorrhage  during  anterior  morcellation. 

The  secret  of  the  operation  is  never  to  apply  forceps  before 
seeing  and  feeling  exactly  where  they  are  going  and  what  they 
are  going  to  clamp,  and  never  to  cut  anything  without  being 
sure  of  the  ground.  The  large  retractors  give  unhoped-for  room, 
and,  well  managed,  protect  the  tissue  from  injury. 

There  should  never  beany  hemorrhage.  The  operator  should 
always  see  what  he  is  doing.     It  is  not  a  blind  operation. 

When  it  seems  easier  to  do  morcellation  of  the  posterior  wall 
of  the  uterus,  as  in  retroversion,  it  should  be  done.  The  conoid 
excavation  or  Doyen's  median  section  (to  be  described  later) 
should  be  employed,  or  simply  Richelot's  method  of  morcella- 
tion. 

The  ?nanageme?it  of  pus  pockets. — The  operation  described 
is  applicable  not  only  to  cases  in  which  there  are  no  pus  pockets 
— i.e.,  to  cases  in  which  there  are  simply  inflammatory  adhe- 
sions'— but  likewise  to  cases  in  which  there  are  one  or  more  pus 
cavities  around  the  uterus.     If,  during  the  operation  of  mor- 
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cellation,  such  a  cavity  is  opened,  the  operator  is  not  disturbed. 
He  waits  until  the  flow  of  pus  ceases,  enlarges  the  opening 
with  his  finger,  washes  out  the  cavity  with  the  reflux  catheter, 
and  proceeds  exactly  as  though  nothing  had  happened. 

These  pockets  are  situated  in  the  broad  ligament,  in  the  tubes, 
in  the  ovaries,  or  in  cavities  formed  by  adhesions  (encysted  peri- 
tonitis) ;  in  the  latter  case  they  may  be  in  close  connection 
with  the  uterus.  Large  pockets  need  not  be  considered  formid- 
able ;  Pean  has  done  vaginal  hysterectomy  in  a  case  in  which 


Fig.  6.— Showing  the  clamps  seizing  the  broad  ligaments  ;  two  above  and  two  below. 
The  uterus  has  been  removed. 

the  abscess  reached  up  to  the  umbilicus.  When  it  is  evident, 
before  operation,  that  pus  exists  on  one  or  both  sides  of  the  ute- 
rus, it  is  well  to  proceed  cautiously.  It  is  possible  in  these  cases 
that  the  uterus  is  fairly  movable,  and  there  is  a  temptation  to 
remove  the  organ  entire  ;  this  should  not  be  done,  because  in 
placing  a  long  clamp  on  the  broad  ligament  a  pocket  might  be 
opened,  and  if  this  should  happen  the  operation  field  would  be 
obscured.  But  in  morcellation  the  operator  sees  exactly  what 
is  being  done,  step  by  step,  and  there  is  no  embarrassment 
(Segond). 
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If  the  cavities  have  not  been  opened  during  the  operation 
they  may  be  searched  for  now  after  the  removal  of  the  uterus. 
Sometimes  the  tubes  appear  as  large,  congested  coils  filled  with 
pus.  They  should  be  incised  methodically,  in  order  not  to  soil 
the  peritoneum.  A  mounted  sponge  or  two  are  placed  beside 
and  above  the  tube  ;  these  steady  it  and  make  it  bulge  into  the 
vagina,  at  the  same  time  shutting  off  the  serous  cavity.  Then  a 
cut  with  the  knife  opens  the  tube  and  the  contents  flow  into 
the  vagina,  while  a  pair  of  forceps  at  the  same  time  seizes 
the  mouth  of  the  incision  and  prevents  the  sac  from  retract- 
ing upward.  The  cavity  is  washed  out  with  corrosive  and  the 
tube  sac  now  removed  in  so  far  as  possible  with  the  fingers, 
taking  care  not  to  tear  the  viscera. 

If  the  pus  has  escaped  during  the  operation,  search  should  be 
made  for  the  opening ;  it  will  usually  be  found  under  the  ute- 
rine cornu. 

Sometimes  all  the  pus  sac  is  not  enucleable.  After  opening 
one  or  two  pockets  it  is  found  that  the  cul-de-sac  of  Douglas  is 
entirely  obliterated  and  the  pelvic  cavity  divided  into  two  sacs, 
back  to  back  against  each  other,  and  so  firmly  adherent  that  it  is 
impossible  to  remove  them.  They  have  been  opened  and  their 
contents  drained.  These  are  cases  of  double  pyosalpinx  and  all 
of  the  pus  is  in  the  tubes.  Here  simple  drainage  suffices;  the 
pockets  are  washed  out,  and  care  is  taken  that  there  shall  be  a 
free  exit.  Their  subsequent  behavior  is  like  that  of  an  abscess 
cavity  anywhere  else  in  the  body ;  they  contract  and  become 
obliterated,  thanks  to  the  free  drainage  afforded  by  the  removal 
of  the  uterus. 

In  some  cases  there  are  multiple  abscesses  on  one  or  both 
sides.  The  greatest  care  should  be  taken  to  search  for  them  with 
the  finger  and  open  and  drain  them  ;  if  left  behind  they  will 
cause  further  trouble.  To  be  sure,  it  is  possible,  and  quite  prob- 
able, that  they  will  open  spontaneously  in  a  day  or  two,  but  it 
is  not  safe  to  count  upon  this  event. 

The  treatment  of  adhesions  and  the  appendages. — The  mat- 
ter may  be  summed  up  in  a  few  words.  When  the  appendages 
can  be  separated  from  the  adhesions  it  is  proper  to  remove 
them,  otherwise  they  may  reiAain  behind.  They  will  atrophy 
and  give  no  further  trouble.  The  inflammatory  deposit  disap 
pears  in  an  incredibly  short  space  of  time.  The  following  case 
which   came   under    my   personal   observation   illustrates    this 
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point  :  M.  J.,  29,  [Ipara,  was  admitted  to  the  Broca  Hospital 
(Pozzi's)  August  12th,  1891.  Ever  since  her  last  confinement, 
three  years  before,  she  had  been  suffering  from  inflammatory 
pelvic  trouble  which  had  confined  her  to  bed  most  of  the  time. 
The  longest  period  of  quiescence  was  three  months;  the  rest  of 
the  time  she  had  been  practically  bedridden  from  pain  and  pros- 
tration. She  had  had  four  attacks  of  pelvi-peritonitis,  which  had 
been  severe,  the  last  one  eight  days  before  entering  the  hospital. 
Examination  showed  a  uterus  which  was  fixed,  immovable,  and 
surrounded  by  inflammatory  adhesions  :  on  the  right  a  mass  the 
•size  of  a  good-sized  fist  filling  the  pelvis  and  impinging  on  the 
rectum,  on  the  left  a  smaller  mass.  Vaginal  hysterectomy  was 
done  by  Dr.  Jayle,  Pozzi's  first  assistant,  No  pus  was  found. 
There  was  no  shock  to  speak  of,  although  the  operation  lasted 
over  an  hour.  In  three  weeks  the  patient  was  completely  well, 
suffering  no  pain,  and  walking  about.  I  had  examined  the  woman 
before  the  operation  and  easily  made  out  the  large  masses  ;  when 
I  examined  her  again,  three  weeks  after  the  operation,  I  was 
astounded  to  find  that  on  the  left  side  almost  nothing  remained, 
and  that  on  the  right  side  there  was  only  a  mass  the  size  of  a 
small  hen's  egg.  She  told  me  that  she  was  perfectly  well,  and 
she  looked  so.  And  yet  both  ovaries  and  tubes  were  left  behind  ! 
When,  however,  the  appendages  can  be  removed  it  is  proper 
to  remove  them.  The  contents  of  the  pelvis,  when  inflamed, 
may  be  compared  to  an  arch  the  keystone  of  which  is  the  uterus ; 
this  being  removed,  it  is  in  most  instances  easy  to  remove  the 
sides  of  the  arch,  for  they  can  be  undermined,  as  it  were,  and 
attacked  from  below.  The  forceps  on  the  cornu  of  the  uterus  is 
pulled  gently  and  the  ovary  and  tube  appear  in  the  vaginal 
vault;  care  should  be  taken  not  to  pull  too  hard.  When  the 
•ovary  and  tube  appear  the  finger  is  passed  in  and  explores  ;  ad- 
hesions are  separated  and  the  appendages  pulled  into  the  vagina  ; 
the  pedicle  is  clamped  and  they  are  excised.  This  is  a  simple 
case.  Sometimes  the  tubo-ovarian  mass  is  high  up  and  strongly 
adherent ;  the  finger  scarcely  touches  it  and  traction  on  the  cornu 
effects  nothing.  The  index  and  middle  fingers  are  now  passed  in 
and  explore  ;  the  tactile  sense  tells  what  is  ovary,  what  intestine, 
what  omentum,  and  what  tube  wall;  the  line  of  "cleavage"  is 
found  and  efforts  made  to  free  the  mass.  Things  are  very  much 
as  in  a  difficult  celiotomy.  There  are  cases  in  which  the  lingers 
do  not  suffice  to  pull  down  the  ovaries  ;  in  these  cases  a  fenes- 
21 
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trated  forceps  is  often  useful  to  seize  the  organ  and  cause  it  to 
descend.  Gentleness  is  requisite  for  success,  and  no  harsh  mea- 
sures should  be  adopted.  When  persistent,  careful  efforts  have 
been  made  without  avail,  the  appendages  must  be  abandoned  and 
Nature  allowed  to  complete  the  cure  (Richelot). 

Dressing. — This  is  the  same  as  in  simple  vaginal  hysterectomy, 
except  that  the  pus  pockets  should  be  rilled  lightly  with  iodofoim 
gauze,  which  is  removed  with  the  tampons  six  days  later.  Care 
must  be  taken  at  this  first  dressingto  place  the  fresh  tampons  as 
high  as  possible  in  the  vaginal  vault,  because  if  placed  too  low 
the  contraction^:'  the  wound  might  shut  off  the  openings  of  the 
pus  pockets  and  a  secondary  abscess  result.  Should  such  an 
occurrence  happen  it  is  easy  to  open  the  abscess  per  vaginanu 
The  forceps  are  removed  in  forty-eight  hours.  It  is  extremely 
rare  that  a  hemorrhage  occurs  on  their  removal.  If  it  should 
happen  the  patient  should  be  taken  to  the  operating  room  and 
placed  in  Sims'  position.  The  tampons  are  removed,  the  re- 
tractors inserted,  and  the  bleeding  points  seized  with  forceps 
again  (Richelot). 

During  the  days  following  the  operation  it  is  wonderful  to- 
witness  the  change  in  the  patient.  The  temperature  drops,  t he- 
pulse  becomes  steady,  the  bladder  and  rectum  regain  their  func- 
tions, and  the  patient  makes  rapid  strides  to  recovery.  The 
peritoneum  has  not  been  handled  except  in  the  pelvic  cavity, 
and  that  very  little  ;  the  intestines  have  not  been  touched  ; 
everything  has  been  done  in  the  vagina  outside  the  peritoneal 
cavity.  There  is  really  not  more  shock  than  after  an  operation 
for  a  bad  perineal  laceration. 

After-treatment. — The  patients  take  nothing  by  mouth  for  four 
or  live  hours  after  the  operation,  then  they  may  have  iced 
champagne  in  teaspoonful  doses  ;  this  and  other  stimulants  is  the 
only  nourishment  taken  until  the  forceps  are  removed.  The 
vomiting  ceases  now  and  the  patients  may  have  milk  and  Vichy 
water  or  cold  bouillon.  They  may  have  nourishing  food  from 
the  third  day. 

An  ice  bag  is  to  be  placed  on  the  lower  abdomen  immediately 
after  the  operation  ;  it  diminishes  pain  and  may  be  allowed  to 
remain  four  to  six  days.  Severe  pain  is  controlled  by  subcuta- 
neous injections  of  morphine.  On  the  third  day  a  rectal  injec- 
tion of  glycerin  one  part  and  wine  two  parts  is  given  (Pozzi), 
a  few  hours  after  the  removal  of  the  forceps.     On  removing  the 
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upper  tampons  on  the  sixth  clay  no  immediate  vaginal  injection 
should  be  given  ;  it  is  best  to  wait  a  few  hours  before  doingso,  to 
avoid  violent  colic  which  has  sometimes  been  caused.  Now  the 
patient  may  have  a  daily  injection  of  carbolized  water,  one  per 
cent.  A  strip  of  gauze  may  take  the  place  of  the  tampons  from 
this  moment.  In  ten  to  tifteen  days,  in  nonsuppurative  cases, 
the  liquid  returns  clear.  The  patients  sit  up  in  bed  toward  the 
eighth  day,  and  get  up  on  the  eighteenth  or  twenty-first  day. 
Sexual  relations  should  not  be  resumed  until  cicatrization  is  per- 
fect ;  it  generally  takes  two  months. 

Other  methods  of  Vaginal  Hysterectomy.  Bean's  ori- 
ginal method. — The  patient  being  in  the  left-lateral  position  (or 
dorsj  sacral),  the  retractors  expose  the  cervix,  which  is  seized 
and  pulled  down.  The  circular  incision  is  made,  the  ligaments- 
clamped  and  cut,  and  the  two  flaps,  pubic  and  rectal,  made  and 
amputated,  care  being  taken  to  fasten  bullet  forceps  into  both 
flaps  before  amputating  them.  Securing  a  good  hold  again,, 
denudation  is  effected  anteriorly  and  posteriorly  for  as  great  a 
distance  as  possible.  Two  fresh  pairs  of  hemostatic  forceps  now 
grasp  more  of  the  ligaments  above  the  first  ones  ;  the  ligaments 
are  cut,  new  flaps  are  made,  and  the  process  continued  until  the 
uterus  is  removed.  Each  stage  comprises  four  maneuvres  :  1st,, 
liberation  of  the  anterior  and  posterior  surfaces  of  the  uterus ; 
2d,  section  of  the  broad  ligaments  ;  3d,  division  into  two  flaps  of 
the  portion  of  the  uterus  liberated  ;  4th,  excision  of  the  two  flaps 
thus  obtained.  The  whole  organ  is  removed  without  losing  a 
drop  of  blood,  and  seeing  exactly  what  is  being  done.  The  first 
principle  of  the  operation  is  never  to  apply  forceps,  nor  to  cut 
anything,  without  having  seen  the  region  on  which  the  forceps- 
are  to  be  applied  or  the  knife  carried. 

The  solution  of  the  operation  is  to  be  found  in  the  retractors 
and  in  the  division  of  the  uterus  into  flaps.  The  retractors  give 
unhoped  for  room  and,  well  managed,  protect  the  tissues  from 
injury.  The  division  into  segments  allows  the  uterus  to  descend, 
even  when  it  seems  at  first  sight  impossible  for  it  to  do  so. 

This  method  is  applicable  to  all  cases,  and  has  been  employed 
with  success  when  other  methods  have  failed.  It  is  the  parent 
operation  and  has  held  its  ground  well. 

The  rules  already  given  in  regard  to  the  management  of  pus 
and  the  appendages  apply  to  this  method  as  well  as  to  those 
about  to  be  described. 
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Doyen's  method  of  hemiseciion  and  euerslon,  jyatlent  on  the 
hack. — This  process  is  applicable  to  cases  in  which  the  uterus  is 
not  too  firmly  adherent  and  can  be  somewhat  lowered ;  also  to 
cases  in  which  the  uterus  is  not  more  than  twice  its  normal  size. 
It  is  particularly  to  be  selected  when  the  uterus  is  very  mov- 
able. 

The  great  advantage  of  the  method  is  that  preliminary  hemo- 
stasis  of  the  broad  ligaments  is  unnecessary.  The  ligaments  are 
not  clamped  until  the  uterus  is  everted  through  the  vulva. 


Fig.  7.  Fig.  8. 

Figs.  T  and  8.— Diagrams  showing  the  Richelot  vertical  or  oblique  morcellation  of  the 
anterior  uterine  wall. 

The  anterior  lip  of  the  cervix  is  seized  with  two  pairs  of 
bullet-traction  forceps,  one  on  each  side,  to  the  right  and  left ; 
they  remain  here  until  the  end  of  the  operation.  The  circular 
incision  is  made  and  as  much  denudation  effected  as  possible  with 
scissors,  retractor,  and  finger,  both  in  front  and  behind.  Now 
the  anterior  wall  of  the  uterus  is  split  in  the  median  line  between 
the  two  pairs  of  bullet-traction  forceps,  with  the  straight  scissors, 
up  to  the  point  where  denudation  ceases  (Fig.  9).  Two  more 
pairs  of  traction  forceps  seize  the  upper  edges  of  the  incision 
near  the  angle  ;  traction  downward  is  made,  fresh  denudation 
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effected,  and  the  median  splitting  carried  higher  up  ;  two  more 
pairs  of  traction  forceps  are  inserted  as  before  and  the  process- 
continued  until  the  uterus  is  everted.  The  anterior  cul-de-sac 
has  been  opened  during  the  operation  of  hemisection. 

The  central  section  is  a  very  quick  way  of  reaching  the  peri- 
toneum. The  cornua  incline  toward  the  median  line;  the  fundus 
descends  in  the  form  of  a  V  and  can  be  seized  with  the  finger 
and  pulled  down.  If  necessary  the  median  section  is  carried 
over  the  fundus  to  the  posterior  wall,  splitting  the  uterus  in  two 
halves.  Adhesions  behind  are  easily  attacked  and  separated. 
The  appendages  are  separated  and  drawn  out.  Tf  possible  a 
single  large  clamp  seizes  the  broad  ligament  from  above  down- 
ward and  external  to  the  appendages,  thus  controlling  the  hemor- 
rhage (Fig.  11).  Doyen  applies  a  lighter  forceps,  just  inside 
the  large  one,  in  order  to  be  more  sure;  the  uterus  is  then 
amputated.  In  cases  in  which  the  appendages  cannot  be  lowered 
enough  to  be  included  in  the  large  clamp,  it  is  necessary  to  clamp 
them  higher  up  with  another  pair  of  forceps.  When  the  uterus 
is  retroverted  the  hemisection  may  equally  well  be  performed 
on  the  posterior  wall. 

The  advantages  of  the  method  are  :  first,  preliminary  heino- 
stasis  of  the  broad  ligament  is  unnecessary;  second,  the  opera- 
tion field  is  not  obstructed  by  clamps;  third,  removal  of  the 
appendages  is  easier,  there  being  no  clamps  in  the  way. 

The  median  incision  is  not  attended  with  much  hemorrhage  ; 
it  may  be  disregarded. 

The  method  of  Midler  and  Quenu,  patient  on  the  back. — 
The  steps  are  the  same  up  to  the  completion  of  the  cervical  de- 
nudation. The  uterines  are  either  ligated  or  clamped.  The 
essential  feature  of  the  operation  is  the  splitting  of  the  uterus 
antero-posteriorly  into  two  lateral  halves  progressively  from  be- 
low upward,  denuding  as  the  operation  proceeds;  otherwise  it 
does  not  differ  from  Doyen's,  and,  like  his,  it  is  applicable  to 
cases  of  fairly  movable  uteri,  or  to  cases  of  only  moderate  en- 
largement of  the  organ. 

The  choice  of  methods. — As  to  the  choice  of  methods,  this 
must  be  left  to  the  operator  ;  what  is  simple  for  one  is  difficult 
for  another.  Personal  equation  must  be  considered.  Everything 
depends  on  the  skill  of  the  operator  and  his  readiness  to  take 
advantage  of  circumstances  as  he  finds  them.  To  formulate 
special  rules  which  would  be  applicable  to  special  cases  is  impos- 
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sible.  In  general,  Riehelot's  method,  which  is  really  a  combina- 
tion of  methods,  will  give  the  best  results.  I  have  never  seen 
Segond  operate,  but  I  believe  that  his  central  conoid  excavation 
is  a  most  excellent  procedure,  because  it  preserves  the  relation  of 
the  parts  more  perfectly,  perhaps,  than  the  vertical  or  oblique 
excavation  of  Richelot. 

There  are  three  possibilities  in  vaginal  hysterectomy:  either 
the  uterus  descends  easily,  or  descends  with  difficulty,  or  not 
at  all.     In  the  first  instance  any  method  is  applicable;  perhaps 


Fjg.  9.— Doyen's  method  of  hemisection.  Preliminary  hemostasis  not  required.  A 
bullet  forceps  to  the  right  and  left  below,  and  others  above  on  the  edges  of  the  median 
section  near  the  angle 

Doyen's  hemisection  is  the  best.  A  cautious  surgeon  will  per- 
haps prefer  to  clamp  his  uterines  first.  In  the  second  instance 
the  cervix  is  amputated  first  and  the  body  removed  next,  either 
by  anterior  eversion  after  hemisection  or  conoid  excavation  of 
the  anterior  wall,  or  by  posterior  eversion  after  similar  treat- 
ment of  the  posterior  wall.  If  the  uterus  is  absolutely  immov- 
able there  are  but  two  methods,  the  flap  method  of  Pean  and 
the  central  excavation.  Sometimes  a  combination  succeeds — i.e., 
of  the  flaps  and  the  central  excavation.    Here  the  operator  takes 
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advantage  of  circumstances ;  if  the  uterus  cannot  be  everted, 
both  anterior  and  posterior  walls  are  attacked  by  the  Pean  flap 
method,  and  it  is  most  exceptionally  the  case  that  the  skilled 
operator  is  obliged  to  consider  himself  vanquished. 

Vaginal  Hysterectomy  when  there  is  Enlargement  or 
the  Uterus. — The  operation  may  be  divided  into  two  heads, 
cases  in  which  the  uterus  is  not  more  than  twice  its  normal 
size,  and  cases  in  which  the  uterus  is  much  larger.  Richelot 
has  removed  tumors  which  have  weighed  three  and  a  half 
pounds  (thirteen  hundred  grammes).  Pean  removes  all  fibroids 
vaginally  which  do  not  extend  above  the  umbilicus,  or  even 
higher. 

Cases  in  which  the  uterus  is  not  more  than  twice  its  normal 
she. — Here  any  of  the  preceding  methods  already  described  is 
applicable,  the  choice  being  determined,  to  some  extent,  by  the 
shape  of  the  tumor  and  the  preference  of  the  operator.  Doyen 
always  employs  his  method  of  hemisection  without  special  regard 
to  shape.  If  the  tumor  refuses  to  come  down  he  morcellates  in 
the  anterior  median  line  by  the  oblique  method  (Fig.  10).  He 
does  not  clamp  his  uterines,  relying  on  the  downward  traction  to 
stop  hemorrhage  by  compression  ;  the  hemorrhage  is  never  con- 
siderable in  any  event. 

The  method  of  Miiller  and  Quenu  is  also  a  good  one.  As  the 
uterus  is  bisected  the  uterine  cavity  is  touched  with  a  solution 
of  chloride  of  zinc  (1:10)  as  an  antiseptic  precaution.  If  the 
uterus  is  not  adherent  this  method  is  perhaps  as  quick  as  any. 
The  operation  is  begun  by  preliminary  hemostasis  of  the  uterines 
by  clamps  or  ligatures. 

But  the  best  of  all  is  the  method  of  Richelot.  Again  it  is 
merely  a  combination  of  methods.  Richelot  seems  to  have  taken 
the  best  features  of  all  the  processes  and  to  have  combined  them 
in  such  a  way  as  to  give  the  most  satisfactory  results.  His  skill 
is  wonderful.  He  makes  the  circular  incision,  denudes  the 
cervix,  and  endeavors  at  once  to  enter  the  posterior  cul-de-sac, 
generally  an  easy  matter  in  the  absence  of  adhesions.  In  incis- 
ing the  vagina  he  takes  care  to  cut  not  far  distant  from  the  ex- 
ternal os,  because  the  bladder  frequently  descends  well  down  on 
the  cervix  in  fibroids.  The  anterior  cul-de-sac  will  probably  be 
opened  later  for  the  same  reason.  The  uterines  are  now  clamped, 
the  ligaments  cut,  flaps  made,  the  posterior  one  amputated,  trac- 
tion forceps  applied  to  the  anterior  one,  and  renewed  efforts 
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made  to  enter  the  anterior  cul-de-sac.  llaving  entered  this,  the 
anterior  flap  is  in  turn  amputated.  Now  the  rest  of  the  broad 
ligament  is  seized  with  a  single  clamp,  which  is  guided  in  t-uch  a 
way,  by  the  index  and  middle  fingers,  as  to  avoid  clamping  the 
intestines.  The  hemostasis  being  assured,  the  uterus  is  removed 
by  morcellation  in  pieces  of  varying  size,  no  special  care  being 
taken  about  making  flaps.  The  forceps  used  in  morcellation  of 
fibroids  are  of  a  special  type  (Fig.  13).  In  the  process  of 
morcellation  care  should  be  taken  to  secure  the  stump  of  the 
uterus  with  forceps  before  removing  a  morsel.  The  appendages 
are  removed  in  the  usual  way.     But  the  operation  does   not 


Fig.  10.— Oblique  morcellation  of  the  anterior  uterine  wall  in  a  case  of  fibroid. 


always  proceed  as  smoothly  as  this.  Sometimes  the  uterus  re- 
fuses to  descend  and  the  ligaments  cannot  be  clamped  in  toto. 
In  these  cases,  if  the  flap  method  of  morcellation  is  attempted 
(Pean's),  it  will  be  found  that  the  stump  gives  a  poor  hold 
owing  to  the  size  of  the  uterus  and  its  height  in  the  pelvis.  It 
is  better  to  do  median  or  oblique  morcellation  of  the  anterior 
wall ;  Segond's  central  conoid  excavation  is  particularly  to  be 
recommended.  The  uterines  have  been  clamped  and  there  is 
no  fear  of  hemorrhage.  Having  reached  the  fundus,  the  organ 
is  everted  anteriorly  and  the  ligaments  clamped  from  above. 
Details. — The  relations  of  the  uterine  arteries,  whatever  the 
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volume  and  the  position  of  the  tumor,  always  remain  the  same 
with  regard  to  the  cervix  ;  the  same  procedures  are  always  to 
be  followed  in  securing  them.  Sometimes  there  are  dilated 
vessels,  branches  of  the  uterines,  in  the  vicinity  of  the  main 
artery;  occasionally  an  extra  pair  of  forceps  will  be  required 
to  secure  these.  Even  if  the  cervix  is  partially  effaced  by  the 
hypertrophy  of  one  of  its  lips  or  hidden  behind  the  symphysis,  it 


Fig.  11.— Doyen's  method  of  hemisection.    The  uterus  has  been  everted  and  a  clamp 
seizes  the  broad  ligament. 

is  generally  possible  to  seize  it  and  bring  it  down  gently.  Only 
once  has  Richelot  had  to  attack  the  body  of  the  uterus  in  the 
posterior  fornix  before  making  the  circular  incision ;  it  was  a 
large  tumor.  If  suppuration  of  the  appendages  complicates  the 
fibroid  the  operation  is  rendered  more  difficult.  Here  the  rules 
already  given  apply. 
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Cases  in  which  the  uterus  is  of  quite  large  size. — The  ope- 
ration begins  as  usual  by  clamping  the  uterines  and  cutting 
the  ligaments  up  to  the  points  of  the  forceps.  The  cervix  is 
now  split  transversely  and  the  mouth  of  the  uterus  laid  wide 
open  ;  uterine  tissue  in  the  way  is  removed  by  morcellation. 
The  cervicxl  flaps  must  be  preserved,  if  possible,  for  they  serve 
as  traction  points;  if  they  cannot  be  saved  they  must  be  ampu- 
tated and  forceps  put  higher  up.  The  anterior  retractor  often 
has  a  hard  part  to  play,  because  the  peritoneum  is  reflected  higher 


Fig.  12.— Morcellation  of  tumors  of  large  size.  The  tumor  is  removed  before  attacking 
the  uterus.  Also  illustrates  the  method  of  morcellating  a  simple  submucous  fibroid, 
sparing  the  uterus. 

than  usual  and  is  opened  later ;  besides,  the  bulging  of  the  fib- 
roid in  front  may  hinder  its  progress  and  even  prevent  it  from 
entering  deeply  when  the  anterior  cul-de-sac  is  opened.  The 
object  now  is  to  empty  the  fibroid  contents  of  the  uterus  by 
morcellation.  Tumors  of  small  size  may  be  met  with,  which  are 
gently  enucleated,  cut  out  with  the  knife  or  scissors,  or  simply 
torn  out  with  the  forceps  or  hooks  (Fig.  12).  Some  uteri  are 
literally  crowded  with  these  small  fibroids.  After  some  prog- 
ress has  been  made,  the  uterus,  already  much  diminished  in  size, 
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may  be  seized  right  and  left  by  its  muscular  walls  (the  flaps 
have  been  amputated)  while  the  operator  attacks  the  main  tu- 
mor; this  is  removed  in  the  same  way  by  morcellation,  until 
finally  the  uterus  is  transformed  into  a  flabby  sac,  which  is  in 
turnnnrcellated  or  which  can  be  everted  with  ease.  Should  the 
tumor  be  very  large  it  may  be  necessary  to  do  progressive  clamp- 


Fig.  13.  -Tnstion  forceps  used  in  morcellating  fibroid  tumors  of  the  uterus. 


ing  of  the  broad  ligaments  and  remove  the  lower  portions  of 
the  muscular  walls,  so  that  the  upper  parts  of  the  tumor  may 
be  made  accessible.  Almost  all  the  work,  long  and  tedious,  has 
bee  i  done  outside  the  peritoneal  cavity,  which  is  opened  at  the 
end.  It  will  be  seen  that  the  object  is,  not  to  remove  uterus  and 
tumor  at  the  same  time,  but  to  morcellate  the  tumor  before  at- 
tacking the  uterus.  Sometimes  the  operation  is  exceedingly  dif- 
ficult, and  profound  conviction   and  great  coolness  are  requisite 
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for  success.  The  white,  rounded  tumor  appears  in  the  depth  of 
the  wound.  Traction  is  made  on  the  cervical  flaps  to  make  the 
tumor  more  accessible  ;  but  the  anterior  surface  of  the  organ  is 
arrested  by  the  beak  of  the  retractor,  which  cannot  be  dispensed 
with  as  it  prevents  the  anterior  vaginal  wall  from  falling  on  the 
forceps.  Between  the  retractor,  which  elevates,  and  the  forceps, 
which  pull,  there  is  a  struggle,  and  if  the  edges  of  the  cervix 
or  uterus  are  thin  and  friable  the  operator  has  a  premonition 
that  the  forceps  are  about  to  slip.  As  quickly  as  possible  a  bul- 
let forceps  grasps  the  uterine  tissue  by  a  few  fibres,  and  another 
seizes  the  tumor.  If  the  assistants  now  make  the  slightest  move- 
ment to  hold  the  retractor  better,  or  if  they  "  change  their  grip  " 
at  critical  moments  like  these,  the  forceps  are  torn  out  and  the 
tumor  disappears.  The  situation  is  worse.  An  assistant  de- 
presses the  tumor  by  pressure  on  the  abdomen,  and  at  the  same 
time  the  operator  introduces  bullet  forceps  on  his  finger  as  a 
guide,  which  steers  it  among  the  coils  of  intestines.  The  tumor 
is  seized  and  drawn  downward,  care  being  taken  not  to  open 
the  jaws  of  the  forceps  very  wide  for  fear  of  wounding  the 
intestines.  The  whole  difficulty  comes  from  the  fact  that  the 
surface  of  the  tumor,  not  having  been  cut  into  yet,  cannot  be 
seized  by  a  good  bite  of  the  traction  forceps.  It  is  well  now  to 
make  a  small  incision  into  the  mass  with  a  knife  and  to  intro- 
duce another  pair  of  bullet  forceps  on  its  edge.  The  incision 
is  now  enlarged  and  strong  traction  forceps  applied.  The  ope- 
rator is  now  master  of  the  situation,  and  morcellation  proceeds 
without  difficulty.  In  every  case  it  is  possible  to  succeed  with 
patience.  Finally  the  last  fibroid  mass  makes  its  exit  in  a  lump, 
frequently  dragging  with  it  the  fundus  of  the  uterus.  Some- 
times, however,  there  is  a  second  fibroid,  and  even  a  third  ;  in 
these  cases  the  operation  is  prolonged  to  an  hour  and  a  half  or 
even  two  hours.  The  ureter  has  not  been  injured,  even  if  it  is 
displaced  by  the  fibroid  of  the  lower  part  of  the  uterus,  because 
morcellation  proceeds  from  the  centre  to  the  periphery  (Riche- 
lot).  In  conclusion  it  may  be  said  that  Segond  attacks  even 
these  large  fibroids  by  his  process  of  central  conoid  excavation. 

The  most  remarkable  feature  of  the  operation,  which  has 
been  long,  is  the  little  degree  of  shock  attending  it.  The  peri- 
toneum has  not  been  touched.  The  day  after  the  patient  has  no 
pain  and  is  comfortable.  She  does  not  look  like  a  person  who 
has  undergone  a  severe  operation  the  day  before.     (The  descrip- 
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tion  of  the  operation  for  large  fibroids  has  been  copied  almost 
word  for  word  from  Eichelot's  book.1) 

Incision  of  the  vagina  to  gain  room. — In  certain  cases  when 
the  vagina  is  small  it  is  necessary  to  incise  the  perineum.  On 
the  external  surface  the  portion  sectioned  is  represented  by  a 
line  which  begins  about  half  an  inch  from  the  middle  of  the 
fourchette  and  extends  down  and  out  toward  the  ischium  for 
about  an  inch  and  a  half.  In  the  vagina  the  incision  has  the 
same  direction  and  is  of  the  same  length.  The  cut  is  best  made 
by  transfixion  with  a  sharp-pointed  knife,  cutting  from  below 
upward.  Hemorrhage  is  arrested  at  once.  Generally  enough 
room  will  be  gained  by  cutting  one  side  only,  but  there  are 
cases  which  may  require  bilateral  section.  The  incisions  are 
sutured  at  the  end  of  the  operation.  It  may  be  said  that  the 
most  skilful  operators  never  find  it  necessary  to  resort  to  cut- 
ting the  perineum. 

The  results  of  vaginal  hysterectomy  performed  for  pelvic  in- 
flammation.— The  statistics  of  Jacobs  and  Richelot  are  the  lat- 
est published.  Both  of  these  men  are  skilled  operators,  and 
their  results  may  be  considered  as  fairly  representing  the  merits 
of  the  operation. 

Jacobs'  statistics  include  all  cases  up  to  the  1st  of  March, 
1894 ;  Richelot's,  up  to  the  1st  of  January,  1894. 

Jacobs  has  done  hysterectomy  for  double  inflammatory  affec- 
tions of  the  appendages  166  times;  he  had  162  recoveries  and 
4  deaths,  a  mortality  of  2.4  per  cent.  Analyzing  these  cases 
we  find  that  in  113  there  were  double  purulent  collections, 
which  were  due  to  salpingitis,  ovaritis,  or  encysted  peritonitis  ; 
there  were  111  recoveries  and  2  deaths,  a  mortality  of  1.8  per 
cent.  The  2  deaths  were  due  to  cardiac  complications.  The 
bladder  was  parforated  twice,  the  intestines  once ;  the  opening 
was  sutured  immediately  and  no  fistula  resulted.  In  98  of 
these  recoveries  the  patient  was  followed  for  a  period  varying 
from  1  to  4  years  ;  the  others  were  lost  sight  of:  5  or  6  com- 
plained of  vesical  pain  due  to  adhesions;  1  died  from  demen- 
tia 8  months  after  the  operation  ;  1  had  an  incurable  intestino- 
vaginal  fistula  ;  2  have  had  and  now  have  severe  pelvic  pains, 
which,  however,  are  intermittent ;  88  of  these  cases  were  ab- 
solute cures.     Analyzing  the  43  cases  of  non-purulent  inflam- 

1  "  L'Hysterectomie  vaginale  contre  le  Cancer  de  l'Uterus  et  les  Affections 
non-cancereuses."     Paris,  1894.     O.  Doin,  Editeur. 
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matory  troubles,  we  find  that  1  died  during  the  operation  (re- 
nal case) ;  35  were  absolute  cures ;  there  were  some  rebellious 
gastritis  complications  ;  the  rest  were  lost  sight  of.  In  10  cases 
of  tumor  complicated  with  bilateral  inflammation  of  the  appen- 
dages, 1  died  from  embolism  soon  after  the  operation  ;  7  were 
followed  for  a  year  and  were  completely  cured. 

He  gives  his  abdominal  work  by  way  of  comparison.  There 
were  165  cases  with  4  deaths,  giving  a  percentage  of  2.4,  the 
same  as  by  the  vaginal  method  ;  yet  it  is  to  be  remarked  that 
in  56  of  these  cases  the  lesion  was  unilateral,  and  it  is  to  be  taken 
into  consideration  that  many  of  the  cases  operated  on  vaginally 
were  desperate  ones  and  inoperable  by  the  abdominal  route.  All 
of  these  patients  had  inflammatory  affections  of  the  appendages. 

The  distant  results  of  his  celiotomies  are  as  follows:  Out 
of  his  10  unilateral  pyosalpinx  cases  there  were  4  permanent 
cures;  the  remaining  6  had  subsequent  inflammation  on  the  op- 
posite side.  The  results  in  the  cases  of  bilateral  pyosalpinx  are 
especially  noteworthy :  there  were  3  deaths  and  28  operatory 
recoveries;  25  were  seen  later;  17  of  them  had  uterine  or  peri- 
uterine affections  which  required  curetting  in  11  instances,  with 
or  without  amputation  of  the  cervix  ;  4  of  them  had  to  have  a 
hysterectomy  performed  to  relieve  them  of  their  pains ;  in  5 
there  was  rebellious  parametritis.  Among  the  44  cases  of  non- 
purulent bilateral  salpingitis  many  suffered  from  chronic  ute- 
rine affections ;  vaginal  hysterectomy  was  required  once  ;  in 
many  other  cases  some  kind  of  local  treatment  was  needed.  He 
had  34  cases  of  bilateral  ovaritis ;  many  of  these  had  some  kind 
of  local  treatment  subsequently.  The  unilateral  affections  of 
the  ovary  (46)  in  general  did  well.  In  many  instances  operation 
for  hernia  following  the  celiotomy  was  required  (number  not 
given). 

Richelot  had  103  cases  of  strictly  inflammatory  diseases  of  the 
appendages,  61  of  which  were  associated  with  pus  ;  there  were 
7  deaths,  a  mortality  of  6.7  per  cent.  Analyzing  these  cases  we 
find  that  cures  were  obtained  in  almost  all.  In  some  there  were 
heat  flashes  and  nervous  symptoms  of  various  kinds,  which  dis- 
appeared in  a  short  while  ;  a  few  had  a  tender  vaginal  cicatrix, 
but  it  was  temporary.  Richelot  states,  however,  that  in  some 
instances  when  the  appendages  are  left  in  situ  subsequent  in- 
flammation may  be  possible  from  the  lighting  up  of  the  smould- 
ering fire.     Sexual  appetite  was  not  diminished. 
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Landau's  work  is  remarkable.  Lie  regards  celiotomy  as  the 
operation  of  choice,  but  in  certain  cases  he  thinks  vaginal  hyste- 
rectomy infinitely  superior.  He  says  :  "  There  is  a  category  of 
cases  of  suppurative  disease  of  the  pelvic  cavity  which  are  not 
amenable  to  the  usual  forms  of  treatment ;  in  these  celiotomy 
is  extremely  dangerous  and  puts  the  life  of  the  patient  in  peril. 
These  cases  are  those  which  are  complicated  with  rupture  of  the 
tube  into  the  bladder,  rectum,  or  intestine  ;  reference  also  is  made 
to  multiple  abscesses  which  are  intra-  or  extraperitoneal.  In 
these  the  best  treatment  is  that  inaugurated  bv  Pean — vaginal 
hysterectomy  with  removal  of  the  appendages."  He  has  had  30 
cases  of  this  kind  without  a  single  death. 

Pean's  results  are  phenomenal.  From  the  time  of  his  first 
operation  until  December  31st,  1S92  (later  statistics  not  found), 
he  had  done  the  operation  150  times  with  1  death.  He  states 
that  145  were  completely  cured.  The  patient  who  died  was 
exhausted  at  the  time  of  the  operation  and  succumbed  on 
the  sixth  day ;  of  the  remaining  4,  who  died  during  the  year 
following  the  operation,  death  in  2  was  caused  by  pulmonary 
phthisis,  in  1  by  cerebral  hemorrhage,  and  in  the  remaining 
1  by  syphilis.  Most  of  the  cases  were  serious  and  of  long 
standing  ;  life  was  insupportable  from  suffering  ;  almost  all  were 
pale  and  wretched-looking.  In  two  only  were  there  post-opera- 
tory  symptoms  referable  to  the  bladder  ;  they  were  finally  cured. 
In  almost  all  the  disease  was  bilateral. 

The  following  table  shows  at  a  glance  the  results  of  various 
operators : 

Cases.  Deaths. 

Jacobs 166  4 

Landau 30  0 

Pean 150  1 

Segond 128  11 

Routier 12  0 

Terrier 59  7 

Pozzi 14  0 

Michaux 25  2 

Richelot 1 03  7 

Rouaffert 21  1 

Dewandre 3  0 

Sutton 5  o 

Henrotin 8  1 

724  34 

This  gives  a  mortality  of  4.6  per  cent.     Considering  the  nature 
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of  the  disease— inflammation  of  the  appendages— the  mortality 
is  11  »t  high.  In  cases  of  pelvic  suppuration  Jacobs'  results  have 
hardly  been  excelled  by  any  celiotomist ;  it  is  questionable  if 
they  have  been  equalled.  He  had  L13  cases  of  double  purulent 
tubes  with  2  deaths,  a  mortality  of  1.8  per  cent! 

The  results  of  vagina/  hysterectomy  performed  for  fibroids  of 
the  uterus.— The  table  is  striking.  The  benignity  of  the  method 
is  apparent  when  it  is  considered  that  the  cases  represent  the 
first  efforts  of  the  individual  operators  in  almost  every  instance 
The  low  mortality  is  to  be  explained  by  the  insignificant  shock' 
The  tumors  were  of  all  sizes,  some  reaching  to  the  umbilicus. 
Forceps  were  always  used. 

,,  Cases.       Deaths. 

Mayer j  Q 

Pean  200  4 

Jacobs a2  2 

Mangiagalli g  0 

JJ6?" ...".'.'.*.'.'.'.'.'.  .'.'".Wioo        0 

Carle 22  0 

Calderini -.  »  ¥ 

Bockel o  ft 

Routier „ 

„.  ,    ,  b  0 

Richolot 4o  1 

T1  .       .  ,.  406  ~7 

lhis  gives  a  mortality  of  1.7  per  cent. 

In  Richelot's  case  of  death  the  circumstance  was  due  to  his 
removing  the  upper  tampons  too  soon.  The  woman  had  some 
irritation  of  the  stomach  ;  he  feared  iodoform  poisonino-  and 
removed  the  dressing  on  the  fourth  day  ;  she  died  the  next  day 
of  peritonitis.  He  always  waits  until  the  sixth  day  before  dis- 
turbing the  tampons. 

^  The  claims  of  superiority  of  vaginal  hysterectomy  in  cases  of 
inflammatory  diseases  of  the  appendages.-lxx  the  first  place  the 
statistics  are  favorable.  They  are,  on  the  whole,  better  than 
those  of  celiotomy.  Jacobs'  results  are  wonderful.  Landau's 
Pozzi's,  and  Pean's  speak  for  themselves.  Landau's  were  all 
difficult,  as  well  as  Pozzi's.  Celiotomy  is  always  preferred  by 
Pozzi  when  he  thinks  there  is  a  chance  for  success.  All  his  U 
cases  recovered;  they  were  desperate  and  inoperable  by  the 
abdominal  route.  As  Jacobs  says,  the  statistics  of  vaginal  hyste- 
rectomy are  derived  from  desperate  cases.  To  quote  Jacobs  ■ 
"Let  us  now  review  the  indications  for  vaginal  hysterectomy' 
beginning  with  the   most   difficult   cases   of  suppuration  com- 
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plicated  with  adhesions.  There  is  pus  in  the  dilated  tubes,  in 
the  ovaries,  in  the  adjacent  cellular  tissue.  The  uterus  is  fixed 
and  the  coils  of  intestines  are  glued  together  above  these  lesions 
like  a  solid  roof.  In  such  a  case  celiotomy  displays  the  adhe- 
sions, which  cannot  be  separated  without  opening  the  bowels, 
with  a  chance  that  we  may  reach  the  purulent  focus  limited  by 
them,  open,  empty,  and  drain  it ;  and  the  result  may  be  a  slow 
recovery  or  an  intractable  fistula.  Often  we  are  confronted 
by  a  similar  condition  in  which  the  pelvis  is  occupied  by  adhe- 
sions, in  the  middle  of  which  the  uterus  is  imprisoned,  and  yet 
without  the  presence  of  purulent  foci.  In  such  cases,  owing 
to  fear  of  accident,  the  surgeon  is  induced  to  relinquish  the 
operation  as  an  exploratory  incision.  It  is  of  course  always 
possible  to  finish  the  operation,  but  we  have  to  consider  the  life 
of  our  patient.  In  just  these  cases  vaginal  hysterectomy  gives 
results  little  short  of  marvellous — not  wholly  without  danger, 
but  with  a  security  far  greater  than  the  abdominal.  The  col- 
lections of  pus  are  opened  into  the  vagina  without  infecting 
the  peritoneal  cavity  ;  the  adhesions  are  severed,  if  possible, 
but  should  the  finger  encounter  too  great  resistance  they  are 
abandoned,  and  in  a  few  days  they  will  soften  and  become  ab- 
sorbed. In  pelvic  suppuration  and  with  extensive  complicated 
adhesions,  both  equally  formidable  for  the  celiotomist,  vaginal 
hysterectomy  is  triumphant." 

The  most  wonderful  result  after  these  operations  is  the  im- 
mediate disappearance  of  the  inflammatory  masses.  There  is  no 
doubt  whatever  about  this.  The  explanation  is  probably  to  be 
found  in  the  excellent  drainage  and  in  the  removal  of  the  cause. 
There  is  no  reason  why  cicatrization  should  be  any  different 
from  that  in  any  other  part  of  the  body.  An  almost  analogous 
condition  is  to  be  found  in  appendicitis.  Before  operative 
methods  were  in  vogue  in  treating  this  disease,  its  frequent  re- 
currence was  its  most  distressing  feature.  The  appendix  removed, 
the  patient  got  well. 

The  starting  point  of  pelvic  inflammatory  disease  is  the  uterus. 
Endometritis  is  the  first  lesion.  Pathological  changes  may 
reasonably  be  supposed  to  take  place  in  the  uterus.  A  paren- 
chymatous metritis  enlarging  the  organ  and  giving  rise  to  pain 
and  leucorrheal  discharge,  or  a  chronic  interstitial  metritis  with 
hypertrophy  of  the  fibrous  tissue,  certainly  demands  as  much 
attention  as  a  purulent  ovaritis  or  salpingitis.  To  neglect  the 
22 
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uterus  in  such  a  condition  is  not  logical.  Once  removed,  even  if 
the  appendages  are  left  behind,  the  reservoir  of  germs  is  no 
longer  present  to  cause  reinfection.  Whether  or  not  leaving  be- 
hind the  appendages,  when  they  cannot  be  extracted,  influences 
the  final  result  has  not  yet  been  definitely  determined.  The 
question  is  perhaps  sub  judice.  Those  who  have  had  most  ex- 
perience with  the  operation  say  that  only  exceptionally  is  there 
any  further  trouble.  At  all  events,  there  can  be  no  fresh  infec- 
tion. It  is,  however,  rarely  the  case  that  they  have  to  be  left 
behind.  One  thing  is  certain,  the  immediate  results  are  most 
excellent. 

Another  point  greatly  in  favor  of  the  operation  is  the  manage- 
ment of  pus.  The  drainage  is  perfect.  The  pus  and  secretions 
flow  down  a  natural  incline  and  the  peritoneal  cavity  is  not  con- 
taminated. In  celiotomy  the  pus  tubes  frequently  burst  and 
the  contents  spread  over  the  peritoneum.  In  case  the  pus  is 
foul  and  fetid,  such  as  is  met  with  after  abortions  and  childbirth, 
the  accident  is  alarming  and  gives  the  operator  great  uneasiness. 

In  cases  in  which  pelvic  suppuration  is  complicated  with  rectal, 
vesical,  or  intestinal  fistulse,  vaginal  hysterectomy  is  the  opera- 
tion of  choice.  A  celiotomy  under  such  circumstances  is  fraught 
with  danger.  But  by  the  vaginal  method  the  peritoneum  is  not 
soiled,  the  discharges  flow  into  the  vagina,  and  the  fistula  closes 
of  itself.  The  conditions  are  favorable  for  such  a  result,  the 
natural  healing  being  aided  by  cicatricial  contraction  of  the  pelvic 
contents  en  masse;  it  is  rare  that  a  secondary  operation  is  needed. 

The  post  operatory  shock  of  vaginal  hysterectomy  is  infinitely 
less  than  that  of  celiotomy.  The  reason  is  apparent.  The  intes- 
tines have  not  been  manipulated.  Special  emphasis  must  be 
•made  on  this  point,  for  it  is  one  of  the  strongest  arguments  in 
favor  of  the  operation.  The  pelvic  cavity  seems  to  have  far 
greater  tolerance  for  operative  measures  than  the  great  serous 
cavity. 

The  cicatrix,  which  is  often  tender,  to  say  nothing  of  hernia, 
Is  not  a  factor  in  the  vaginal  operation ;  nor  does  the  patient 
have  to  wear  an  abdominal  support,  so  disagreeable  to  sensitive 
women. 

Vaginal  hysterectomy  removes  the  possibility  of  subsequent 
cancer  of  the  uterus.  Tubercle  bacilli  are  found  in  twenty  per 
cent  of  all  cases  of  pus  tubes ;  the  infereuce  is  that  they  may  be 
present  in  the  uterus. 
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The  objections  made  against  vaginal  hysterectomy  are  :  the 
danger  of  hemorrhage  during  the  operation ;  the  danger  of 
secondary  hemorrhage;  the  possibility  of  wounding  the  bladder 
and  ureter  and  intestines;  the  difficulty  of  maintaining  asepsis. 

The  same  accidents  may  happen  in  celiotomy,  probably  not 
less  often.  Statistics  on  celiotomy  show  this.  As  to  the  fre- 
quency of  clamping  the  ureter,  it  may  be  said  that  Segond 
in  400  consecutive  cases  never  clamped  it  once.  Segond  has 
never  lost  a  patient  from  hemorrhage  (up  to  1893);  he  has 
had  secondary  hemorrhage  five  times,  which  was  in  every  case 
easily  controlled — it  happened  on  removing  the  forceps;  he 
opened  the  bladder  three  times — it  was  sutured  and  the  patient 
recovered ;  he  opened  the  rectum  nine  times — three  times  it  was 
accidental,  six  times  there  was  a  pre-existing  fistula:  of  these, 
two  died  several  months  after  the  operation  from  pulmonary 
tuberculosis;  a  third  still  had  a  small  fistula,  but  it  was  a  recent 
case;  the  other  six  recovered  spontaneously  without  interference, 
notably  a  woman  who  had  passed  all  the  feces  per  vaginam  be- 
fore operation.  Richelot  in  219  cases  opened  the  rectum  twice, 
the  bladder  once.  In  the  first  case  of  opening  the  rectum  the 
fistula  closed  in  a  year — it  was  small  and  gave  little  trouble ;  in 
tli3  second  the  closure  was  accomplished  in  two  years — it  had 
given  little  trouble  during  the  second  year;  in  his  bladder  case 
the  wound  was  sutured  and  the  patient  got  well  at  once.  He 
has  had  one  case  of  severe  hemorrhage  on  removing  the  clamps  ; 
the  patient  recovered,  but  she  came  near  dying.  He  has  had 
three  secondary  hemorrhages  which  took  place  several  days 
after  removing  the  clamps;  tamponing  controlled  it.  Never, 
with  Richelot,  did  the  clamps  become  unclasped.  As  to  the 
question  of  asepsis,  with  proper  care  it  can  be  maintained. 
Sutton  has  taken  pains  to  make  examinations  for  bacteria  in 
the  dressings  removed  seventv-two  hours  after  vaginal  hvsterec- 
tomy.     In  his  five  cases  no  germs  were  found. 

The  greatest  objection  to  the  operation  is  the  difficult}'  of 
making  a  correct  diagnosis  before  operation  in  doubtful  cases. 
The  celiotomist  who  sees  what  he  is  doing  has  a  great  advantage 
in  feeling  as  well  as  seeing.  Pean,  however,  says  that  in  such 
cases,  which  must  in  most  instances  be  simple  ones,  it  is  easy  to 
open  the  posterior  cul-de-sac  and  explore  with  the  finger.  In 
severe  affections  involving  both  sides  it  is  seldom  that  the  dia- 
gnosis cannot  be  made  beforehand.    Another  objection  is  the  dif- 
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n'culty  of  performing  the  operation.  This  is  certainly  valid.  It  is 
difficult,  and  sometimes  very  difficult.  A  mere  description,  how- 
ever well  presented,  gives  but  an  imperfect  idea  of  the  details 
which  are  absolutely  requisite  for  success;  a  verbal  description 
is  not  much  better.  As  Segond  says,  "  one  must  see  the  opera- 
tion performed  a  number  of  times  by  a  skilled  operator  who  has 
done  it  many  times  himself,  in  order  to  learn  it  and  be  able  to 
do  it  afterward."  It  is  unique  in  its  wa}r  and  cannot  be  com- 
pared with  anything  in  surgery.  The  instruments,  too,  must  be 
suitable  ;  the  Pean  retractors  are  almost  a  sine  qua  non  of  success.. 

It  has  been  said  that  removal  of  the  uterus  induces  nervous 
troubles.  Segond  has  never  seen  this  result,  and  he  follows  all 
his  cases  (400  up  to  November,  1894). 

The  indications  for  vaginal  hysterectomy. — It  is  natural 
that  American  surgeons  who  have  not,  perhaps,  witnessed  the 
results  of  vaginal  hysterectomy  should  be  somewhat  sceptical 
about  it.  But  here  it  may  be  said  that  Pean's  most  bitter  oppo- 
nents are  to  be  found  in  France,  and  that  they  have  been  forced 
to  admit  that  in  selected  cases  it  is  the  operation  of  choice.  This- 
admission  has  not  been  brought  about  by  theoretical  reasoning,, 
but  by  actual  results  obtained  in  desperate  cases.  It  is  easy  to 
understand  opposition  to  vaginal  hysterectomy.  Abdominal 
methods  have  been  perfected  to  such  an  extent  that  celiotomy 
to-day  may  be  said  to  be  at  the  very  acme  of  perfection  ;  to  re- 
place it  by  a  method  which  at  first  sight  seemed  blind  and 
hazardous  appeared  out  of  reason.  But  the  way  to  convince  is 
by  logic  and  fact.     Vaginal  hysterectomy  has  come  to  stay. 

In  Paris  there  are  two  camps,  the  hysterectomists  and  the 
celiotomists ;  the  former  never  do  celiotomy  if  they  can  help 
it,  the  latter  never  do  vaginal  hysterectomy  under  any  cir- 
cumstances. But  there  is  likewise  a  middle  camp,  that  of  the 
unbiassed  surgeon  who  is  ready  to  accept  an  innovation  provided 
it  can  be  proved  to  merit  recognition.  To  this  Pozzi  belongs. 
His  views  appeared  in  Annates  de  Gynecologie  et  d'Obstetrique,. 
1893,  page  504;  they  have  not  changed  since  then,  for  vaginal 
hysterectomy  was  repeatedly  done  at  his  hospital  last  summer. 

Pozzi  does  vaginal  hysterectomy  for  the  following  conditions: 

1.  ''Diffuse  suppuration  of  a  chronic  nature  involving  all  the 
tissues  around  the  appendages  and  giving  rise  to  such  disorders 
that  ablation  of  a  limited  pocket  would  seem  to  be  of  little- 
value  or  impracticable." 
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2.  "  Non-suppurative,  very  adherent,  chronic  conditions  form- 
ing a  mass  in  the  pelvis.  In  these  instances  the  chronicity  of 
the  affection,  as  well  as  the  exacerbations  of  pelvic  peritonitis, 
should  be  considered.  The  surgeon  should  not  diagnosticate 
invincible  adhesions  without  due  reflection.  It  is  perfectly  pos- 
sible that  an  erroneous  idea  of  the  condition  may  be  obtained 
from  examining  the  patient  during  an  acute  attack;  here  the 
edema  of  the  deeper  tissues  deceives  the  examiner." 

3.  "  Continually  discharging  fistulse  of  the  abdominal  wall  or 
vagina  succeeding  celiotomy  (with  or  without  drainage),  and 
not  yielding  to  curetting,  to  dilatation,  nor  to  operation,  with  a 
view  of  finding  the  suture  which  causes  the  fistula.  This  must 
not  be  construed  into  an  argument  against  celiotomy,  for  I  have 
had  to  open  the  abdomen  to  extirpate  appendages  in  a  suppura- 
tive state,  complicated  with  fistula,  after  vaginal  hysterectomy." 

4.  "  Persistence  of  adnexial  tumors  which  are  painful,  existing 
after  celiotomy.  I  have  had  to  do  the  same  thing  after  vaginal 
hysterectomy."  Pichevin  practically  admits  the  same,  but  ad- 
mits as  an  additional  reason, 

5.  Fistulse  opening  into  the  rectum  or  bladder  and  communi- 
•cating  with  a  pus  cavity. 

To  complete  the  list  we  might  add  : 

6.  Incurable  disease  of  the  uterus  persisting  after  removal  of 
the  appendages  by  celiotomy. 

We  might  even  add  to  these  conservative  indications  that  of 
Landau,  which  is, 

7.  Extensive  disease  of  the  uterus,  such  as  parenchymatous 
metritis,  etc.,  complicated  with  double  purulent  salpingitis.  He 
insists  on  removing  the  appendages,  however,  even  if  he  is 
obliged  to  do  a  celiotomy  at  the  same  sitting  to  accomplish  this 
result. 

These,  then,  are  the  indications  which  are  recognized  by  the 
conservative  surgeons.  Perhaps  it  would  be  better  to  say  by 
surgeons  who  prefer  to  do  celiotomy  when  this  method  seems  to 
offer  any  chance  for  success. 

B  it  there  are  many  operators,  and  their  number  is  rapidly 
increasing,  who  think  vaginal  hjrsterectomy  has  a  far  wider  range. 
Among  them  Richelot  stands  pre-eminent.  His  book,  which  has 
lately  appeared,  contains  a  most  excellent  resume  of  the  indica- 
tions for  vaginal  hysterectomy.  The  whole  subject  is  treated  in 
a  masterly  way,  and  there  is  an  absence  of  theoretical  discussion 
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which,  added  to  the  simplicity  of  the  style,  makes  the  book  most 
readable.  All  his  cases  (219)  are  given  in  fall.  lie  speaks  from 
profound  conviction,  and  such  is  his  eloquence  that  one  is  im- 
pressed by  what  he  says. 

Ricbelot,  Segond,  Pean,  and  others  operate  all  cases  by  vagi- 
nal hysterectomy  in  which  the  bilaterality  of  the  inflammatory 
trouble  can  be  demonstrated.  This  includes  the  lighter  forms  of 
salpingitis  and  ovaritft,  provided  operation  is  imperative.  They 
believe  the  results  are  better  than  in  celiotomy.  When, however* 
the  bilaterality  of  the  affection  has  not  been  demonstrated,  and 
particularly  if  the  patient  is  young,  celiotomy  is  to  be  preferred. 

Richelot  operates  complicated  cases  of  retroversion  by  the 
vaginal  method.  By  complicated  cases  are  meant  those  in  which 
the  uterus  is  firmly  bound  down  in  Douglas'  cul-de-sac  and  gives 
rise  to  severe  metrorrhagia;  in  these  conditions  the  ovaries  are 
prolapsed  and  diseased.  The  symptoms  calling  for  the  operation 
are  severe  pains  in  the  thighs  and  back,  and  a  condition  of 
nervous  debility  which  makes  the  woman  unfit  for  anything. 
He  has  operated  21  times  under  these  circumstances,  with  com- 
plete cure  in  all  cases. 

The  social  condition  of  a  patient  has  to  be  taken  into  consider- 
ation in  deciding  the  question  of  radical  operation.  A.  woman 
who  has  to  work  for  a  living,  and  who  perhaps  has  been  under- 
going so-called  treatments  at  various  hospitals  and  receiving 
absolutely  no  benefit  from  them,  will  frequently  accept  an  opera- 
tion which  will  free  her  from  the  pains  from  which  she  has  suf- 
fered months  and  months.  On  the  other  hand,  a  woman  who 
has  nothing  to  do,  and  who  can  devote  a  proper  amount  of  time 
and  care  in  following  out  a  course  of  treatment  which  is  intended 
to  be  palliative  only,  may  by  so  doing  be  made  so  comfortable 
that  it  would  be  unwise  to  recommend  any  radical  procedure. 

Richelot  does  not  hesitate  to  do  vaginal  hysterectomy  under 
circumstances  like  the  following  :  The  woman  belonged  to  the 
working  class ;  she  was  42  years  old  and  had  had  thirteen 
children  at  term.  Ten  months  before  entering  the  hospital  she 
had  a  miscarriage.  She  was  curetted  one  month  after  this  mis- 
hap, and  four  months  later  Schroder's  operation  was  performed. 
The  hemorrhages  continuing  and  becoming  grave,  vaginal  hys- 
terectomy was  done  in  November,  1893  ;  three  months  later  she 
was  seen  and  was  in  perfect  health. 

In  cases  of  pelvic  neuralgia   resisting  all  forms  of  treatment, 
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vaginal  hysterectomy  gives  remarkable  results.  Richelot'e  de- 
scription of  this  disease  is  concise.  He  says :  "  The  surgeon 
should  operate  with  extreme  caution.  The  severe  forms  of  pelvic 
neuralgia  are  to  be  called  manifestations  of  true  hysteria  with- 
out painful  localizations  in  the  pelvis.  There  is  pain,  but  there 
is  no  pathological  lesion.  The  diagnosis  is  to  be  made  as  follows  : 
Local  examination  should  be  negative ;  the  uterus  should  be 
normal  in  position,  the  cervix  of  normal  size  ;  the  cul-de-sacs 
should  have  preserved  their  normal  suppleness  and  should  not  be 
hard  or  indurated ;  but  there  is,  with  rare  periods  of  lull,  an 
exquisite  sensitiveness  on  touching  the  cervix  and  cul-de-sacs 
and  on  moving  the  uterus  while  palpating  bimanually  ;  pressure 
on  the  iliac  fossae  is  also  painful,  and  sometimes  the  surface  of 
the  abdomen  can  scarcely  be  touched  even  lightly  without  excit- 
ing exquisite  pain.  The  patients  suffer  horribly  ;  they  walk  bent 
double  ;  some  have  to  stay  in  bed  all  the  time.  During  an  acute 
exacerbation  all  the  symptoms  of  pelvic  peritonitis  may  be 
present,  but  on  examination  after  the  attack  is  over  nothing 
abnormal  is  found.  The  length  of  the  disease  may  be  from  one 
to  thirty  years  or  more.  These  patients  are  miserable  and  go 
from  one  gynecologist  to  another  without  receiving  benefit.  At 
last  they  become  bedridden  and  they  die."  It  has  been  said  that 
simple  celiotomy  without  doing  anything  whatever  will  cure 
these  cases,  the  cure  being  mental.  Richelot  cites  a  case  in 
which  he  did  this  without  the  least  effect ;  nothing  was  done 
but  simple  exploratory  incision.  He  has  also  met  with  cases  in 
which  the  appendages  were  removed,  there  being  slight  lesions  ; 
in  these,  also,  the  neuralgic  pain  persisted  after  the  operation. 
He  now  treats  both  conditions  by  vaginal  hysterectomy  with  suc- 
cess. The  following  case  happened  in  Richelot' s  practice  :  The 
woman  was  38  years  old.  She  had  had  three  children  and  had 
been  married  twenty-one  years.  She  had  been  ill  twenty  years. 
Her  second  confinement,  seventeen  years  before,  during  which 
she  was  taken  care  of  by  Budin,  proved  to  be  severe.  She  had 
a  rheumatic  history  and  often  suffered  pains  in  the  arms  and 
shoulders.  Her  children  were  all  nervous  and  had  neuralgias. 
She  had  never  had  any  hysterical  attacks.  Her  stomach  was  ir- 
ritable and  she  had  to  be  careful  about  her  food.  For  seventeen 
years  she  had  attacks  of  severe  pains  in  the  pelvis  ;  the  accom- 
panying symptoms  were  excessive  tympanites,  uausea  and  vom- 
iting, anorexia,  constipation,  and  filiform   pulse — in  fact,  all  the 
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symptoms  of  pelvi-peritonitis.  The  last  attack  lasted  five 
weeks.  When  seen  by  Richelot  she  was  in  a  moribund  con- 
dition. His  diagnosis  was  double  pyosalpinx  with  peritonitis. 
When  the  attack  subsided,  however,  a  movable  uterus  slightly 
anteverted  was  found,  and  small  appendages  which  could  be 
easily  felt ;  there  was  no  induration  whatever.  She  had  been 
through  an  attack  of  pelvic  neuralgia  with  a  condition  of  peri- 
tonismus.  Vaginal  hysterectomy  was  doue.  The  uterus  was 
somewhat  large,  but  the  appendages  normal.  Seen  five  months 
later  she  reported  herself  perfectly  well.  Richelot  has  had 
sixteen  similar  cases,  which  were  all  cured  with  but  one  ex- 
ception. 

In  cases  of  prolapse  of  the  uterus  vaginal  hysterectomy  is 
gaining  many  adherents,  even  though  in  many  cases  it  proves  to 
be  a  preliminary  operation,  a  plastic  one  being  required  sub- 
sequently. 

If  a  mistake  in  diagnosis  has  been  made,  and  the  operator  finds 
a  hematosalpinx  or  a  cystic  ovary  when  he  expected  to  find 
tubal  inflammatory  disease,  no  embarrassment  need  be  occasioned, 
for  it  is  quite  easy  to  treat  these  affections  by  the  vaginal  method. 
Hydrosalpinx  and  extrauterine  pregnaucy  come  under  the  same 
heading.     Jacobs  and  Pean  have  reported  many  such  cases. 

Chronic  endometritis  deserves  special  mention.  Reference  is 
made  to  those  cases  which  have  resisted  all  forms  of  treatment, 
electrical  and  other.  The  patient  suffers  pain,  constant  leucor- 
rheal  discharge,  and  is  exhausted  by  repeated  hemorrhages. 
Curetting  has  been  tried  without  avail.  In  such  cases  vaginal 
hysterectomy  is  justifiable.  Sutton  has  done  it  for  a  suppurative 
endometritis.  The  uterus  was  infiltrated  with  pus,  but  the  ap- 
pendages were  not  involved.  The  case  was  gonorrheal.  She 
recovered.  During  the  past  nine  weeks  Sutton  has  done  the 
operation  twice  in  cases  in  which  a  celiotomy  with  removal  of 
appendages  was  unsuccessful  in  curing  the  patient.  He  has  done 
it  in  another  instance  in  which  there  was  general  inflammation 
of  the  uterus  and  appendages,  and  in  still  another  in  which  the 
inflammation  was  complicated  by  cataleptic  convulsions — all  with 
success. 

The  operation  has  not  been  received  with  universal  acclama- 
tion in  America,  and  will  doubtless  meet  with  much  resistance  at 
first.  But  Sutton,  Thomas,  Engelmann,  Lusk,  and  Coe,  as  well 
as   others,  believe   that   it  is  a  decided  advance  in  gynecology. 
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Mann,  of  Buffalo,  believes  that  it  is  "  the  question  of  the  day  in 
gynecology,  and  its  decision  demands  our  best  thought  and  our 
closest  observation." 

Illustrative  cases. — Picqite:1  A  case  of  vaginal  hysterectomy 
done  for  pelvic  abscess  with  dense  inflammatory  adhesions  filling 
the  pelvis.  The  patient  was  34  years  old.  She  entered  the 
Broca  Hospital  November  11th,  1891.  Married  at  19;  eight 
months  after  marriage  had  a  miscarriage,  which  was  followed  by 
pelvic  pain  in  the  region  of  the  appendages.  This  subsided 
and  for  fourteen  years  she  was  well.  Intrauterine  instrumen- 
tation for  sterility  brought  on  chills  and  fever,  and  au  abscess 
on  the  left  side  of  the  uterus  which  discharged  into  the  vagina. 
She  then  had  au  extension  of  the  inflammation  on  the  right  side. 
Yaginal  examination  showed  a  uterus  which  was  impacted  in  the 
pelvic  cavity  and  surrounded  by  inflammatory  masses.  Yaginal 
hysterectomy  on  November  19th,  1891.  Twenty-five  days  later 
was  discharged  well.  Seen  January  20th,  1893,  she  reported  her- 
self perfectly  well.     The  appendages  were  not  removed. 

Plcque  :2  Yaginal  hysterectomy  done  subsequent  to  celiotomy  ; 
removal  of  the  appendages  did  not  cure  the  patient.  The 
woman  was  24  years  old,  and  entered  the  Broca  Hospital  (Pozzi's) 
June  5th,  1891.  She  had  gonorrhea  at  16  and  an  abortion  six 
years  later.  Pozzi  examined  her  and  found  on  either  side  of  the 
uterus  a  mass,  that  on  the  left  as  large  as  a  small  hen's  egg, 
on  the  right  as  large  as  a  mandarin  orange.  On  June  20th  the 
appendages  were  removed  by  celiotomy.  On  the  right  there 
was  a  simple  non-purulent  inflammation  ;  on  the  left  there  was 
a  little  pus.  Discharged  July  29th.  Keturned  in  November 
of  the  same  year  on  account  of  profuse  leucorrhea.  Curetting 
done  twice  without  result.  Yaginal  hysterectomy  performed. 
Discharged  well  in  December. 

Terillon:3  A  case  of  vaginal  hysterectomy  done  eight  days 
after  celiotomy,  it  not  having  been  possible  to  complete  the 
latter  operation  owing  to  dense  adhesions.  The  patient  was  23 
years  old  and  had  been  sick  three  years  following  abortion. 
The  uterus  was  immobilized  by  adhesions  which  extended  up  to 
the  umbilicus.  A  celiotomy  was  done,  but  no  attempt  was  made 
to  remove  the  appendages,  as  it  seemed  impossible  to  remove 
them.     Eight  days  later  vaginal  hysterectomy  was  done  and  the 

1  Annates  de  Gynecologie  et  d'Obstetrique,  1893,  p.  176. 
*  Id.,  p.  176.  3  Id.,  1891,  p.  381. 
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patient  got  well.     She  had   no  more  pain.     The  lesions  were 
tuberculous. 

Dewandre ;'  A  case  of  vaginal  hysterectomy  done  for  general 
purulent  inflammation  involving  uterus  and  appendages.  The 
woman  was  34.  Married  at  26  and  pregnant  eight  times.  Last 
confinement  April  20th,  1893.  In  1891  had  a  child  at  eight 
months.  Since  then  has  been  ill.  The  uterus  is  imprisoned  and 
immovably  held  between  two  masses.  Vaginal  hysterectomy 
June  3d,  1894.  Uterus,  tubes,  and  ovaries  removed;  all  puru- 
lent; adhesions  between  tubes,  omentum,  and  intestines  separated 
with  ease  by  the  fingers.     The  cure  was  perfect. 

22  Highland  street. 

No  references  have  been  given  in  this  paper,  because  it  was  thought  unneces- 
sary. The  statistics  have  been  gathered  from  the  leading  French  medical 
journals,  notably  Annates  de  Oynecologie  et  d' ' Obstetrigne.  The  operation  is  a 
new  one,  and  the  references  may  be  easily  obtained  from  the  "Index  Medicus." 
The  most  prolific  writers  on  the  subject  are  Richelot,  Segond,  Pean,  Quenu,. 
and  Doyen. 
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C.   B.   PENROSE,   M.D., 
Professor  of  Gynecology  in  the  University  of  Pennsylvania. 


I  have  presented  this  very  brief  paper  on  ventrofixation,  or 
suspension  of  the  uterus,  in  order  to  learn  the  views  of  the  Fel- 
lows of  this  Section  on  this  method  of  treating  uterine  displace- 
ments. During  the  past  eighteen  months  I  have  performed  the 
operation  of  ventrofixation  twenty-five  times.  The  operation 
was  done  only  on  those  cases  where  the  sufferings  of  the  women 
seemed  referable  to  the  uterine  displacement.  The  cases  may 
be  divided  into  the  following  classes : 

All  cases  of  retrodisplacements  with  adhesions.  Cases  of 
retrodisplacements  following  parturition  where  repairing  of  the 
perineum  and  the  use  of  a  pessary  failed    to  cure   within    a 

1  Bulletin  de  la  Societe  Beige,  1894,  No.  o. 

2  Read  before  the  Gynecological  Section  of  the  College  of  Physicians  of 
Philadelphia. 
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reasonable  time.  Cases  of  misplacement  in  muciparous  women 
when  the  disease  seemed  to  have  been  congenital,  or  at  any  rate 
to  have  shown  its  tirst symptoms  when  puberty  appeared.  Such 
cases  seem  to  be  especially  difficult  to  cure  with  the  pessary. 
Cases  where  for  any  reason,  such  as  a  tender,  prolapsedjovary, 
a  pessary  could  not  be  borne.  Cases  of  women  who,  from  pov- 
erty, occupation,  or  residence,  were  unable  to  give  the  pessary 
a  fair  trial  under  the  supervision  of  a  physician. 

By  the  cure  of  retrodisplacement  with  the  pessary  I  mean  the 
restoration  of  the  uterus  to  such  a  condition  that  it  will  perma- 
nently remain  in  the  normal  position  after  the  pessary  has  been 
given  up.  I  do  not  think  that  any  woman  should  be  obliged  to 
wear  a  pessary  all  her  life,  as  was  so  often  done  before  the  intro- 
duction of  operative  methods  of  treatment. 

I  have  pursued  the  following  form  of  operation  :  A  median 
abdominal  incision  is  made  immediately  above  the  symphysis  and 
closer  to  the  symphysis  thau  is  usual  in  operations  upon  the  pelvic 
organs.  Two  silk  sutures  are  passed  through  the  inner  portion 
of  the  rectus  muscle  and  the  peritoneum  on  one  side  of  the  lower 
angle  of  the  incision,  through  the  posterior  aspect  of  the  fundus 
uteri,  and  through  the  peritoneum  and  inner  muscular  fibres  of 
the  rectus  on  the  opposite  side.  The  peritoneum  is  then  closed 
by  continuous  silk  suture,  the  fascia  by  catgut,  and  the  skin 
by  the  intracutaneous  suture,  entered  through  the  skin  at  the 
lower  angle  of  the  incision  and  emerging  through  the  skin  at  the- 
upper  angle.  The  sutures  are  passed  through  the  posterior  aspect 
of  the  fundus  in  order  that  the  intra-abdominal  pressure  may  be 
exerted  upon  the  posterior  surface  of  the  uterus.  This  is  espe- 
cially important  in  cases  of  retroflexion,  for  obvious  mechanical 
reasons.  After  the  operation  of  ventrofixation  the  uterus  seems, 
to  be  held  permanently  in  its  new  position,  there  having  been 
in  no  case  a  return  of  the  displacement.  In  most  cases  of  retro- 
displacement  it  is  necessary  to  perform  some  other  operation 
in  addition  to  the  ventrofixation  ;  such  operations  usually  are 
salpingo-oophorectomy,  perineorrhaphy,  trachelorrhaphy,  and 
curettement.  And  for  this  reason  it  is  difficult  to  determine 
how  much  of  the  relief  experienced  by  the  patient  may  honestly 
be  attributed  to  the  ventrofixation.  In  some  cases  of  simple 
ventrofixation  the  pain  in  the  back  and  in  the  head  is  relieved 
immediately,  the  woman  expressing  her  gratification  as  soon  as- 
consciousness  has  returned.     This  was  most  strikingly  illustrated 
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in  two  cases,  one  a  nulliparous  woman  with  simple  retroflexion, 
and  the  other  a  woman  with  retroflexion  attributed  to  a  former 
labor. 

They  both  had  complained  of  severe,  continuous,  burning  pain 
on  the  top  of  the  head,  and  continuous  backache — pains  of 
which  they  have  been  free  ?ince  the  day  of  the  operation. 

During  the  past  fall  I  have  written  to  all  the  women  on  whom 
I  had  performed  ventrofixation  during  the  year  ending  June, 
1894,  in  order  to  ascertain  their  present  condition.  In  the  let- 
ters then  sent  I  asked  : 

Are  you  benefited  by  the  operation  % 

Have  the  backache  and  headache  been  relieved  ? 

Have  you  suffered  from  any  disturbance  of  the  bladder  since 
the  operation  ? 

There  were  twenty  patients  thus  heard  from,  and  with  two 
exceptions  they  answered  the  first  question  in  the  affirmative. 
The  degrees  of  relief,  however,  were  various.  Some  women 
were  perfectly  comfortable,  others  improved.  In  many  the 
backache  and  headache,  though  much  relieved,  returned  after 
prolonged  standing  or  hard  work.  The  women  were  nearly  all 
of  the  working  class  and  generally  returned  to  work  immediately, 
•or  within  a  few  weeks,  after  leaving  the  hospital. 

Immediate  relief,  and  complete  relief,  of  all  the  symptoms 
from  which  a  victim  of  long-standing  retrodisplacement  suffers 
•cannot  be  expected  to  follow  any  plan  of  treatment.  Emplace- 
ment of  the  uterus  is  but  the  first  step  in  the  treatment.  Most 
of  my  patients  stated  that  they  had  suffered  from  irritability  of 
the  bladder,  frequent  painful  urination,  for  several  weeks  after 
returning  home,  but  this  ultimately  disappeared.  While  in  the 
hospital  it  was  not  noticed  that  there  was  any  more  vesical  dis- 
turbance after  the  operation  of  ventrofixation  than  in  celiotomy 
for  other  causes. 

In  all  the  cases  examined  by  myself  or  by  other  physicians  at 
varying  periods  after  the  operation,  the  uterus  was  found  in 
normal  position  and  shape,  and  with  a  very  considerable  range 
of  motion.  In  one  case  abdominal  hysterectomy  for  tuberculosis 
was  performed  on  a  girl  upon  whom  ventrofixation  had  been 
done  six  months  previously,  and  opportunity  was  afforded  to  ex- 
amine the  attachment  of  the  uterus  after  this  lapse  of  time.  The 
uterus  was  found  in  normal  position,  adherent  to  the  anterior 
parietes  immediately  above  the  symphysis  by  a  pliable  ribbon- 
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like  fold  of  peritoneum  about  half  an  inch  in  breadth  and  half 
an  inch  in  length.  Within  this  band  were  found  the  two  silk 
fixation  sutures.  There  were  no  other  adhesions  whatever  to  the 
uterus  or  the  appendages. 

In  the  light  of  our  present  experience  with  the  operation  of 
ventrofixation  I  think  we  can  say  that  it  is  as  safe  as  any  of 
the  minor  operations  of  gynecology.  It  is  not  followed  by  any 
bad  results  or  derangement  of  other  organs.  It  does  not  inter- 
fere with  conception,  the  course  of  pregnancy  or  labor.  The 
replacement  of  the  uterus  is  permanent.  If  the  woman  is  not 
relieved  by  the  operation,  then  her  symptoms  had  been  wrongly 
attributed  to  the  retrodisplacement. 
1331  Spruce  street. 


THE   MANAGEMENT  OF  LABOR  COMPLICATED  BY  HEART 

DISEASE.1 


BARTON  COOKE  HIRST,  M.D., 
Philadelphia,  Pa. 


It  appears  from  a  statistical  study  of  labor  in  women  with 
heart  disease  that  the  mortality  is  very  high.  There  are  some 
writers  who  place  it  at  fifty  per  cent.  But  this  is  not  my  ex- 
perience, nor  is  it  the  experience  of  some  of  my  friends  in  active 
practice  to  whom  I  have  spoken  on  the  subject.  It  has  been  my 
fortune  to  see  a  number  of  these  cases,  and  among  them  some  of 
the  severest  type,  several  of  them  with  a  fatal  issue  within  six 
months  after  confinement,  but  so  far  I  have  been  lucky  enough 
not  to  lose  a  parturient  or  puerperal  patient  from  this  compli- 
cation. I  recall  one  woman  with  valvular  disease— both  insuffi- 
ciency and  stenosis  of  the  left  auriculo-ventricular  orifice— who 
sat  bolt-upright  in  bed,  day  and  night,  for  weeks  before  delivery,, 
with  labored  breathing  and  with  a  face  as  blue  as  indigo  ;  another 
patient  with  congenital  heart  disease  of  both  mitral  and  tricuspid 
valves,  a  primipara  at  the  age  of  44,  witli  advanced  kidney  dis- 
ease to  boot;  a  third  with  disease  of  the  aortic  orifice  and  an 
enormous  aneurism  of  the  arch  of  the  aorta  ;  a  fourth  with  mitral 

1  Read  before  the  Gynecological  Section  of  the  College  of  Physicians  of 
Philadelphia. 
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disease  of  long  standing,  albuminuria,  profound  anemia,  and  an 
exceedingly  rapid,  weak  pulse  ;  and  a  number  of  other  cases  not 
so  striking,  of  which  I  have  unfortunately  preserved  no  exact 
record.  Some  of  these  women  caused  me  the  greatest  anxiety, 
and  I  cannot  help  thinking  that  their  recovery  was  due  to  a  treat- 
ment sound  in  principle  and  carried  out  with  sufficient  energy 
and  attention  to  details.  The  management  of  these  cases  which 
has  proved  successful  in  my  hands  so  far,  and  to  which  I  shall 
adhere  as  long  as  it  yields  good  results,  may  be  briefly  outlined 
^s  follows : 

In  addition  to  the  care  every  pregnant  woman  should  receive 
in  the  matters  of  diet,  regulation  of  the  bowels,  exposure  to  cold 
and  limitation  of  exercise,  etc  ,  the  pregnant  woman  with  heart 
disease  should  have  iron  and  strychnia  ;  and  one  of  the  heart 
tonics,  digitalis  or  stropbanthus,  should  be  administered  in  larger 
doses  than  would  be  given  to  the  same  patient  were  she  not 
pregnant. 

The  urine  should  be  examined  more  frequently  and  more 
critically  than  it  usually  is  in  pregnancy. 

Pregnancy  as  a  rule  should  be  terminated  prematurely.  This 
not  only  secures  an  easier  labor,  but  it  avoids  the  strain  upon  the 
heart  that  increases  with  every  day  in  the  last  month  of  gesta- 
tion. 

Finally,  when  labor  begins,  digitalis  and  strychnia  should  be 
administered  in  large  doses  hypodermatically  until  the  os  is  the 
size  of  a  dollar ;  then,  in  case  of  head-tirst  labors,  forceps  should 
be  applied  and  the  child  extracted  as  rapidly  as  possible,  without 
regard  to  the  integrity  of  the  maternal  tissues  and  without  anes- 
thesia. In  several  cases  I  have  deeply  incised  the  cervix  on  all 
four  sides  to  facilitate  delivery. 

This  plan  is  of  double  advantage  to  the  woman.  It  shortens 
the  labor  and  saves  her  all  the  fatigue  of  voluntary  muscular 
effort  in  the  second  stage,  and  it  insures  a  hemorrhage  from 
lacerations  along  the  birth  canal  when  the  child  is  born — the 
best  safeguard  against  engorgement  of  the  lungs  and  overstrain 
of  the  heart  after  childbirth. 

Meanwhile  there  should  be  placed  in  easy  reach  a  hypoder- 
matic syringe  charged  with  nitroglycerin  solution  and  some 
paarls  of  nitrite  of  amyl,  the  quickest-acting  stimulants  at  our 
command;  and  when  the  placenta  is  expressed  no  ergot  should 
be  given,  nor  should  other  means  be  taken  to  prevent  post-par- 
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turn  bleeding,  which,  within  bounds,  should  rather  be  encour- 
aged. 

As  soon  as  practicable  a  large  pad  above  the  umbilicus  and  a 
tight  binder  should  be  applied  to  compensate  for  the  sudden 
diminution  of  intra-abdominal  pressure. 
1821  Spruce  street. 


EXTRAUTERINE   PREGNANCY   OF   THE    INTERSTITIAL   OR 
TUBO-UTERINE  VARIETY. 

WITH    REPORT    OF    A     CASE    PRESENTING    SOME    UNUSUAL    FEATURES. 


BY 


E.    N.    GRAY,     M.D.. 
Houston,  Texas. 


Extrauterine  pregnancy,  for  convenience  of  description,  is 
-classed  under  the  general  heads  of  tubal,  ovarian,  and  interstitial. 
All  other  forms  are  but  modifications  of  these ;  I  had  almost 
said,  one  of  these — tubal. 

Some  authorities  limit  the  use  of  the  term  "  interstitial"  to 
that  condition  in  which  the  ovum  has  by  some  means  escaped 
from  the  tube  into  the  parenchyma  of  the  uterus,  and  as  de- 
velopment takes  place  a  sac  is  formed  in  the  wall  of  the  uterus 
itself.  While  the  possibility  of  such  a  condition  is  said  to  have 
been  proven  by  well-authenticated  cases,  most  writers  doubt  its 
•existence  and  use  the  term  "interstitial"  synonymously  with 
*l  tubo-uterine." 

By  tubo-uterine  pregnancy  is  meant  that  state  in  which  the 
ovum  is  checked  in  its  passage  through  the  tube,  in  that  part  of 
the  tube  contained  in  the  uterine  wall,  and  there  develops.  It 
is,  then,  but  a  form  of  tubal  pregnancy.  While  differing  as  to 
pathology,  writers  are  agreed  that  the  interstitial  is  the  rarest 
and  most  dangerous  form  of  extrauterine  pregnancy.  Tait  says 
it  is  uniformly  fatal  before  the  fifth  month.  Of  Hecker's  two 
hundred  and  twenty-six  cases  of  extrauterine  pregnancy  only 
twenty-six,  and  of  Thomas'  thirty- three  cases  only  two,  were  of 
this  variety. 

In  this,  as  in  all  forms  of  ectopic  pregnancy,  the  difficulties  of 
diagnosis  are  great.     Even  so  good  a  diagnostician  as  Lawson 
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Tait  recently  operated  for  a  suppurating  cyst  of  the  broad  liga- 
ment, and  upon  opening  the  abdomen  found  an  interstitial 
pregnancy  with  a  dead  fetus.1 

There  are  no  symptoms  so  characteristic  of  the  interstitial  as 
to  enable  one  to  readily  differentiate  it  from  other  forms  of 
ectopic  pregnancy.  It  follows,  then,  as  a  natural  sequence,  that 
there  is  no  special  line  of  treatment  indicated.  If  one  is  so  for- 
tunate as  to  clearly  make  out  the  condition,  an  attempt  may  be 
made  to  cut  through  the  partition  of  tissue  and  turn  the  contents 
of  the  sac  into  the  uterus.  Thomas  says :  "  Dr.  Lenox  Hodge 
once  succeeded  in  recognizing  the  existence  of  such  a  case  at 
term,  cut  through  the  layer  of  parenchyma  which  shut  off  the 
fetus  from  the  uterus,  and  conducted  the  case  to  a  successful 
issue. 

The  case  here  reported,  while  presenting  some  of  the  classical 
symptoms  of  extrauterine  pregnancy,  also  possessed  features  so 
unusual  that  I  deem  it  worth  reporting  at  length. 

Mrs.  E.  H.,  aged  30 years,  of  English  birth;  menstruated  first 
at  13^  years,  periods  always  regular  and  without  pain  ;  married 
at  age  of  19;  has  had  four  children,  the  youngest  of  whom  is 
2-|  years  old ;  labors  were  all  normal ;  no  miscarriages ;  health 
excellent  until  present  illness  ;  last  menstruation  on  May  20th, 
1S94;  missed  next  two  periods,  and  as  all  symptoms  developed, 
objective  and  subjective,  which  characterized  her  former  preg- 
nancies, she  considered  herself  pregnant. 

All  went  well  until  about  ten  days  before  the  third  menstrual 
period  was  due,  when  she  was  surprised  by  a  sudden  gush  of 
blood  without  pain.  This  continued  for  three  weeks  before  pain 
was  experienced,  sometimes  in  gushes,  sometimes  in  a  stream, 
and  occasionally  ceasing  altogether  for  a  few  hours  to  a  day  or 
two.     At  this  time  all  signs  of  pregnancy  disappeared. 

While  dressing  her  hair  one  morning  she  was  suddenly  seized 
with  a  most  intense  pain  in  the  right  ovarian  region  and  extend- 
ing clown  the  right  thigh.  The  pain  was  accompanied  by  a  gush 
of  blood  and  was  so  severe  as  to  cause  her  to  drop  to  the  floor 
and  "double  up."  She  described  it  as  of  a  colicky  nature,  re- 
sembling a  labor  pain  somewhat,  but  many  times  more  severe. 
The  paroxysm  was  of  considerable  duration  and  was  followed  by 
a  soreness  which  persisted  throughout  the  rest  of  the  illness. 

1  Lancet,  January  13th,  1894. 

2  "  Diseases  of  Women,"  oth  f  d.,  p.  767. 
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Paroxysms  of  pain,  always  accompanied  by  a  gush  of  blood  or 
a  watery  fluid,  recurred,  at  intervals  of  a  few  hours  to  a  day  or 
two,  to  the  time  of  my  first  visit,  on  September  22d.  This  was 
about  seven  weeks  from  the  occurrence  of  the  first  hemorrhage, 
and  about  four  weeks  after  pain  was  first  felt. 

The  paroxysms  of  pain  were  of  variable  duration,  lasting  from 
a  few  minutes  to  several  hours,  but  were  always  so  severe  that, 
no  matter  how  employed,  the  patient  was  compelled  to  at  once 
lie  down  and  flex  the  thighs  upon  the  abdomen. 

Small  shreds  of  tissue  (decidua?)  were  passed  at  times,  but  no 
clots.  Mrs.  H.  was  quite  positive  that  at  no  time  had  there  been 
any  odor  to  the  discharges.  I  wish  especially  to  emphasize  this 
point,  as  I  deem  it  conclusive  proof,  as  will  appear  later,  that  the 
fetus  and  placenta  were  extrauterine. 

During  her  illness  she  had  taken  ergot  for  several  days  upon 
the  advice  of  friends,  who  informed  her  she  was  suffering  from  a 
"  missed  conception."  She  had  also  a  physician  in  attendance, 
but  for  how  long  a  time  I  cannot  say,  neither  do  I  know  his  dia- 
gnosis or  treatment. 

The  history  as  above  given  was  obtained  at  my  first  visit,  on 
September  22d.  Mrs.  H.  was  not  then  in  pain,  but  had  had  a 
severe  paroxysm  the  evening  before,  lasting  most  of  the  night, 
and  only  partly  relieved  by  large  doses  of  morphine.  I  have 
neglected  to  state  that  there  had  been  no  fever  or  other  evidence 
of  sepsis  at  any  time. 

The  history,  as  related  by  the  patient,  was  so  characteristic  of 
extrauterine  pregnancy  that  my  suspicions  were  at  once  aroused. 
Before  making:  an  examination  I  informed  the  husband  of  the 
probable  trouble,  at  the  same  time  explaining  the  gravity  of  the 
case,  and  what  might  have  to  be  done  in  case  my  suspicions 
proved  well  grounded.  The  long-continued  pain  and  hemor- 
rhage had  rendered  Mrs.  H.'s  condition  such  that  prompt  relief 
was  demanded.  That  the  fetus  was  dead  1  felt  assured  from  the 
cessation  of  the  signs  of  pregnancy  six  weeks  before. 

A  vaginal  examination  disclosed  the  following  condition  : 
The  mucous  membrane  of  vagina  and  cervix  was  of  a  marked 
violet  hue.  This  was  more  pronounced  than  I  have  ever  seen  it 
in  any  case  of  pregnancy.  The  uterus  was  in  normal  position, 
but  distinctly  enlarged  and  fixed.  The  cervix  was  firm  owing 
to  the  presence  of  cicatricial  tissue.  On  the  left  side  there  was 
an  old  laceration  of  the  cervix  extending  above  the  vaginal 
23 
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junction.  From  the  upper  angle  of  the  laceration  a  cicatricial 
band  could  easily  be  felt  extending  out  into  the  left  broad  liga- 
ment.    There  was  no  hypertrophy  of  the  cervix  and  no  e  version. 

To  the  left  of  the  uterus  nothing  abnormal  was  found  except 
the  band  just  noted.  On  the  right  side  there  was  a  mass  as 
large  or  larger  than  the  fist  of  the  average  man.  It  appeared 
to  be  round  or  slightly  oval,  was  very  sensitive,  firm,  non-fluc- 
tuating, and  seemingly  attached  to  the  right  horn  of  the  uterus. 
Owing  to  the  great  sensitiveness  of  the  parts  and  the  fixation  of 
the  uterus,  this  point  could  not  be  definitely  determined. 

The  diagnosis  seemed  to  lie  between  a  possible  abortion  with 
subsequent  salpingitis,  and  tubal  pregnancy,  with  chances  largely 
in  favor  of  the  latter.  In  either  case  abdominal  section  seemed 
the  only  thing  indicated. 

Before  resorting  to  this  I  decided  to  study  the  case  for  a  few 
days,  holding  myself  in  readiness  for  immediate  laparatomy  in 
case  urgent  symptoms  should  develop.  To  further  aid  the  dia- 
gnosis I  concluded  to  carefully  explore  the  uterine  cavity. 

I  asked  Dr.  J.  P.  Hendrick,  of  this  city,  to  see  the  case,  and 
he  agreed  with  me  both  as  to  the  probability  of  a  tubal  preg- 
nancy and  the  advisability  of  exploring  the  uterus. 

On  September  25th,  with  Dr.  Hendrick's  assistance,  under 
chloroform  anesthesia  and  with  scrupulous  attention  to  asepsis, 
I  gently  dilated  the  cervix  and  thoroughly  curetted  the  entire 
uterine  cavity,  giving  especial  attention  to  the  right  horn.  With 
the  dilatation  of  the  cervix  came  a  gush  of  serum  followed  by 
blood.  There  was  absolutely  no  fetor  to  this  discharge.  The 
curette  passed  in  five  inches  and  moved  freely  in  every  direc- 
tion, showing  a  large  and  roomy  cavity.  But  a  few  shreds  of 
tissue,  resembling  the  decidua,  were  brought  away  by  the  curette. 
These  were  carefully  examined  and  showed  no  evidence  of  de- 
composition. The  uterus  was  washed  out  with  a  creolin  solu- 
tion, a  strip  of  iodoform  gauze  passed  to  the  fundus,  and  the 
vagina  firmly  packed  with  the  gauze. 

No  marked  pain  or  soreness  followed  the  operation,  but  dur- 
ing the  night  there  was  a  severe  paroxysm  of  pain  of  but  short 
duration.  In  the  afternoon  of  the  next  day  severe  pains,  resem- 
bling true  labor  pains,  began  ;  and  at  my  evening  visit,  upon  re- 
moving the  gauze  from  the  vagina,  the  os  was  found  widely 
dilated  and  a  fetus  presenting.  There  was  a  sanious  discharge 
which  was  very  offensive. 
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The  uterus  seeming  unable  to  expel  its  contents,  by  aid  of  my 
finger  I  delivered  a  badly  decomposed  fetus  of  not  less  than 
three  months'  development,  and  an  extremely  foul  placenta. 
Both  were  in  the  last  stage  of  decomposition,  and  I  think  I 
never  smelled  anything  more  offensive. 

The  uterus  contracted  firmly,  but,  owing  to  the  deep  lacera- 
tion on  the  left  side  of  the  cervix,  the  os  remained  so  widely 
open  that  I  could  easily  pass  in  my  index  finger  and  sweep  it 
over  the  entire  uterine  wall  and  into  a  distinct  sac  on  the  right 
side.  With  my  finger  I  removed  all  clots  and  shreds  of  tissue, 
using  no  force  for  fear  of  breaking  through  the  wall  of  the  sac 
into  the  pelvic  cavity. 

An  irrigating  tube  was  then  passed  in  and  the  uterus  and  sac 
thoroughly  washed  with  a  1  :  2000  bichloride  solution  and  then 
with  plain  sterilized  water.  This  was  repeated  twice  daily  for 
several  days.  The  patient  made  a  prompt  recovery  and  is  at 
this  writing  (December  20th)  in  perfect  health.  There  is  still  a 
slight  enlargement  at  the  right  uterine  cornu,  but  no  tenderness. 

In  this  somewhat  unusual  case  there  are  several  points  worthy 
of  further  consideration.  What  caused  the  death  of  the  fetus  ? 
No  history  could  be  obtained  to  enlighten  me  on  this  point.  That 
death  occurred  about  six  weeks  before  I  saw  the  case  is  evident 
from  the  disappearance,  at  that  time,  of  the  symptoms  of  preg- 
nancy— viz.,  the  enlargement  of  the  breasts  and  abdomen,  and 
the  peculiar  sensations  which  the  patient  termed  "  longings," 
and  which  were  present  in  all  her  pregnancies.  The  advanced 
state  of  decomposition  of  the  fetus  and  placenta  also  proves  that 
death  was  of  remote  occurrence.  That  there  was  no  septic  ab- 
sorption seems  remarkable. 

That  the  fetus  was  extrauterine  was  proven  beyond  doubt  by 
the  absence  of  fetor  to  the  discharges  previous  to  the  time  of 
delivery,  by  the  emptiness  of  the  enlarged  uterine  cavity  at  the 
time  of  curettement,  and  by  the  presence  of  a  distinct  sac  in  the 
right  uterine  wall,  into  which  I  passed  my  finger  after  delivering 
the  fetus. 

I  do  not  claim  that  I  used  the  curette  with  the  well-formed 
idea  of  accomplishing  the  result  which  so  fortunately  was 
brought  about.  The  operation  was  undertaken,  as  before 
stated,  for  exploratory  purposes.  When  the  curette  revealed  a 
large  and  empty  cavity  I  was  almost  certain  of  an  extrauterine 
pregnancy.     I  then  withdrew  the  curette  and  bent  it  almost  to 
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a  right  angle,  in  order  to  enable  me  to  pass  it  well  up  into  the 
right  cornu,  where  I  made  a  most  thorough  use  of  the  instru- 
ment. I  did  this  with  the  idea  of  so  opening  the  tube  as  to 
drain  its  contents  if  the  tumor  should  prove  to  be  a  tubal  col- 
lection, and  with  the  faint  hope  of  opening  the  fetal  sac  if  it 
should  prove  an  interstitial  pregnancy.  This  idea  did  occur  to 
me,  but  only  as  a  remote  possibility.  While  convinced  that  I 
had  an  ectopic  pregnancy  to  deal  with,  I  did  not,  and  could  not, 
at  that  time  know  that  it  was  really  of  the  interstitial  variety. 

Whether  this  was  a  case  of  the  true  interstitial  form  (if  such 
exists),  or  one  of  the  tubo-uterine  type,  I  do  not  know.  Be  that 
as  it  may,  the  development  of  the  fetal  sac  was  doubtless  chiefly 
toward  the  uterine  cavity.  I  did  not,  however,  perceive  any 
undue  prominence  of  the  right  uterine  wall  while  using  the 
curette.  I  think  it  certain  that  the  curettement  so  weakened 
the  partition  of  tissue  separating  the  fetal  sac  from  the  uterine 
cavity  as  to  cause  it  to  give  way  when  the  paroxysm  of  pain  was 
experienced  in  the  night  following  the  operation. 

Thomas'  fourteenth  case,  in  which  spontaneous  rupture  into 
the  uterus  occurred  at  term,  and  the  case  of  Dr.  Lenox  Hodge, 
above  referred  to,  and  which  was  also  at  term,  are  the  only  cases 
at  all  resembling  this  one  of  which  I  can  find  any  record. 

[Note. — After  the  above  report  had  been  sent  to  the  editor, 
it  was  suggested  to  me  that  the  possibility  of  a  pregnancy  in  a 
bteomate  or  hisejptate  uterus  had  not  been  considered.  I  had 
satisfied  myself  of  the  non-existence  of  such  a  condition,  but 
to  remove  any  possible  doubt  I  have  made  a  most  careful  re- 
examination of  my  patient,  and  find  the  uterus  normal  in  shape 
and  size.— E.  N.  G.] 

1507  Main  street. 
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The  case  which  shall  serve  as  a  basis  for  a  few  brief  remarks, 
if  not  entirely  unique,  is  certainly  of  interest  from  a  pathological 
standpoint.  It  is  the  most  interesting  one  of  a  series  of  fifty-six 
abdominal  sections  done  during  the  year  1894. 

Mrs.  K.,  aged  38,  English,  married,  has  two  living  children,  8 
and  10  years  of  age  respectively,  both  in  good  health.  She  was 
delivered  of  still-born  twins  at  the  fifth  month  in  January, 
1891.  Both  fetal  bodies  were  in  a  state  of  maceration  and  had 
evidently  been  so  for  some  time.  In  August,  1892,  she  was  de- 
livered of  a  lifeless  child,  evidently  at  full  term.  During  this 
pregnancy  she  complained  of  an  unusual  fulness  and  constant 
bearing  down,  lasting  to  the  time  of  her  confinement.  The  at- 
tendant discovered  nothing  abnormal  in  connection  with  her 
pelvic  organs  ;  convalescence  was  apparently  normal. 

During  her  last  pregnancy,  which  terminated  on  June  3d, 
1894,  she  complained  of  much  intra-abdominal  pressure.  Her 
abdomen  was  uncommonly  large.  Examination  during  the 
latter  period  of  gestation  revealed  the  uterus  resting  high  in  the 
pelvis,  immediately  behind  the  symphysis  pubis,  and  could  only 
be  reached  with  the  utmost  effort.  A  hard  swelling  could  be 
felt  in  Douglas'  cul-de-sac,  which  seemed  to  present  the  physical 
characteristics  of  a  normal  impregnated  uterus.  During  labor 
the  os  gradually  dilated,  the  right  elbow  presented  with  the 
head  of  the  child  in  the  left  side  of  the  pelvis.  Version  was  ac- 
complished without  difficulty.     As  soon  as  both  lower  extremi- 

1  Read  before  the  Western  Association  of  Gynecologists  and  Obstetricians, 
December  27th  and  28th,  1894,  at  Omaha,  Neb. 
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ties  were  pulled  into  the  vagina  one  strong  uterine  contraction 
expelled  the  child,  which,  to  the  surprise  of  the  attendant,  was 
dead.  He  had  felt  pulsation  in  the  umbilical  cord  immediately 
before  the  expulsion  of  the  child.  There  was  a  large  quantity 
of  amniotic  fluid.  The  placenta  was  expelled  in  a  short  time  ; 
uterus  contracted  firmly. 

Her  convalescence  was  tedious ;  gained  strength  very  slowly. 
It  is  not  stated  whether  there  was  fever  or  pain.  Professional 
attendance  was  discontinued  after  the  first  week. 

On  July  6th  she  was  seen  again  by  her  physician.  He  found 
her  abdomen  enormously  enlarged,  to  a  size  equal  to  that  before 
her  confinement.  A  large  intra-abdominal  mass  could  be  made 
out,  immovable,  and  some  tympanites.  Per  vaginam  about  the 
same  condition  was  present  as  previous  to  her  labor.  The  abdo- 
men continued  to  enlarge  during  the  following  three  days,  when 
her  condition  seemed  to  have  become  alarming,  and  she  was 
brought  to  the  Methodist  Episcopal  Hospital  July  9th,  1894. 

On  examination  we  found  a  fairly  well-nourished  woman, 
very  pale  except  for  a  lividity  of  the  cheeks  and  lips;  rapid, 
short  respirations  (30  per  minute) ;  frequent,  small,  easily  com- 
pressible pulse  (120  to  130  per  minute);  temperature  103.5°  F. 
On  exposing  the  abdomen  it  was  found  to  be  of  a  size  equal  to, 
and  possibly  larger  than,  a  full-term  pregnancy.  Circumference 
forty-eight  inches.  On  palpation  could  be  felt  a  hard,  indis- 
tinctly fluctuating  mass  filling  the  entire  pelvis,  reaching  almost 
to  a  point  midway  between  the  umbilicus  and  the  ensiform  car- 
tilage.    It  was  somewhat  movable,  but  not  freely. 

The  most  prominent  part  of  the  abdomen  was  distinctly  tym- 
panitic, which  was  supposed  to  be  due  to  distended  intestinal 
coils.  Per  vaginam  the  os  uteri  was  found  behind  and  pointing 
toward  the  symphysis  pubis.  Posteriorly  could  be  felt  a  mass 
of  firm  consistence,  which  was  thought  to  be  the  fundus  uteri. 

Attempts  to  move  the  abdominal  mass  with  the  left  hand 
were  accompanied  by  positive  and  simultaneous  movements  of 
the  cervix  and  supposed  fundus,  indicating  that  the  uterus  was 
closely  connected  with  the  new  formation.  We  believed  that 
we  had  to  deal  with  a  rapidly  enlarging  cystoma  whose  contents 
had  become  infected,  accounting  for  the  high  fever ;  or  that  we 
had,  besides  the  cystoma,  a  pyosalpinx  of  recent  origin,  and  that 
the  cyst  was  either  intraligamentous  or  had  become  closely  ad- 
herent to  the  uterine  body. 
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Operative  interference  seemed  urgent.  Accordingly  the  pa- 
tient was  prepared  for  operation  by  a  deaconess  nurse,  according 
to  the  careful  methods  approved  at  the  Methodist  Episcopal 
Hospital. 

Early  the  following  morning,  under  strictly  aseptic  precau- 
tions and  chloroform  anesthesia,  the  abdomen  was  opened. 
Much  to  our  astonishment  we  found  no  distended  intestines  un- 
der the  line  of  incision  to  account  for  the  tympanitic  percussion 
note.     In  the  wound  presented  a  tumor  whose  color  and  gene- 
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ral  appearance  were  those  of  the  uterine  wall.  In  percussing 
over  the  most  prominent  part  of  it  there  was  the  same  tympanitic 
sound,  and  we  thought  we  had  a  physometra.  After  introducing 
into  the  cyst  wall  two  strong  silk  ligatures  to  be  used  as  guy 
ropes,  a  trocar  was  thrust  through  the  quite  thick  sac  wall  into 
a  large  cavity.  On  withdrawing  the  trocar  there  rushed  through 
the  canula,  with  a  distinctly  audible  hissing  sound,  a  considerable 
quantity  of  fetid  gas.  The  cyst  had  now  lost  nearly  one-half  its 
former  volume.  Then  a  quantity  of  very  thick,  purulent  fluid, 
too  thick  to  flow  through  the  canula,  appeared.  The  canula  was 
now  withdrawn,  and  the  silk  ligatures  (which  had  been  used  as 
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guy  ropes,  and  on  which  traction  had  been  made  to  keep  the  cyst 
wall  in  intimate  contact  with  the  parietal  wall,  so  as  to  prevent 
the  possible  entrance  of  cyst  contents  into  the  parietal  cavity) 
were  tied  in  such  a  manner  as  to  effectually  close  the  puncture 
temporarily.  The  left  hand  was  now  introduced  into  the  peri- 
toneal cavity  for  the  purpose  of  exploration.  Passing  the  hand 
into  Douglas'  cul-de-sac,  the  fundus  uteri,  ovaries,  and  tubes 
were  found  to  be  forced  low  down,  but  could  be  easily  lifted  up, 
and  were  found  to  be  free  posteriorly.  The  uterus,  however, 
seemed  attached  by  its  entire  anterior  surface  to  the  posterior 
wall  of  the  cystoma,  or,  in  other  words,  the  cystoma  seemed  to 
have  sprung  from  the  anterior  uterine  wall. 

The  bladder  could  be  felt  in  front,  having  been  drawn  up  a 
considerable  distance.  It  was  found  that  this  new  formation 
was  located  between  bladder  and  uterus.  The  uterus  itself  was 
considerably  larger  than  normal,  rather  flabby,  but  could  be  dis- 
tinctly mapped  out.  Upon  the  posterior  aspect  of  the  uterus 
could  be  felt  a  neoplasm  the  size  of  a  hen's  egg;,  which  was  be- 
lieved to  be  a  fibroid.  Nothing  could  be  found  that  would  sug- 
gest a  uterus  bicornis. 

Having  to  deal  with  a  large  suppurating  cavity,  it  was  deter- 
mined to  exclude  the  general  peritoneum,  make  an  extensive 
opening  into  and  drain  the  sac.  The  general  peritoneum  was 
excluded  in  the  usual  way  by  suturing,  with  a  continuous  catgut 
suture,  the  parietal  peritoneum  to  the  peritoneal  investment  of 
the  tumor.  The  upper  part  of  the  abdominal  wound  was  closed 
with  aseptic  silk.  The  guy  ropes  were  now  released  and  the 
puncture  wound  of  the  cyst  enlarged  sufficiently  to  permit  the 
introduction  of  a  finger.  A  large  quantity  of  fetid,  thick,  puru- 
lent material,  mixed  with  shreds  and  sloughing  tissue,  was 
evacuated.  On  making  a  digital  exploration  no  communication 
with  the  uterine  cavity  could  be  made  out.  The  internal  cyst 
walls  were  covered  with  a  mass  of  ragged,  sloughing  tissue.  The 
cyst  wall  was  about  one-eighth  of  an  inch  in  thickness  and  pre- 
sented all  the  characteristics  of  a  uterine  wall,  particularly  as  to 
color  and  the  sensation  imparted  to  the  palpating  finger. 

After  a  copious  irrigation  and  packing  with  iodoform  gauze 
a  large,  antiseptic  hygroscopic  dressing  was  applied  and  the 
patient  placed  in  bed.     Reaction  from  the  operation  was  prompt. 

The  gauze  packing  was  removed  from  the  abscess  cavity  the 
following  day  and  a  large  rubber  drain  introduced,  which  per- 
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mitted  free  escape  of  pus  and  a  large  quantity  of  necrotic  tissue. 
Wound  was  irrigated  and  dressed  daily. 

The  temperature  gradually  subsided.  The  pulse  continued 
rapid  for  about  two  weeks,  ranging  between  120  and  146,  then 
gradually  fell  to  normal. 

She  was  discharged  from  the  hospital,  chiefly  at  the  earnest 
solicitation  of  her  husband,  August  20th,  with  a  fistulous  open- 
ing, which  continued  to  discharge  purulent  fluid  for  a  number 
of  weeks  and  then  gradually  closed. 

She  menstruated  about  November  12th  for  the  first  time  since 
her  last  pregnancy,  and  again  on  December  10th. 

The  questions  arise,  What  had  we  to  deal  with  ?  What  was 
the  cause  and  origin  of  this  large  cavity  which  was  partly  filled 
with  pus  and  partly  with  gas  ? 

When  we  observed  the  exterior  of  the  tumor  we  thought  of  a 
gravid  uterus.  Its  appearance  was  identical  with  that  of  a  largely 
distended  womb.  Percussion  elicited  tympanites  over  the  upper 
half  of  the  tumor,  and  we  thought  of  physometra.  After  the 
escape  of  the  gas  and  a  partial  collapse  of  the  sac  we  found  pus 
of  a  quantity  filling  at  least  one-half  of  it.  On  exploring  the 
exterior  of  our  sac  we  could  plainly  distinguish  the  uterine  body 
as  being  at  most  only  partially  involved  in  the  mass.  Investigat- 
ing its  interior,  we  could  with  certainty  exclude  any  direct  com- 
munication with  the  uterine  cavity.  A  sound  introduced  into 
the  uterus  some  weeks  later  could  not  be  made  to  pass  into  the 
abscess  cavity,  so  we  believed  that  we  had  to  deal  with  a  large 
abscess  whose  entire  limiting  walls  were  made  up  of  uterine 
tissue,  which  could  have  been  none  other  than  that  belonging 
to  the  anterior  uterine  wall.  In  other  words,  the  origin  of  the 
abscess  could  have  been  only  in  the  anterior  uterine  wall,  grad- 
ually separating  the  muscular  layers  as  the  quantity  of  pus  in- 
creased. When  we  ask  ourselves,  What  was  the  cause?  the 
answer  is  not  so  simple.  That  the  origin  was  the  result  of  an 
infection  is  clear,  and  that  the  infection  in  all  probability  came 
from  the  uterine  cavity  can  hardly  be  doubted.  But  why  we 
should  have  a  depot  of  infection  in  the  uterine  wall,  and  how  it 
was  carried  there,  must  remain  a  matter  of  speculation.  The 
most  curious  thing  in  the  whole  process  is,  why  the  uterine  mus- 
cular layers  should  have  been  separated  and  not  have  undergone 
liquefaction,  as  is  usually  the  case  in  suppurative  processes  in- 
volving muscular  structures.     It  is  difficult  to  understand,  unless 
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we  accept  a  pre-existent  intramural  cavity  or  capsule  such  as 
would  surround  a  neoplasm  of  the  uterine  wall.  We  found  in 
our  examination,  both  intra-abdominal  and  per  vaginam,  a  small 
fibroid  in  the  posterior  uterine  wall.  And,  since  uterine  fibro- 
mata are  frequently  multiple,  it  is  not  improbable  that  one  may 
have  existed  encapsulated  in  the  anterior  wall. 

Assuming  this  to  be  true,  it  will  not  be  difficult  to  see  how  an 
infection  may  have  been  carried  from  a  placental  sinus  to  such 
an  encapsulated  neoplasm.  We  have  seen  that,  after  giving 
birth  to  two  living,  healthy  children,  she  had  three  still-births. 
In  each  case  there  was  malposition,  tedious  or  premature  labor, 
indicating  that  some  mechanical  difficulty  existed.  An  existing 
intramural  fibroid,  subjected  to  long-continued  pressure,  cannot 
escape  more  or  less  bruising,  especially  if  labor  is  at  full  term, 
which  it  no  doubt  was  in  the  last  confinement.  Such  bruising 
will  put  the  tissues  in  an  excellent  condition  for  microbic  infec- 
tion by  becoming  a  fertile  culture  medium  for  micro-organisms. 

The  tedious  convalescence  from  the  last  labor  can  be  accounted 
for  only  as  being  due  to  infection,  although  no  history  of  fever 
and  local  pain  could  be  obtained.  If  now  pyogenic  microbes  are 
carried  to  a  bruised,  encapsulated  intramural  neoplasm,  suppu- 
ration will  develop  and  distend  the  cavity  to  almost  unlimited 
dimensions. 

Another  most  interesting  and  very  unusual  feature  was  the 
large  amount  of  gas  contained  in  the  pus  sac.  Its  origin  and 
mode  of  production  was  no  doubt  identical  with  that  of  gas 
formation  due  to  microbic  action  as  it  occurs  in  connection  with 
fermentation.  Gaseous  tumors  are  occasionally  recorded,  and 
we  not  so  infrequently  find  a  small  amount  of  gas  in  abscess  cav- 
ities, but  it  is  extremely  rare  to  find  as  large  a  quantity  as  in  our 
case. 

P.  S. — During  the  latter  part  of  December,  1894,  there  was  a 
recurrence  of  pain  and  elevated  temperature.  A  spontaneous 
perforation  occurred  at  the  site  of  the  drainage  tract ;  a  quan- 
tity of  pus  escaped,  followed  by  cessation  of  pain  and  fall  in 
temperature.  The  opening  was  enlarged  and  a  rubber  drain 
introduced  ;  the  cavity  gradually  closed  again,  and  recovery  now 
seems  permanent. 

17  and  18  Continental  Block. 
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These  cases  are  reported  as  furnishing  clinical  experience  un- 
usual in  character  and  hence  worthy  of  record  as  givino-  infor- 
mation of  practical  value. 

The  first  case,  Mrs.  B.,  a  florid-looking  German  woman,  had 
been  subjected  to  operation  by  an  experienced  abdominal  sur- 
geon between  three  and  four  years  before  coming  under  observa- 
tion.   She  stated  that  a  tubal  abscess  had  been  treated  at  that  time. 
Celiotomy  was  performed,  from  which  the  patient  made  a  good 
recovery.     She   continued   in    comfortable    health   for    several 
months,  when  she  began  to  notice  an  enlargement  of  the  abdo- 
men, especially  prominent  in  the  left  epigastric  region.     As  this 
increase  in  size  continued  she  suffered  from  sharp  pains  in  this 
region,  for  which  she  sought  relief  at  the  various  gynecological 
clinics  of  this  city.     She  first  returned  to  the  operator  who  had 
originally  treated  her,  and  was  informed  by  him  that  she  must 
not  allow  a  further  operation,  as  it  would  certainly  prove  fatal. 
At  another  clinic  she  received  a  prescription  for  iodide  of  potas- 
sium.    At  another  clinic  no  diagnosis  was  stated  and  she  was 
asked  to  return  for  further   observation.     At  another  hospital 
she  was  prevailed  upon  to  enter  the  wards,  and  as  she  suffered 
from  indigestion  her  stomach  was  washed  out,  which  caused  her 
to  leave  in  disgust.     She  was  sent  to  me  with  the  request  that 
I  examine  her  to  ascertain  the  nature  of  her  trouble.     The  pa- 
tient's general  health  was  very  little,  if  any,  impaired.     A  mode- 
rate amount  of  fat  was  present  in  the  abdominal  wall.     The  scar 
of  the  former  operation  indicated  by  its  breadth  and  thinness 
that  a  drainage  tube  had  been  employed.     On  the  left  side  of 

'Read  before  the  Gynecological  Section  of  the  College  of  Physicians  of 
r'niladelphia. 
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the  abdomen,  about  the  level  of  the  umbilicus,  could  be  outlined 
an  area  of  indistinct  fluctuation.  The  sensation  conveyed  to  the 
hand  was  that  of  a  thick  fluid  in  a  tense  cyst,  or  the  peculiar 
sensation  sometimes  designated  "  fatty  fluctuation."  Palpation 
did  not  cause  pain;  the  patient,  however,  referred  her  pain  to 
the  area  of  fluctuation.  Vaginal  examination  disclosed  an  at- 
rophied uterus,  freely  movable.  As  the  patient  earnestly  re- 
quested relief  and  willingly  consented  to  celiotomy,  this  opera- 
tion was  performed  at  the  Polyclinic.  She  was  placed  in  the 
Trendelenburg  posture  and  the  abdominal  wall  opened  in  the 
old  scar.  The  intestines  were  not  adherent  to  the  scar.  The 
pelvis  was  found  free  from  abnormal  conditions,  the  tubes  and 
ovaries  having  been,  removed.  On  inserting  the  Angers  in  the 
direction  of  the  enlargement,  the  omentum  was  found  to  be 
gathered  in  a  mass  at  that  point  and  to  be  largely  adherent ; 
this  was  cautiously  pulled  down,  and  as  much  as  could  be  made 
accessible  by  a  moderate  traction  was  ligated  in  several  portions 
and  removed.  The  edges  of  the  old  scar  were  carefully  dis- 
sected and  the  abdomen  was  closed  without  drainage.  The  pa- 
tient suffered  from  considerable  pain  for  the  first  three  or  four 
days  after  the  operation  ;  this  gradually  disappeared,  and  she  de- 
scribes herself  at  present  as  relieved  of  her  former  distress  and 
in  good  health.     The  abdominal  wound  healed  by  first  intention. 

When  the  abdomen  was  opened  in  this  case  nothing  could 
be  seen  or  felt  of  the  omentum ;  whether  it  had  been  replaced 
at  the  time  of  the  first  operation  cannot  be  known.  It  occa- 
sionally happens  in  patients  who  grow  fat  either  after  the  meno- 
pause, or  after  the  cessation  of  menstruation  following  oopho- 
rectomy, that  an  excessive  deposit  of  fat  in  the  omentum  causes 
distention  and  abdominal  pain.  While  the  condition  can  scarce- 
ly be  considered  dangerous,  the  distress  which  it  causes  in  ner- 
vous patients  may  be  so  great  that  celiotomy  is  earnestly  desired 
for  the  relief  of  the  condition.  A  diagnosis  of  this  must  be 
made  largely  by  exclusion,  as  the  sensation  conveyed  by  a  mass 
of  omentum  is  not  perfectly  characteristic  and  the  nature  of  the 
growth  cannot  always  be  positively  recognized. 

The  second  case  reported  was  that  of  Mrs.  S.  E,.,  aged  49 
years,  who  entered  the  Polyclinic  October  30th,  1894,  suffering 
from  an  abdominal  tumor.  Her  family  history  was  negative. 
She  had  had  four  children  and  no  miscarriages.  For  nearly  a 
year  amenorrhea  had  been  present.     For  five  years  previous  to 
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that  her  menstruation  was  painful  and  profuse,  for  the  last  three 
years  the  flow  being  almost  constant.  Pain  in  the  back  and  in 
the  right  side  had  been  complained  of,  and  this  had  increased 
during  the  past  two  weeks. 

On  examination  the  abdomen  was  seen  irregularly  enlarged, 
and  on  palpation  a  large,  hard,  irregular  tumor  was  felt  high  on 
the  right  side  of  the  abdomen  and  apparently  originating  from 
the  uterus  on  the  right  side  of  the  pelvis.  Vaginal  examination 
showed  the  cervix  enlarged.  A  firm,  slightly  movable  tumor 
filled  the  pelvis  which  could  not  be  separated  from  the  uterus. 
The  patient  complained  of  headache,  anorexia,  and  persistently 
-dry  and  fissured  tongue.  Constipation  had  become  obstinate 
during  the  past  year.  On  exertion  she  suffered  greatly  from 
dyspnea,  palpitation,  and  precordial  pain,  at  intervals  lasting 
about  an  hour,  and  accompanied  by  dizziness.  She  had  been 
losing  flesh  for  several  months.  An  examination  of  the  urine 
showed  it  to  be  without  pathological  ingredients,  the  amount  of 
urea  being  1.4  per  cent.  The  patient  desired  an  operation  be- 
cause of  the  obstinate  pain,  which  was  becoming  worse,  the 
rapid  failure  in  general  strength  and  health,  and  the  well-marked 
pressure  symptoms.  When  the  abdomen  was  opened  the  tumor 
was  found  to  be  a  solid  and  cystic  tumor  which  had  originated 
in  the  right  ovary,  dissecting  up  the  right  broad  ligament, 
crowding  the  uterus  down  and  to  the  left,  forcing  the  bladder 
down  upon  the  pelvic  floor  and  toward  the  patient's  right.  The 
pelvis  was  almost  filled  with  the  solid  portions  of  the  tumor, 
which  had  contracted  numerous  adhesions.  The  anatomical 
landmarks  usually  found  in  the  pelvis  were  entirely  gone,  and 
the  ovarian  artery  of  the  right  side  was  greatly  elongated  upon 
the  surface  of  the  tumor.  Between  two  and  three  quarts  of  a 
thick,  dark  fluid,  resembling  the  dregs  of  beef  juice,  were  evacu- 
ated. Adhesions  were  liberated,  a  pedicle  made,  and  the  tumor 
in  large  part  removed.  The  solid  portion  had  penetrated  the 
capsule  of  the  tumor,  and  masses  of  firm,  pinkish-gray  tissue 
were  abundant  in  the  pelvis.  The  abdomen  was  thoroughly 
douched  with  sterile  water,  a  glass  drainage  tube  carried  to  the 
bottom  of  the  bed  of  the  tumor  and  surrounded  by  iodoform 
gauze.  During  her  preparation  for  the  operation,  and  during 
the  iatter  portion  of  the  operation,  the  patient  vomited  a  dark, 
grumous  fluid  which  somewhat  resembled  the  contents  of  the 
cyst.     She  suffered  considerably  from  shock,  but  reacted  under 
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stimulation  and  saline  transfusion.  The  wound  was  redressed 
nine  hours  after  operation,  when  free  drainage  of  reddish  serum 
without  hemorrhage  was  found.  The  patient's  temperature, 
however,  rose  steadily  after  the  operation,  and  she  died  thirty 
hours  after  the  removal  of  the  tumor,  with  a  temperature  of 
107£°  F.  The  abdomen  remained  flat;  the  patient  passed  fifteen 
ounces  of  urine,  and  also  flatus.  She  was  conscious  until  a  short 
time  before  death,  and  complained  of  no  pain.  She  had  feared 
cancer,  and  her  first  inquiry  was  regarding  the  character  of  the 
tumor.     A  post-mortem  examination  could  not  be  obtained. 

The  tumor  was  found  to  consist  of  two  portions — a  solid, 
pinkish-gray,  firm  portion  which  resembled  in  outline  the  ovary, 
but  was  three  times  the  size  of  a  normal  ovary,  becoming  at  one 
border  a  cyst ;  from  that  portion  of  the  tumor  from  which  the 
cyst  sprang  the  solid  masses  already  referred  to  apparently  had 
their  origin. 

On  microscopic  examination  the  structure  of  the  tumor  was 
such  that  a  satisfactory  permanent  slide  could  be  obtained  with 
great  difficulty.  Thorough  examination  of  the  solid  portion  of 
the  tumor  showed  it  to  be  a  round-cell,  alveolar  sarcoma  in  which 
tha  alveoli  had  dilated  and  undergone  cystic  degeneration. 

Sarcoma  of  the  ovary  is  most  often  met  with  in  youDg  women 
and  in  children.  A  superficial  examination  of  this  tumor  at 
the  time  of  its  removal  showed  many  resemblances  in  gross 
structure  to  papillomata  of  the  ovary  described  by  Sutton  as 
arising  from  the  paroophoron.  The  interior  of  these  tumors  is 
frequently  studded  with  warty  growths,  which  infect  the  peri- 
toneum. Peritoneal  warts  are  generally  soft  in  structure,  bleed- 
ing easily  upon  handling,  or  else  in  a  condition  of  calcareous 
degeneration.  Sutton,  however,  states  that  papillomatous  cysts 
are  sometimes  associated  with  sarcomata.  In  the  tumor  in 
question,  although  its  anatomical  situation  was  that  of  a  papil- 
loma, yet  its  structure  and  the  clinical  history  of  the  case  empha- 
sized the  malignant  character  of  the  growth.  The  solid  portion 
of  the  tumor,  the  enlarged  ovary,  was  firm  upon  section,  and  of 
the  pinkish-gray  color  seen  in  sarcomatous  growths  when  freshly 
cut.  The  metastatic  deposits  in  the  connective  tissue  of  the 
pelvis  resembled  the  enlarged  ovary  in  character,  and,  while 
moderately  vascular,  did  not  bleed  as  do  peritoneal  warts.  The 
fluid  contained  in  the  tumor  resembled  most  closely  that  ob- 
served in  malignant  growths  of  a  cystic  nature. 
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From  ray  tirst  observation  of  this  patient  the  element  of  con- 
stitutional infection  was  well  marked.  Her  severe  pain,  the  dry 
and  fissured  tongue  her  attacks  of  syncope,  and  the  vomiting 
of  dark-colored,  grumous  matter,  resembling  the  dregs  of  beef 
juice,  which  occurred  while  preparing  her  for  the  operation, 
pointed  to  the  malignant  nature  of  the  disease.  No  prognosis 
was  given  to  the  patient  or  her  friends,  but  the  statement  was 
made  that  she  was  suffering  from  tumor  from  which  her  only 
relief  lay  in  immediate  operation.  It  is  an  interesting  illustra- 
tion of  the  delay  to  which  patients  are  subjected  through  the 
ignorance  of  medical  advisers,  that,  but  a  short  time  before  ope- 
ration, the  patient  was  assured  by  a  graduate  of  medicine  in  this 
city  that  she  had  no  tumor  and  that  she  would  soon  be  well. 
Her  symptoms  after  the  operation  were  those  of  profound 
poisoning  without  the  phenomena  of  inflammation.  The  fact 
that  the  abdomen  remained  flat,  that  the  patient  passed  flatus 
from  the  intestine,  that  a  considerable  amount  of  urine  was 
secreted,  and  that  she  did  not  suffer  pain,  with  the  free  drain- 
age of  pinkish  serum  from  the  location  of  the  tumor,  shows  that 
peritonitis  was  probably  not  present.  In  the  absence  of  a  post- 
mortem examination,  it  seems  reasonable  to  ascribe  her  death 
to  the  rapid  absorption  of  malignant  poison  from  the  metas- 
tatic portions  of  the  tumor  which  it  was  impossible  to  entirely 
remove. 
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Mrs.  H.  G.,  aged  48,  widow,  mother  of  two  grown  children, 
was  always  healthy  and  comes  from  a  healthy  family.     In  1879 


368  BERNAYS  :    HYSTERECTOMY    FOR    THE 

she  first  noticed  an  enlargement  in  her  abdomen,  which  grew 
slowly  until  1884,  when  it  had  reached  such  a  size  that  it  be- 
came uncomfortable.  At  that  time  a  surgeon  was  called  to  see 
her,  and,  after  a  "careful "  examination,  advised  against  an  ope- 
ration. Such  carefulness  is  often  based  solely  upon  ignorance, 
which  latter  is  also  responsible  for  the  deliberation  and  slowness 
shown  by  some  during  an  operation.  In  consequence  of  this 
advice  the  patient  carried  her  tumor  for  ten  years  longer.  In 
1893  Dr.  E.  F.  Hauck  was  called  in  and  was  placed  in  charge  of 
the  case.  The  patient  had  arrived  at  the  menopause,  but  the 
tumor,  instead  of  ceasing  its  growth,  grew  more  rapidly  than 
ever,  and  as  a  last  resort  Dr.  Hauck  called  me  in,  August  1st, 
1894,  to  decide  whether  or  not  an  operation  in  extremis  might 
be  attempted. 

I  found  the  patient  lying  on  her  side,  terribly  emaciated  in 
the  face,  arms,  and  chest,  and  the  abdomen  enormously  distended 
by  a  tumor  which  weighed  at  least  fifty  pounds.  The  lower  ex- 
tremities were  enormously  swollen  and  edematous,  as  were  also 
the  labia  majora.  The  skin  over  the  abdomen  was  marbled  by 
large  blue  veins.  The  action  of  the  heart  was  feeble,  pulse  98, 
temperature  101°,  respiration  28.  Patient  had  been  taking  mor- 
phine every  day  for  the  past  year.  She  complained  of  chronic 
constipation,  loss  of  appetite,  and  was  very  short  of  breath,  and 
said  she  could  not  do  without  the  morphine.  Her  urine  con- 
tained traces  of  albumin.  Dr.  Hauck  stated  that  she  had  fre- 
quent attacks  of  fever  and  occasional  chilly  sensations.  The 
tumor  filled  up  the  pelvis  minor  and  reached  nearly  to  the  ensi- 
form  process.  The  circumference  of  the  body  was  fifty-seven 
inches  at  its  largest  point. 

At  the  first  glance  I  thought  of  one  of  the  old-fashioned 
enormous  ovarian  tumors  which  we  used  to  see  so  often  fifteen 
years  ago.  A  careful  vaginal  examination  proved,  however, 
that  the  lobe  of  the  tumor  which  tilled  the  pelvis  was  undoubt- 
edly a  myoma.  It  was  perfectly  solid,  while  the  upper  abdomi- 
nal portion  seemed  to  fluctuate  indistinctly. 

The  utterly  hopeless  and  pitiable  condition  of  the  patient  led 
me  to  decide  in  favor  of  an  immediate  operation  for  the  remo- 
val of  the  tumor,  and  the  patient  was  accordingly  transported  to 
the  Rebekak  Hospital,  where  she  was  prepared  for  the  opera- 
tion in  the  usual  way. 

On  August  3d,  1894,  with  the  assistance  of  Drs.  Hauck,  H. 
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C.  Dalton,  Howard  Carter,  and  in  presence  of  a  number  of  vis- 
itors, the  operation  was  performed  as  follows :  An  incision  six 
inches  long  in  the  linea  alba  showed  the  tumor  to  be  a  myoma, 
but  its  enormous  size  compelled  me  to  make  an  incision  into  it, 
■and  this  incision  was  followed  bj  the  escape  of  pure  yellow,  ex- 
tremely offensive  pus ;  the  quantity  was  at  least  six  gallons— by 
far  the  largest  quantity  of  pus  that  I  had  ever  evacuated  from 
any  part  of  the  human  body  in  my  life.  After  this  pus  had  been 
removed,  and  the  field  of  operation  cleansed  and  surrounded  by 


Fig.  1.— A,  shell  of  myoma  ;  B,  ureter  ;  C,  solid  myoma. 

fresli  sterile  cloths,  [  proceeded  to  tie  off  each  broad  ligament. 
This  was  easily  done  upon  the  left  side.  On  the  right  side  an 
extraperitoneal  solid  lobe  of  the  myoma  grew  backward  and  up- 
ward. It  tilled  the  true  pelvis  completely  and  grew  backward 
«xtraperitoneally  toward  the  kidney.  While  I  was  shelling  this 
mass  out  of  its  peritoneal  capsule  I  noticed  that  the  right  ureter 
was  stretched  out  over  the  tumor,  scarcely  visible,  lying  between 
the  tumor  and  the  peritoneum.  It  was  nineteen  inches  long  and 
was  torn  off  about  six  inches  from  its  renal  origin.  The  lower 
-end,  after  being  turn,  contracted  somewhat,  but  was  still  about 
24 
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eight  inches  long.  It  lay,  almost  free  of  any  attachment,  in  the 
abdominal  cavity  to  within  an  inch  of  its  vesical  end.  Judging 
from  its  appearance,  I  feared  that  it  would  not  be  viable  from 
lack  of  blood  supply.  I  therefore  attached  both  ends  close  to- 
gether, by  means  of  fine  sutures,  three  inches  below  the  umbili- 
cus, in  the  linea  alba.  In  fact,  I  made  a  uretero-ureterostomy  at 
the  point  of  attachment  to  the  skin,  in  such  a  manner  that  if  the 
lower  end  should  become  gangrenous  the  urine  would  escape 
through  the  upper  end  and  be  passed  out  of  the  body  through 
the  fistula  in  the  linea  alba. 

Fiff.    2  will  make  it  clear  that  if  the  two  ends  of  the  ureter 
had  remained  alive  the  uretero-ureteric  suture  could  have  been 


c  b 

Fig.  2.— A,  ureteral  ends  secured  in  abdominal  walls  ;  B,  vesical  end  of  ureter  ;  C,  renal 
end  of  ureter  ;  D,  catheter  in  ureter. 

made  to  establish  a  communication  between  the  upper  and 
lower  ends  of  this  tube.  Had  this  failed  Kelly's  ingenious  ope- 
ration could  have  been  done  later.  The  whole  tumor  mass,  the 
myomatous  wall  of  the  pus  sac  as  well  as  the  solid  mass,  was- 
liberated  from  all  attachments  excepting  to  the  neck  of  the  ute- 
rus. The  mass  was  then  drawn  upward  and  forward  over  the 
pubes  and  a  pedicle  was  made  by  stretching  the  neck  of  the  ute- 
rus. This  pedicle  was  fastened  in  the  usual  way  in  the  lower 
angle  of  the  wound.  The  extraperitoneal  treatment  of  the  ped- 
icle seemed  indicated  because  the  ragged  cavity  from  which  the 
solid  portion  had  been  enucleated  was  oozing  slightly  and  had  to 
be  drained.  The  fact  that  possibly  some  infection  might  have 
taken  place  was  also  a  strong  point  in  favor  of  drainage,  as  was. 
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also  the  probability  of  the  sloughing  of  the  lower  end  of  the 
nreter.  Douglas'  cul-de-sac  was  drained  by  means  of  the  straight 
glass  tube  of  the  largest  calibre.  Above  this  tube  the  abdomi- 
nal incision  was  closed  by  numerous  deep  and  superficial  sutures. 
The  skin  particularly  was  carefully  closed,  because  the  seepage 
of  urine  over  the  incision  was  to  be  expected.  A  thin,  soft 
catheter  was  inserted  into  the  renal  end  of  the  ureter  and  the 
patient  put  to  bed. 

The  convalescence  of  this  patient  required  the  most  assiduous 
care  on  the  part  of  the  physician  and  nurse,  and  her  recovery 
was  slow.  This  was  principally  due  to  the  sloughing,  or  rather 
necrosis,  of  the  entire  vesical  end  of  the  right  ureter.  This  pro- 
cess was  entirely  extraperitoneal,  and  was  accompanied  by  the 
formation  of  a  retroperitoneal  abscess  which  reached  from  the 
base  of  the  bladder  upward  along  the  necrotic  ureter.  This 
abscess  was  opened  through  a  fresh  incision  about  three  inches  to 
the  right  of  the  linea  alba,  and  on  a  line  extended  from  the 
umbilicus  to  the  superior  anterior  spine  of  the  ilium.  It  was 
drained  and  washed  daily  through  a  rubber  drainage  tube,  and 
healed  entirely  in  about  three  weeks. 

For  nearly  six  weeks  after  the  ureter  became  necrotic  the  urine 
was  discharged  partly  through  the  urethra  and  partly  through 
the  tube  which  extended  into  Douglas'  cul-de-sac.  There  was 
evidently  a  hole  in  the  base  of  the  bladder,  and,  judging  by  the 
length  of  the  piece  of  necrotic  ureter  which  came' away  as  a 
whole,  I  am  almost  certain  that  the  vesical  insertion  of  the  ureter 
had  also  become  necrotic  and  that  a  vesico-peritoneal  fistula  ex- 
isted during  this  time.  This  fistula  communicated  with  the 
track  of  the  glass  drain  and  was  shut  off  everywhere— from  the 
general  cavity— by  adhesions.  The  whole  track  healed  up  and 
was  tir.nly  closed  by  cicatrization  of  the  funnel-shaped  cavity 
which  was  formed  by  the  retraction  of  the  uterine  stump.  For 
several  weeks  we  drained  this  cavity  through  the  stump  of  the 
neck  of  the  uterus  and  through  the  vagina. 

The  interesting  and  curious  fact  is  thus  noted  of  a  peri- 
toneo-vesico-uterine  fistula  closing  spontaneously  by  cicatrization. 
The  patient  left  the  hospital  September  25th  with  a  uretero- 
abdominal  fistula  through  which  all  the  urine  from  the  right 
kidney  was  discharged.  The  bladder  had  resumed  its  normal 
function  so  far  as  the  urine  from  the  left  kidney  was  concerned. 
The  patient  had  been  in  the  hospital  fifty-two  days  altogether. 
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A  very  intractable  diarrhea  was  the  most  troublesome  symptom 
during  her  convalescence.  It  was  understood  that  the  patient 
should  return  to  the  hospital  in  about  one  month  after  she  had 
regained  her  strength  and  then  have  the  right  kidney  removed. 
This  was  the  only  way  in  which  the  constant  dribbling  of  urine 
upon  the  abdomen  could  be  avoided. 

November  25th,  1894,  patient  again  entered  the  hospital  for 
the  purpose  of  having  nephrectomy  performed.  Her  pulse, 
when  she  entered,  was  74,  temperature  98°,  and  she  was  in  good 
general  condition.  The  only  alarming  symptom  was  that  she 
constantly  had  from  one-tenth  to  one-sixth  per  cent  of  albumin 
in  the  urine  from  the  left  kidney  and  a  little  less  from  the  right. 
I  made  but  one  single  quantitative  test  of  the  urine  from  the  ab- 
dominal fistula,  and  found  less  than  one-tenth  of  one  per  cent  of 
albumin.  There  were  a  few  small  hyaline  casts,  and  the  dia- 
gnosis of  chronic  interstitial  nephritis  of  both  kidneys  must  be 
taken  as  fully  established ;  and  I  will  say  that  this  fact  caused 
me  much  uneasiness,  and  this  was  greatly  increased  immediately 
after  the  operation,  in  fact  during  the  operation. 

The  nephrectomy  was  done  with  the  patient  lying  upon  her 
left  side  across  a  padded  block.  The  incision  which  I  made 
ran  parallel  to  and  one  inch  below  the  twelfth  rib.  The  perito- 
neal cavity  was  not  opened.  Dr.  Louis  Hauck  assisted  me  very 
materially  by  having  a  uterine  probe  inserted  into  the  ureter  at 
the  fistula  in  the  linea  alba  and  pushing  it  up  into  the  pelvis  of 
the  kidney,  so  that,  after  having  incised  the  capsule  of  the  kid- 
ney at  its  periphery,  I  could  easily  strip  it  off  in  situ,  always 
being  able  to  feel  the  probe.  After  the  kidney  was  stripped 
of  its  capsule  down  to  the  hilus,  I  lifted  it  out  of  the  incision 
and  ligated  the  pedicle  in  two  parts.  The  organ  was  plainly 
diseased;  it  presented  the  characteristic  changes  of  chronic  in- 
terstitial nephritis  (granular  kidney).  Knowing,  as  I  did,  that 
the  other  kidney  was  also  diseased,  my  feelings  were  not  at  all 
comfortable  when  the  result  was  contemplated.  I  decided  to 
have  an  accurate  and  scientific  record  kept  of  the  progress  of 
the  case,  and  requested  Dr.  Hugo  Sum  ma — who  was  formerly 
the  assistant  of  Prof,  von  Ziemssen,  and  who  is  one  of  our  best 
pathologists — to  examine  the  extirpated  kidney  and  the  secre- 
tion from  the  left  kidney.  Dr.  Summa  stated  that  the  former 
was  without  doubt  the  seat  of  an  embolic  interstitial  nephritis. 
The    urine   on   the   second   day  after  the  operation   contained 


but  little  to 
drink. 
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some  pus  of  vesical  origin  and  one-tenth  of  one  per  cent  of 
albumin. 

The  following  is  the  daily  record  of  the  total  quantity  se- 
creted by  the  left  kidney  : 

November28th(twenty.four  hours) 35  |   1  Very  light  diet  and 

28th  "  "  30  "   [ 

29th  "  "  . . 50  "  J 

30th  "  "  54"  1 

December    1st  "  "  56'' 

2d  "  <•  .!...'. '..58"   ! 

3d  "  "  60  "   | 

4th  "  "  60 

5th  "  "  58 

6th  "  "  58 

7th  "  "  56"   j 

8th  "  "  56"    I 

9th  "  "  58  "j 

Patient  made  an  uninterrupted ,  afebrile  recovery.  She  left  for 
her  home,  entirely  well,  December  10th,  1 894,  and  for  the  first  time 
in  many  months  is  able  to  dispense  with  the  services  of  a  nurse. 

This  case  is  one  of  great  surgical  interest,  but  perhaps  the  fact 
that  the  removal  of  one  kidney  in  "BrigMs  disease"  may  he  a 
perfectly  safe  and  permissible  operation  where  there  is  not  more 
than  one-tenth  of  one  per  cent  of  albumin  in  the  urine,  is  as 
valuable  an  addition  to  our  knowledge  as  can  be  deduced  from 
this  experience. 

Union  Trust  Building. 


Regular  diet; 
\  drinks  as  much  as 
she  likes. 


ACCOUCHEMENT  FORCE. 


BY 

J.   HENRY  CARSTENS,   M.D., 
Professor  of  Obstetrics  and  Clinical  Gynecology  in  the  Detroit  College  of  Medicine,  etc. 


When  I  read  in  one  journal  of  the  wonderful  efficacy  of  the 
injection  of  glycerin  to  bring  on  premature  or  forced  labor,  and 
in  another  of  its  uselessness ;  when  I  read  in  the  text  books  of 
the   methods   of  Kiwisch,  Cohen,  of   Baun  and  others,  all  com- 

1  Read  before  the  Grand  Rapids  Medical  Library  Society,  December  4th, 
1894. 
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plicated,  hence  dangerous,  often  inefficient,  and  always  causing 
great  pain  and  suffering,  it  seems  to  me  time  to  again  call  atten- 
tion to  a  painless,  effective,  and  safe  method  which  I  have  em- 
ployed for  years,  which  I  have  taught  to  students,  and  which  I 
thought  was  universally  known  at  the  present  time,  but  which 
evidently  is  not  as  extensively  employed  as  it  seems  to  me  it 
should  be. 

When  I  was  engaged  in  the  active  practice  of  obstetrics  I 
frequently  saw  cases  requiring  forcible  delivery,  but  since  ab- 
dominal surgery  engages  my  whole  attention  I  only  occasionally 
see  such  cases  in  consultation  ;  still  I  am  always  intensely  inte- 
rested in  this  branch  of  medicine. 

It  is  not  necessary  for  me  to  indicate  when  forced  labor  is 
necessary ;  that  should  always  be  considered  a  very  serious 
question  and  only  employed  after  consultation.  Suffice  it  to  say 
that  occasionally,  though  rarely,  uncontrollable  vomiting  is  an 
indication  ;  a  progressive  albuminuria  which  is  not  influenced 
by  treatment  always  requires  induction  of  premature  labor; 
deformed  pelves  or  tumors  may  also  require  it.  Other  special 
indications  of  very,  very  rare  occurrences  may  sometimes  neces- 
sitate accouchement  force.  My  method  is  very  simple  and  re- 
quires but  a  few  minutes  to  perform.  It  consists  in  putting  the 
patient  thoroughly  under  chloroform,  dilating  the  uterus  with 
a  steel  dilator  such  as  the  Erlanger-Goodell,  which  will  enable 
you  to  dilate  the  uterus  to  the  extent  of  au  inch  and  a  half  and 
is  sufficient  for  nearly  all  cases.  When  pregnancy  has  advanced 
to  more  than  seven  months  the  use  of  a  rubber  dilator,  such  as 
the  Barnes  bag,  may  be  required  to  open  the  cervix  sufficiently 
to  accomplish  delivery.  If  the  child  is  not  viable  or  is  dead,  so 
that  craniotomy  cau  be  performed,  it  is  remarkable  through  what 
a  small  opening  a  fetus  can  be  delivered.  But  if  the  child  is 
living  and  viable  this  procedure  must  be  modified  by  introducing 
a  large  rubber  bag,  thoroughly  filling  it  with  air  by  means  of 
an  Allen  air  pump,  and  then  letting  the  patient  come  out  from 
under  the  influence  of  the  anesthetic.  Let  the  air  bag  do  its 
continuous  work,  and  in  two  or  three  hours  put  in  a  larger  bag, 
if  necessary,  or,  placing  the  woman  again  under  the  influence  of 
chloroform,  use  the  forceps  ;  but  the  latter  kind  of  cases  are 
very  rare. 

The  large  majority  of  cases  where  forced  labor  is  indicated  are 
during  the  first  half  of  pregnancy  or  before  the  child  is  viable  ; 
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hence  craniotomy  or  any   mutilation  of  the  child  can  be  per- 
formed with  perfect  impunity. 

I  can  best  give  an  idea  of  my  procedure  by  the  report  of  a 
few  cases : 

Case  I. — Mrs.  S.,  aged  40,  mother  of  six  children,  and  with 
the  following  history:  I  delivered  her  of  all  her  children. 
With  her  fifth  pregnancy — that  is,  eight  years  ago — she  showed 
albuminuria  ;  not  very  much,  but  still  sufficient  to  make  me  soli- 
citous about  her  condition.  She  was  very  anxious  to  have 
another  child,  hoping  it  would  be  a  boy,  the  others  all  being 
girls. 

I  treated  her  on  general  principles,  hoping  to  carry  her  along 
until  the  child  was  viable,  but  kind  Nature  threw  off  the  danger- 
ous burden  at  five  and  a  half  months.  A  year  later  she  again 
became  pregnant  and  again  had  albuminuria.  She  was  more 
solicitous  than  ever  to  have  a  child,  and  by  the  greatest  care,  and 
sometimes  heroic  treatment,  as  she  developed  eye  symptoms,  we 
carried  her  along  until  seven  and  a  half  months,  when  her  child 
was  born,  luckily  a  boy  and  living. 

In  March,  1893,  I  was  called  by  Dr.  Bonning,  who  had  be- 
come the  family  physician,  to  see  her  in  consultation.  She  was 
pregnant  about  three  months  and  considerable  albumin  was 
found  in  the  urine.  We  treated  her  on  general  principles  for 
two  weeks,  but  the  symptoms  became  worse  and  we  saw  that 
only  the  induction  of  premature  labor  could  save  her  life.  She 
was  now  over  three  months  gone,  and  on  March  22d,  1893,  we 
put  her  profoundly  under  the  influence  of  chloroform,  made  the 
vagina  and  cervix  aseptic,  and  with  a  catch  forceps  I  steadied 
the  cervix  and  introduced  a  Goodell  dilator.  This  was  gradually 
opened,  and,  as  the  patient  was  profoundly  under  the  influence 
of  the  anesthetic,  the  cervix  quickly  relaxed  so  that  1  could 
introduce  two  fingers  and  remove  the  fetus  and  placenta. 
Using  a  blunt  curette  to  remove  little  shreds  of  membrane,  and 
being  able  to  introduce  my  fingers  to  the  very  fundus,  I  know 
that  the  whole  contents  had  been  removed  and  nothing  remained 
behind.  With  ninety-five  per  cent  carbolic  solution  I  now 
swabbed  out  the  uterine  cavity,  and  the  operation  was  finished, 
taki  ng  just  fifteen  minutes.  The  patient  made  an  uninterrupted 
recovery. 

Case  II. — Mrs.  O.,  aged  38,  mother  of  nine  children,  youngest 
2  years.     She  was  pregnant  five  and  a  half  months  and  had  had 
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two  severe  hemorrhages,  coming  on  suddenly  and  without  warn- 
ing. Her  physician  had  tamponed  her  the  last  time  and  dia- 
gnosed placenta  previa,  and,  as  the  patient  lived  between  six  and 
seven  miles  away,  she  was  in  great  danger  of  flowing  to  death 
before  medical  aid  could  reach  her.  I  urged  her  to  go  where 
the  doctor  could  watch  her,  or  to  come  to  Detroit  and  go  to  St. 
Mary's  Hospital  where  labor  could  be  induced.  She  agreed  to- 
this  and  was  most  thoroughly  tamponed,  placed  on  a  sleigh,  and 
taken  to  New  Port,  thirty  miles  from  Detroit,  placed  on  the  car, 
and  brought  to  St.  Mary's  Hospital.  December  10th,  1893,  she 
was  put  profoundly  under  the  influence  of  chloroform,  the  vagina 
and  cervix  thoroughly  cleansed,  steel  dilator  introduced,  and  the 
uterus  opened.  As  that  was  not  sufficient  to  allow  the  passage 
of  the  head,  I  introduced  a  rubber  bag  which  accompanies  the 
Allen  air  pump  ;  by  use  of  the  latter  we  soon  had  the  uterus, 
dilated  and  quickly  had  the  fetus  delivered;  the  placenta  soon 
followed.  The  uterus  was  swabbed  with  carbolic  acid.  Dura- 
tion of  the  operation,  one  half  hour. 

Case  III. — Mrs.  H.,  aged  23,  married  six  months,  pregnant 
ten  weeks.  She  had  been  vomiting  from  the  beginning  of  preg- 
nancy. Absolutely  nothing  could  be  retained.  She  was  a  patient 
of  Dr.  Shell,  who  treated  her  in  the  most  scientific  and  systematic 
manner  without  avail.  "We  took  her  to  Harper  Hospital,  think- 
ing that  by  having  her  under  close  observation  and  treatment 
we  might  be  able  to  check  the  vomiting.  We  fed  her  with  beef 
peptonoid  per  rectum,  and  gave  her  the  usual  treatment  to  allay 
nausea  and  vomiting,  but  without  avail.  She  became  weaker 
and  weaker,  and  we  decided  on  induction  of  premature  labor,  as 
I  have  seen  at  least  three  deaths  from  this  cause.  May  6th,  1894, 
we  placed  her  under  the  influence  of  chloroform,  the  vagina  and 
cervix  were  made  aseptic,  a  Goodell  dilator  used,  contents  of  the 
uterus  removed,  and  the  cavity  swabbed  out  with  carbolic  solu- 
tion. The  patient  made  an  uninterrupted  recovery.  Duration 
of  the  operation,  ten  minutes. 

Case  IV. — Mrs.  H.,  aged  30,  mother  of  four  children,  had: 
been  flowing  steadily  for  six  weeks,  some  days  very  little  and 
some  days  profuse.  Examination  revealed  pregnancy  of  four 
and  a  half  months;  diagnosis,  placenta  previa.  She  went  to 
Harper  Hospital  ;  wTe  placed  her  under  the  influence  of  an  anes- 
thetic, used  a  Goodell  dilator,  loosening  the  placenta  on  one  side, 
and  ruptured  the  membrane.     With  a  volsella  forceps  I  could 
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get  at  the  head  and  easily  delivered  the  fetus,  then  anothei  arm 
and  leg  showed  itself;  it  was  a  twin  pregnancy,  which  I  had  not 
suspected.  This  fetus  was  also  removed  after  mutilation,  the 
placenta?  removed,  the  uterus  swabbed  out,  and  the  woman  placed 
in  bed.  This  woman  made  a  slow  recovery  on  account  of  her  de- 
bilitated condition,  but  no  fever  or  other  symptoms  developed 
in  this  or  any  of  the  other  cases. 

I  could  report  more  similar  cases,  but  these  few  will  suffice 
to  show  the  simplicity  of  the  technique  and  the  rapidity  with 
which  the  operation  can  be  performed,  and  the  absolute  safety 
if  aseptic  and  antiseptic  precautions  are  observed. 

The  delivery  is  accomplished  quickly. 

The  woman  suffers  no  pain. 

There  is  no  anxiety  and  worry  for  the  physician. 

There  is  no  staying  up  at  night,  but  any  fine  morning  you  can 
go  to  the  patient's  house  and  deliver  her  in  a  few  minutes  with- 
out danger.  This  refers  to  all  cases  requiring  delivery  before 
the  sixth  month;  after  the  seventh  month,  or  when  the  child  is 
living  and  viable,  this  procedure  must  be  modified,  as  I  have 
above  indicated,  by  placing  the  patient  under  an  anesthetic,  using 
steel  dilators  to  gradually  open  uterus,  then  introducing  a  large 
bag,  filling  that  with  air  to  the  fullest  extent,  then  letting  the 
patient  come  out  from  under  the  influence  of  the  anesthetic  and 
allowing  the  labor  to  proceed  naturally. 

This  method  is  so  simple,  so  safe,  and  so  quickly  performed 
that  it  seems  to  me  all  should  make  use  of  it  instead  of  the- 
cumbersome  and  dangerous  methods  of  catheters,  sponge  or  sea. 
tangle  tents,  glycerin  injections,  or  any  other  of  the  complicated 
and  hence  dangerous  methods  which  have  been  recommended. 
620  Woodward  avenue. 


INFANTILE   UTERUS. 


BY 

J.   C.  GREENEWALT,   M.D., 
Ohambersburg,  Pa. 


The  term  "infantile  uterus"  may  not  be  strictly  applicable  to 
the  condition  I  am  about  to  describe.  Perhaps  it  might  be 
a  better  refinement  of   anatomy  to  refer  to  it  as  an  incomplete 
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development,  inasmuch  as  the  general  formation  of  the  organ  was 
unequal  and  there  was  a  feeble  attempt  at  thebeginningof  men- 
strual life  to  establish  its  functional  activity.  A  young  girl  of 
20  years  consulted  me  in  November,  1893.  Physically  she  was 
strong  and  robust,  mentally  she  was  obtuse  and  despondent. 
She  answered  questions  indifferently;  was  of  a  shy,  retiring  dis- 
position, leading  a  semi  secluded  life ;  did  not  engage  in  social 
enjoyments,  but,  to  use  the  homely  expression  of  her  parents, 
""  sat  'round."  I  learned  that  she  had  had  the  phenomena  of  men- 
struation at  15  years,  with  but  a  slight  showing,  and  that  since 
that  time  there  had  been  absolute  amenorrhea.  Pain  had  been 
constant  and  severe,  becoming  more  acute  at  the  regular  men- 
strual period,  and  was  located  in  the  ovarian  region,  in  the  back, 
and  along  the  anterior  aspect  of  the  thighs.  She  presented 
various  dyspeptic  symptoms,  such  as  headache,  flatulency,  and 
•constipation,  and  to  all  outward  appearances  was  a  perfect  pic- 
ture of  melancholia.  The  constant  pain,  amenorrhea,  and  men- 
tal symptoms  had  induced  her  parents  to  consult  me,  in  the  hope 
that  an  operation  might  remove  existing  conditions.  I  learned 
that  she  had  long  been  treated  by  tonics  and  electricity  ;  that 
numerous  applications  had  been  made  to  the  cervix  and  uterine 
■cavity  ;  that  Christian  science  had  not  been  entirely  disregarded  ; 
and  that  finally  a  support  had  been  introduced  and  a  slight  men- 
struation speedily  followed.  I  removed  the  support,  which 
proved  to  be  a  rubber  cushion  of  large  size,  and  found  that  the 
recent  menstrual  flow  had  been  caused  by  a  deep  erosion  due  to 
the  pessary.  The  external  parts  were  normal  in  appearance; 
the  vagina  short  but  capacious ;  the  cervix  was  abnormally 
large  and  club-shaped,  developed  out  of  all  proportion  to  the 
body  of  the  uterus,  the  fundus  of  which  was  small  and  the  lower 
segment  entirely  membranous.  The  ovaries  were  of  large  size 
and  exquisitely  tender  to  the  touch,  but  without  adhesions.  The 
tubes  were  apparently  healthy.  In  view  of  the  many  attempts 
and  failures  on  the  part  of  several  reliable  physicians  to  afford 
relief,  I  felt  that  an  operation  was  fully  warranted,  and  advised 
an  abdominal  section  for  the  removal  of  the  ovaries.  This  was 
done  on  January  3d,  1894,  and  the  conditions  found  were  largely 
as  described  above.  The  ovaries  were  greatly  congested  and 
hypertrophied,  and  gave  evidence  of  functional  activity  which 
was  neither  relieved  nor  encouraged  by  natural  processes. 

The  patient  made  an  uneventful  recovery,  and  in  six  months 
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all  mental  and  physical  disabilities,  together  with  the  phenomena 
of  the  menopause,  had  entirely  disappeared,  and  she  is  now  a 
useful  and  active  member  of  the  family  and  has  assumed  her 
proper  place  in  society. 

I  report  this  case  with  the  knowledge  that  medical  and  surgi- 
cal literature  gives  it  but  passing  mention,  and  indulge  the  hope 
that  it  will  be  of  some  interest  to  gynecologists.  I  am  aware 
of  the  fact  that  simple  pain  and  discomfort,  without  organic 
disease,  scarcely  justify  the  risk  of  an  ovariotomy.  But  when 
mind  and  body  are  constantly  menaced  by  offending  organs  that 
have  not  followed  in  their  development  the  beautiful  harmony 
and  equilibrium  designed  by  Nature,  it  would  seem  that  their 
destruction,  forever  silencing  the  function  of  menstruation,  was 
not  only  admissible  but  imperative. 
58  North  2d  street. 
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BY 

JOHN  T.   WINTER,  M.D., 

Professor  of  Theory  and  Practice  of  Medicine,  National  University, 

Washington,  D.  C. 


There  are  but  few  diseases  met  with  in  practice  which  involve 
the  medical  attendant  in  more  trouble  and  perplexity  than  does 
puerperal  fever. 

The  disease  is  usually  ushered  in  within  the  first  two  days 
after  delivery  by  a  severe  rigor,  which  seldom  recurs  unless  sup- 
puration takes  place.  The  pulse  is  usually  rapid,  temperature 
high,  ranging  from  101°  to  105°  or  higher,  and  the  respiration 
often  relatively  quicker  than  the  pulse.  Any  woman  who 
shortly  after  childbirth  shows  such  a  pulse  and  temperature, 
with  respiration  over  24  to  the  minute,  should  be  considered 
as  being  in  an  abnormal  condition.  Vomiting  frequently 
occurs  at  the  outset  as  well  as  later,  and  diarrhea  is  easily  in- 
duced if  it  is  really  not  spontaneous.  There  are  usually  pain 
and  tenderness  in  the  iliac  region,  with  headache  and  sometimes 
delirium  ;  and  while  tympanites  is  not  a  characteristic  symptom, 
it  is  usually  present  in  severe  cases,  occurring  independently  of, 
or  in  connection  with,  general  peritonitis. 

1  Read  before  the  Washington  Obstetrical  and  Gynecological  Society. 
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It  is  one  of  the  most  treacherous  diseases  we  are  ever  called 
upon  to  treat.  The  patient  herself  may  insist  that  she  is  better  ;- 
there  may  be  less  pain  and  less  tympanites ;  fever  may  subside, 
and  the  patient  ask  for  food  and  enjoy  it,  and  be  dead  before 
your  next  call.  The  question  might  well  be  asked,  Is  there 
a  special  cause  for  this  disease,  or  does  it  arise  spontaneously  ? 
And,  so  as  to  narrow  the  question  as  much  as  possible,  1  would 
make  it  apply  to  the  disease  as  it  occurs  in  women  within  the 
next  few  days  after  confinement. 

The  old  idea  was  that  it  was  sometimes  the  result  of  infec- 
tion from  within  (autogenesis)  and  sometimes  of  infection  from 
without  (heterogenesis). 

There  are  many  who  still  believe  it  possible  for  the  disease  to- 
arise  idiopathically,  while  others  believe  it  to  be  a  specific  infec- 
tious puerperal  disease,  the  character  of  which  is  modified  by 
the  general  condition  of  the  patient,  the  intensity  of  the  septic 
intoxication,  and  the  prevailing  condition  of  the  atmosphere  in 
each  instance,  and  that  this  puerperal  sepsis  may  be  introduced 
by  the  micrococci  of  other  epidemic  diseases,  by  infection  with 
septic  matter,  or  from  micro-organisms  emanating  from  other 
puerperal  patients. 

Fordyce  Barker  believed  the  disease  came  from  some  un- 
known blood  change,  that  it  may  be  epidemic,  infectious,  or  con- 
tagious, and  that  septicemia  may  be  developed  in  a  puerperal 
woman  without  puerperal  fever,  or  may  complicate  puerperal 
fever. 

Barnes  says  that  albuminuria  occurring  toward  the  end  of 
pregnancy  is  a  predisposing  cause  of  puerperal  fever;  but  he 
seems  to  be  somewhat  in  doubt  in  regard  to  the  germ  theory,, 
and  asks  the  question,  "  How  do  organisms  find  entrance  into  the 
system  in  those  most  terrible  cases  in  which  death  results  in  a 
few  hours  ?  " 

In  speaking  of  self-infection  Parvin  says  the  doctrine  of  self- 
infection  is  a  confession  of  ignorance,  the  creed  of  fatalism,  the 
cry  of  distress.  Self-infection  means  that  the  house  sets  itself 
on  fire,  and  that  the  powder  magazine  is  exploded  without  any 
mischievous  spark ;  and  Fritsch  says  to  admit  the  existence  of 
spontaneous  infection  is  to  take  a  long  step  backward. 

Puerperal  fever  seems  to  occur  as  a  result  or  in  consequence 
of  some  local  lesion,  and  to  be  as  much  a  distinct  disease  as 
measles  or  scarlet  fever ;  and,  while  it  belongs  to  the  class  of 
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zymotic  diseases,  we  are  still  ignorant  of  the  specific  cause, 
mless  the  germ  the  Dry  is  accepted,  which  best  explains  the 
history  and  progress  of  this  disease  of  any  yet  proposed. 

While  puerperal  fever  is  found  to  exist  most  frequently 
during  epidemics  of  contagious  diseases,  it  cannot  be  said  to  be 
-a  contagious  disease,  for  our  patients  are  usually  at  their  own 
homes,  far  removed  from  others  who  are  suffering  or  may  have 
suffered  from  this  disease  ;  and  it  is  claimed,  too,  and  has  been  for 
many  years,  that  it  would  not  extend  from  one  bed  to  another, 
•even  in  the  same  room  in  a  hospital,  if  the  patients  were  treated 
by  different  physicians  and  by  a  different  set  of  nurses.  It  is 
possible,  however,  for  the  infection  to  be  carried  to  the  woman. 
in  her  home  or  any  other  place,  and  has  in  many  instances  been 
traced  either  to  the  physician  or  to  the  nurse,  and  I  am  sorry  to 
say  that  several  instances  of  this  kind  have  come  under  my  own 
observation. 

I  was  called  a  few  days  ago  to  a  case  in  a  neighboring  city, 
where  the  husband,  a  physician,  while  attending  a  case  of  sup- 
purative scarlet  fever,  attended  his  own  wife  in  confinement,  in 
whom  puerperal  fever  developed  within  the  first  twenty-four 
hours  and  ended  fatally  on  the  seventh  day. 

A  young  physician  of  this  city  spoke  to  me  a  couple  of  years 
^go  about  several  fatal  cases  occurring  in  his  practice  follow- 
ing his  attendance  on  a  case  of  septicemia.  As  the  season  was 
about  changing,  I  advised  the  doctor  to  treat  himself  to  an  entire 
new  suit  of  clothes  and  to  thoroughly  disinfect  himself,  which 
he  did,  and  was  all  right  again  when  his  next  obstetrical  case 
came  along  several  months  later. 

Lefort,  desiring  to  secure  for  a  relative  the  greatest  possible 
safety,  advised  her  to  remain  at  her  summer  home,  where  she 
was  confined  and  died  in  a  few  days  of  puerperal  fever,  the  in- 
fection reaching  her  through  her  nurse,  who,  it  was  found,  was 
suffering  from  a  fistulous  abscess  of  the  thi«-h. 

Talbot  reports  five  deaths  in  the  service  of  one  midwife  who 
was  suffering  from  specific  disease  in  the  tertiary  form,  and  from 
whose  mouth  a  large  piece  of  necrosed  bone  was  removed  about 
the  time  she  attended  the  first  of  the  five  cases. 

Krauss  gives  an  account  of  an  outbreak  of  puerperal  fever  in 
which  eight  women  lost  their  lives.  They  had  been  attended  by 
a  midwife  who  had  erysipelas  of  the  head. 

The  retention  of  membranes  and  blood  clots  cannot  in  them- 
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selves  cause  puerperal  fever;  some  external  cause,  the  element  of 
infection,  must  first  be  added  before  the  internal  disturbance  can 
be  lighted  up.  We  are  all  witnesses  of  the  fact  that  pieces  of 
membrane  may  be  retained  for  many  days  after  confinement  and 
no  signs  of  fever  follow,  while  in  other  cases  sepsis  has  un- 
doubtedly taken  place.  Now,  why  this  difference?  In  one  case 
there  is  no  infection,  while  in  the  other  there  is. 

I  was  called  several  years  ago  to  a  woman  who  five  weeks  pre- 
viously had  aborted.  She  was  now  having  several  chills  a  dayr 
and  had  been  prescribed  for,  only  a  day  or  two  before  my  call, 
for  intermittent  fever.  She  claimed  to  have  lost  some  blood 
every  day  since  her  abortion,  especially  on  going  up  or  down 
stairs,  and  now  for  the  last  week  was  having  an  offensive  dis- 
charge all  the  time.  On  examination  I  found  a  putrid  mass, 
larger  than  a  hen's  egg,  in  the  uterus,  which  was  easily  removed* 
and  was  so  very  offensive  that  it  took  several  hours  to  get  the 
smell  off  my  fingers.  The  woman  was  quite  well  again  in  a  few 
days :  the  cleaning-out  of  the  uterus  had  cured  her  "  intermittent iy 
fever. 

For  some  unexplained  reason,  women  after  their  first  confine- 
ments are  more  liable  to  this  disease  than  those  who  have  pre- 
viously become  mothers,  unless  it  is  that  in  a  primipara  there 
would  likely  be  more  bruising,  if  not  laceration,  from  the  severe 
pressure  and  distention  to  which  the  parts  are  subjected  for  the 
first  time,  making  them  ready  for  the  reception  of  any  poison. 

The  bacteriological  study  of  infectious  diseases  has  led  to  the 
conviction  that  they  are  due  in  a  great  measure  to  poisonous  sub- 
stances formed  by  the  causal  micro-organisms ;  that  our  positive 
information  on  this  subject  relates  at  present  chiefly  to  those 
diseases  caused  by  bacteria,  although  we  have  evidence  of  the 
formation  of  toxic  substances  in  some  of  the  infectious  diseases 
not  known  to  be  produced  by  bacteria,  and  that  diphtheria  is  one 
of  the  best  examples  of  such  toxic  disease. 

Pepper  says  the  capacity  to  produce  local,  especially  suppu- 
rative, inflammation  is  a  property  common  to  a  great  many 
bacteria,  and  especially  to  such  as  are  weakened  in  virulence  or 
are  introduced  into  relatively  insusceptible  individuals. 

The  sources  of  infection  are  varied  and  numerous.  The  air 
was  formerly  considered  the  principal  medium  for  the  diffusion 
of  epidemic  diseases  of  all  kinds,  and  the  extreme  rapidity  with 
which  influenza  has  several  times  spread  over  the  country  would 
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make  it  appear  that  the  air  was  actually  the  carrier;  and  it  has- 
been  found,  too,  that  while  most  pathogenic  bacteria  dry  quickly 
in  the  air  and  thus  lose  their  vitality,  they  can  withstand  drying 
long  enough  to  permit  their  being  transported  by  the  air  to  con- 
siderable distances.  Still  influenza  is  found,  like  other  rapid- 
spreading  diseases,  to  travel  along  highways  and  other  lines  of 
travel,  and  is  thought  to  be  carried  by  infected  individuals. 

There  is  no  longer  any  question  as  to  the  possibility  of  infec- 
tion through  water  in  some  diseases — typhoid  fever,  for  example 
— and  if  there  had  been,  the  epidemic  at  Plymouth,  Pa.,  in  1885 
would  have  settled  it.  In  this  instance  a  mountain  stream  supply- 
ing a  part  of  the  town  with  drinking  water  became  contaminated 
by  the  entrance  of  typhoid-fever  germs  from  a  single  patient 
who  lived  on  the  edge  of  this  stream  some  distance  above  the 
town,  and  as  a  result  typhoid  fever  broke  out  at  the  rate  of  fifty 
cases  a  day  until  about  twelve  hundred  people  were  affected, 
most  of  them  living  in  the  part  of  the  town  supplied  with  this 
infected  water. 

Whatever  the  source  or  the  particular  name  of  the  bacillusy 
whether  streptococcus  pyogenes  or  one  still  unnamed,  it  seems 
capable  of  producing  septicemia;  and  it  is  possible,  and  it  seems 
reasonable  too,  that  there  may  be  more  than  one  cause,  or  at 
least  more  than  one  bacillus  which  is  capable  of  causing  this 
disease,  as  it  is  now  claimed  that  there  is  more  than  one  cause  of 
diphtheria,  the  Klebs-Loffler  bacillus  causing  the  genuine  article, 
distinguishable  only  from  other  affections  which  are  called  diph- 
theria by  means  of  the  culture  medium. 

Pepper  says :  ;'  There  is  a  large  class  of  infections  in  human 
beings  in  which  the  three  conditions  of  Koch  have  been  ful- 
filled, with  the  exception  of  constancy  in  the  presence  of  the 
same  organism  in  all  cases  of  the  disease.  Here  also  the  evi- 
dence is  conclusive  that  a  specific  microorganism,  found  properly 
distributed  in  the  disease,  is  a  cause  of  the  disease,  but  it  is  not 
the  sole  specific  cause.  For  the  most  part  the  diseases  which 
can  thus  be  referred  to  more  than  one  kind  of  micro-organism 
are  the  various  septic  and  inflammatory  affections,  which  do  not 
present  such  sharp  and  definite  differential  characters  as  do 
those  most  specific  infectious  diseases  which  are  caused  by  only 
a  single  species  of  micro-organism.  To  this  class  of  cases,  which 
are  caused  by  the  group  called  pyogenic  bacteria,  belong  acute 
ulcerative  endocarditis,    meningitis,   broncho-pneumonia,  erysi- 
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pelas,  pyemia,  septicemia,  puerperal  fever,  other  septic  and 
localized  inflammatory  affections,  and,  in  general,  the  infection 
•of  wounds." 

Simpson  years  ago  called  attention  to  the  analogy  between 
puerperal  fever  and  surgical  fever;  he  compared  the  uterus 
after  parturition  to  an  amputated  limb,  liable  to  become  the 
seat  of  pyemia  or  septicemia. 

There  is  now  abundant  evidence  to  show  that  there  are  two 
forms  of  puerperal  fever,  both  due  to  the  introduction  of  patho- 
genic microorganisms  from  without;  and  a  great  deal  depends 
•on  the  invader  getting  a  foothold  where  it  can  multiply,  if  only 
a  little,  and  produce  toxic  products  which  constitute  its  real 
weapons  of  attack.  These  micro  organisms  may  be  varieties 
either  of  septic  bacteria  or  the  common  bacteria  of  putrefac- 
tion. The  manner  of  infection  differs  in  the  two  cases.  The 
septic  bacteria,  finding  an  entrance  through  some  wounded  sur- 
face in  the  genital  tract,  make  their  way  into  the  blood  and 
tissue  of  the  patient,  and,  multiplying  there,  become  the  active 
cause  of  the  disease.  The  common  bacteria  of  putrefaction  also 
enter  the  genital  tract  from  without,  but  their  influence  is 
exerted,  not  by  becoming  absorbed  and  distributed  in  the  blood 
and  tissue,  but  by  setting  up  the  process  of  putrefaction  in  any 
material  that  happens  to  be  retained  in  the  uterus  or  vagina. 
Such  material  being  retained  might  be  the  cause  of  hemorrhage, 
but,  unless  bacteria  obtain  access  to  them,  they  will  not  undergo 
putrefaction.  When  they  do  obtain  access  and  putrefaction  is 
•set  up  certain  poisonous  products  are  given  off,  which,  if  ab- 
sorbed into  the  system,  are  capable  of  giving  rise  to  puerperal 
fever. 

The  great  difference  between  puerperal  fever  caused  by  septic 
bacteria  and  that  caused  by  putrefaction  is  that  in  the  former 
there  is  a  living,  self-multiplying  poison  in  the  system,  which 
once  introduced  must  run  its  course,  there  being  no  antidote  as 
yet  known  to  us  except  such  as  would  at  the  same  time  destroy 
the  life  of  the  patient;  while  in  the  latter  the  poison,  though 
capable,  if  left  to  itself,  of  producing  deadly  results,  is,  if  the 
source  of  the  poison  be  removed  and  its  absorption  arrested, 
•quickly  eliminated  from  the  system  with  entire  relief  of  all  the 
dangerous  symptoms.- 

While  it  is  not  possible  to  distinguish  at  the  bedside  that  form 
-of  puerperal  fever  caused  by  septic  micro-organisms  from  that 
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caused  by  the   products  of  putrefaction,  the  preventive  treat- 
ment is  fortunately  the  same,  and  that  is  that  no  micro-organisms 
be  allowed  to  enter  the  genital  tract  either  during  or  imme- 
diately after  the  process  of  parturition. 
1528  9th  street,  N.  W. 
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A  report  of  case  histories  is  usually  very  tiresome  to  medical 
readers,  whose  daily  lives  are  mingled  with  them.  Sometimes, 
however,  cases  and  conditions  present  themselves  to  us  in  such 
interesting  and  instructive  forms  that  we  cannot  but  feel  they 
would,  if  well  described,  be  of  some  use  to  the  medical  reader. 
It  is  to  be  regretted  that  an  observer  can  never  describe  occur- 
rences with  such  accuracy  as  to  render  them  so  realistic  to  others 
as  they  have  been  to  him.  Medical  literature  has  become  so  ex- 
tensive that  the  hurried  practitioner  must  select  reading  matter 
rather  than  read  promiscuously.  He  is  not  so  much  interested 
in  the  experience  of  a  fellow-physician  as  in  the  conclusions  that 
physician  may  have  deduced  from  a  ripe  experience. 

These  facts  have  caused  me  to  hesitate  about  reporting  these 
case  histories.  They  are  to  me  so  interesting  that  1  publish 
them  without  any  intention  of  misleading  any  one,  for  they  are 
properly  labelled— case  histories. 

If  the  comments  made  upon  them  prove  of  any  value  to  those 
who  may  peruse  them,  I  will  have  been  justified  in  publishing 
them.  Some  of  these  cases  are  quite  unusual— for  instance,  the 
case  of  double  tubo-ovarian  cysts  occurring  in  a  colored  woman. 
Every  one  of  them  was  complicated,  and  shows  that  the  abdomi- 
nal surgeon  must  be  prepared  for  any  kind  of  an  abdominal 
operation  whenever  he,  as  a  surgeon,  opens  that  cavity.  These 
cases,  being  some  of  the  interesting  ones  in  my  hospital  services, 
are  as  follows  : 
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Case  I.  Double  pyosalpinx  and  ovarian  cyst;  condition 
grave  ;  laparotomy  ;  recovery. — Henrietta  D.,  colored,  38  years 
old,  married,  YIpara,  was  admitted  to  Columbia  Hospital  for 
Women,  in  a  very  critical  condition,  April  6th,  1894.  She  com- 
plained of  pain  in  both  inguinal  regions  and  had  a  foul,  bloody 
discharge  from  the  uterus  ;  her  pulse  was  140°  and  temperature- 
105°  F. ;  last  child  ten  years  ago,  and  the  last  of  three  abortions 
occurred  from  fright  thirteen  years  ago.  Her  flow  has  been 
regular,  monthly,  profuse,  and  painless.  Her  pain,  which  has- 
continued  for  four  months,  is  much  exaggerated  at  each  evacua- 
tion of  the  bowels. 

An  examination  revealed  great  tenderness  over  whole  lower 
abdomen,  the  uterus  firmly  fixed,  and  a  large,  boggy,  fluctuating 
mass  filling  pelvis  and  extending  well  up  into  abdomen.  She 
was  prepared  for  operation  next  morning,  but  she  sank  under 
the  anesthetic  and  operation  was  deferred  to  April  26th,  when,, 
after  clearing  many  dense  adhesions,  twelve  ounces  of  clear,  straw- 
colored  fluid,  highly  albuminous  and  containing  cholesteriny 
leucocytes,  fat,  and  amorphous  matter,  was  aspirated  from  a  cyst 
of  the  left  ovary.  Both  Fallopian  tubes  were  much  distended 
with  pus,  badly  degenerated,  and  firmly  adherent.  Both  appen- 
dages removed.  While  flushing  abdomen  with  hot  boiled  water, 
and  loosening  blood  clots  and  other  clinging  debris  in  the  pelvis 
with  a  finger,  the  ligature  on  the  left  stump  slipped,  permitting 
free  hemorrhage  from  the  ovarian  artery.  Trendelenburg's 
posture- was  immediately  resorted  to  (Edebohls'  table  being  used) 
and  the  artery  religated  by  a  whipstitch.  A  glass  drainage  tube 
was  used  one  day.  Fourteen  ounces  of  six-tenths  per  cent  solu- 
tion of  salt  were  run  under  the  skin  with  good  effect,  and  an 
uninterrupted  recovery  followed. 

Case  II.  Hematocele  resembling  pelvic  abscess;  exploratory 
laparotomy  ;  evacuation  through  vagina  ;  recovery. — Mary  R.r 
colored,  23  years  old,  was  sent  to  my  service  at  Columbia  Hospi- 
tal, September  17th,  1894,  by  Dr.  G.  N.  Perry,  complaining  of 
great  pain  in  lower  abdomen  and  bowels,  and  dysuria  ;  has  borne 
no  children;  has  rapidly  lost  flesh  ;  fever  daily  and  night-sweats  ; 
weak  and  cadaverous  in  appearance.  Her  menses  first  appeared 
at  14,  usually  regular,  monthly,  large  in  amount,  last  one  week,, 
and  are  free  from  pain.  Has  had  two  miscarriages,  the  last  of 
which  was  August  15th  last  at  six  weeks'  gestation.  Since  that 
date  has  gradually  declined  in  health. 
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An  examination  showed  the  abdomen  to  be  very  prominent  in 
the  lower  part  of  it ;  a  firm  swelling  in  right  inguinal  region  ; 
uterus  small  and  fixed  back  of  pubes  ;  a  boggy  mass  filling  space 
behind  it  and  extending  half-way  down  recto-vaginal  septum, 
the  lowest  point  being  much  softer.  This  mass  extended  up 
into  abdomen.     Diagnosis,  pelvic  abscess  following  abortion. 

On  September  20th  the  abdomen  was  opened  and  revealed 
dense  adhesions  to  abdominal  wall  as  high  as  upper  end  of  inci- 
sion, and  all  below  this  a  continuous  soft  mass.  The  abdominal 
incision  was  closed,  and  the  soft  point  at  the  bottom  that  indi- 
cates where  the  abscess  may  rupture  was  opened  through  the 
vagina,  allowing  the  escape  of  a  large  amount — perhaps  two  or 
three  quarts — of  dark,  grumous,  fluid  blood  ;  no  pus.  The  opening 
was  enlarged  considerably,  and  about  two  quarts  of  blood  clots 
were  scraped  out  with  finger  and  dull  curette.  The  cavity  thus 
made  extended  above  the  promontory  of  the  sacrum  and  to  both 
sides  of  the  pelvis.  It  was  irrigated  freely  and  drained  with 
rubber  tubing. 

Dr.  Perry  afterward  stated  that  at  both  abortions  he  did  not 
arrive  early  enough  to  see  the  products  of  conception,  but  that 
the  patient  at  each  time  had  had  great  pain  and  a  large  flow  of 
clots.  The  tube  was  removed  in  ten  days  and  the  patient  recov- 
ered nicely,  menstruating  normally  two  weeks  after  operation. 
An  examination  October  25th  showed  that  a  small  mass  at  either 
side  of  the  uterus  still  existed,  which  was  thought  to  be  an  ap- 
pendage in  a  diseased  condition.  The  uterus  was  in  a  nearly 
normal  condition.  As  patient  felt  perfectly  well,  she  was  dis- 
charged, to  return  if  more  trouble  followed. 

Case  III.  Tubo  ovarian  abscess  and  ovarian  cyst  y  abdominal 
section /  recovery. — Hattie  J.,  colored,  single,  and  20  years  old, 
was  admitted  to  Columbia  Hospital  October  23d,  1894,  and 
gave  the  following  history  :  Had  a  five  months'  miscarriage  six 
months  ago,  and  has  since  had  a  profuse  yellow  discharge  from 
vagina.  Menstruation  has  been  painful  and  profuse,  and  last 
occurred  October  15th  ;  has  pain  in  lower  abdomen  and  back  ; 
cannot  work  ;  is  very  nervous  and  weak. 

Examination. — Mitral  regurgitation  and  a  very  rapid  and 
feeble  pulse ;  the  abdomen  is  very  tense  and  tender,  and  the 
uterus  is  fixed,  with  a  large  mass  behind  and  to  both  sides  of  it. 
Two  days  later  the  abdomen  was  opened  and  a  mass  found  to 
extend  from  low  in  pelvis  to  three  inches  above  pubes.     The 
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anatomical  relations  were  so  abnormal  that  the  location  of  the 
body  of  the  uterus  could  not  be  ascertained,  although  a  hard 
body  to  the  right  and  in  front  was  thought  to  be  that  organ. 
The  mass  elicited  fluctuation,  but  seemed  very  hard  at  bottom, 
and  was  thoroughly  covered  with  adhered  omentum  which  ex- 
tended over  to  the  front  of  the  bladder  and  had  to  be  ligated  off. 

Then  the  mass  (the  upper  part  of  it  being  a  cyst)  was  uninten- 
tionally opened,  and  about  one  pint  of  amber-colored  fluid  es- 
caped, leaving  a  thick  cyst  wall  that  was  partly  removed.  Below 
this  the  pelvis  was  separated  by  dense  adhesions,  which  were 
torn  through,  and  four  ounces  of  offensive  pus  were  aspirated 
from  a  tubo-ovarian  abscess  of  the  right  side.  The  abscess  was 
then  removed  by  a  double  ligature  next  to  pelvic  wall  and  a 
small  single  one  on  its  inner  end.  I  could  not  yet  find  the  usual 
landmarks — as  fundus  uteri  and  round  ligaments — and  it  was  by 
inserting  an  index  finger  into  the  vagina  that  I  then  discovered 
the  absence  of  those  structures  and  the  left  Fallopian  tube. 
Then  the  ligatures,  as  above  mentioned,  wTere  placed  on  the  right 
side,  and  the  left  ovary — degenerated  into  a  cyst  three  inches  in 
diameter — was  enucleated  and  removed  as  well  as  the  right  ap- 
pendage.    The  uterus  was  of  about  half  the  size  of  a  normal  cervix. 

The  abdominal  and  pelvic  cavities  were  flushed  out  and  a 
glass  drainage  tube  employed.  These  features  of  the  operation 
were  due  to  my  fear  that  the  fluid  that  escaped  from  the  cyst 
would  prove  virulent.  The  tube  was  replaced  by  iodoform  gauze 
two  days  later.  This  had  been  in  place  but  two  days  when  pus 
began  pouring  from  the  wound.  A  short  glass  tube  was  then 
inserted,  and  through  it  a  weak  solution  of  permanganate  of 
potash  was  daily  thrown  into  the  cyst  cavity.  The  shock  fol- 
lowing the  operation  was  severe,  and  fourteen  ounces  of  nor- 
mal salt  solution  were  injected  under  the  skin.  On  the  third 
day  following  the  operation  a  very  profuse  flow  of  blood,  con- 
taining clots,  occurred  from  the  vagina  and  continued  three 
days.  November  15th  pus  was  still  coming  from  wound,  though 
patient  was  out  of  bed  and  rapidly  gaining  flesh  and  strength. 
About  one  week  later  she  left  the  hospital  with  my  consent, 
feeling  very  well  indeed. 

Case  IV.  Tubercular  per'itonitis  and  ovarian  cyst  with  intes- 
tinal obstruction. — F.  R.,  white,  43  years,  married,  was  admitted 
to  my  service  at  Columbia  Hospital  October  27th,  1894,  with 
the   following   history  :     Has   had    two   children,   the  last   one 
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twelve  years  ago.  Menses  irregular,  scanty,  and  painful.  Has 
been  gradually  getting  worse  for  the  last  year.  (She  later  made 
a  statement  that  no  menstrual  period  occurred  in  June,  July, 
and  August  last.)  Has  a  brownish  discharge  from  the  vagina 
and  severe  pain  in  hypogastrium,  most  severe  just  behind  the 
pubes.  Is  badly  constipated  ;  cough  and  expectoration  for  some 
months  past. 

Examination. — Small  and  feeble  pulse  ;  largely  distended 
abdomen,  containing  fluid  and  gas  ;  cervix  lacerated  and  uterus 
firmly  fixed. 

October  30th  :  The  bowels  not  responding  to  efforts  to  empty 
them,  the  gaseous  distention  increasing,  and  the  pain  not  yield- 
ing to  ordinary  doses  of  analgesics,  the  abdomen  was  opened.  A 
large  amount  of  ascitic  fluid,  containing  plaques  and  cheesy 
matter,  escaped  as  soon  as  the  abdomen  was  opened,  revealing 
marked  tubercular  peritonitis.  The  intestines,  while  ballooned 
with  gas,  could  not  in  any  part  be  brought  outside  of  abdomen 
because  of  their  intimate  adhesions;  and  every  organ  or  portion 
of  abdominal  viscera  seen  was  studded  with  tubercles  thickly  set. 
A  multilocular  ovarian  cyst  was  removed  from  the  right  side, 
the  rectum  and  sigmoid  flexure  torn  loose  from  the  uterus  and 
bladder,  the  largest  bleeding  vessels  being  ligated.  Other 
mesenteric  adhesions,  dense  as  cartilage  and  thought  to  be  can- 
cer, were  divided  by  scissors  and  the  pumping  vessels  in  them 
ligated  to  give  freedom  to  the  bowels.  The  abdominal  cavity 
was  flushed  with  hot  salt  solution  (three-fifths  per  cent),  which 
brought  away  large  masses  of  cheesy  material,  and  the  abdomen 
closed  without  drainage,  as  we  really  had  no  hope  of  the  patient 
living  beyond  an  hour  or  so.  However,  a  few  hours  afterward 
she  passed  gas  from  the  bowel,  and  later  had  a  natural  movement 
without  any  cathartic,  the  bowels  remaining  in  good  condition. 

Three  days  after  operation  she  was  progressing  as  well  as  any 
patient  I  ever  operated  upoD. 

November  7th:  Patient  seems  weaker  to-day  and  is  restless. 
Half  the  stitches  removed.  Next  day  amount  of  food  increased 
and  strychnia  suspended. 

November  12th  :  She  has  gradually  lost  ground  five  days,  and 
the  distention  has  gradually  increased,  although  bowels  have 
been  open.  Abdomen  reopened  and  flushed  with  normal  salt 
solution,  and  adhesions  (septa)  broken  up.  The  tubercular  con- 
dition was  changed ;  no  tubercles  could  be  felt,  but  many  adhe- 
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sions  were  present.  In  fact,  no  free  surface  of  intestines,  etc., 
could  be  found.  Numerous  sacs  had  formed  among  intestines. 
A  glass  drainage  tube  was  inserted,  and  improvement  was  rapid. 
Four  weeks  later  she  was  wearing  a  short  tube,  and,  though  sit- 
ting up,  was  yet  a  skeleton  in  appearance. 

January  1st,  1895  :  Feels  very  well  and  is  increasing  in  flesh. 

Case  V.  Double  tubo-ovarian  cysts;  laparatomy ;  death 
from  uremia  on  eleventh  day. — M.  E.,  colored,  34  years  old,  was 
admitted  to  my  service  at  Providence  Hospital  October  1st,  1894. 
She  had  been  married  twenty-one  years,  had  a  child  19  years 
old,  and  three  times  had  miscarried,  the  last  having  been  nine 
years  ago.  Her  illness  had  begun  in  1893  with  cramps  in  bot- 
tom of  stomach.  A  physician  had  introduced  a  supporter  that 
gave  relief  a  few  days,  but  had  later  caused  distress  and  was  re- 
moved. She  had  been  in  the  hospital  in  August,  and  left,  pre- 
ferring to  wait  for  cool  weather  for  her  operation.  Her  menses 
were  irregular,  painful,  profuse,  and  lasted  four  days. 

Examination  showed,  to  the  right  of  the  uterus,  a  thin-walled 
and  fluctuating  mass,  and  nothing  abnormal  otherwise.  The  ab- 
dominal wall  was,  however,  very  thick  and  rigid. 

October  31st:  Section  was  made  and  the  mass  found  to  be 
a  large  tubo-ovarian  cyst  of  the  right  side,  firmly  adherent. 
The  left  Fallopian  tube  was  followed  from  the  uterus  with  the 
fingers,  and  was  fully  one  foot  in  length,  extending  into  abdo- 
minal cavity,  and  there,  in  a  mass  of  adhesions,  formed  part  of 
a  left  tubo-ovarian  cyst  containing  a  quart  of  clear  fluid.  The 
upper  end  of  this  cyst  was  adherent  nearly  to  the  spleen, 
necessitating  a  longer  incision.  Both  cysts  were  removed  and 
the  abdomen  closed. 

For  two  days  the  patient  did  well,  then  for  five  days  the  total 
amount  of  urine  voided  was  one  quart,  except  an  estimated  small 
amount  passed  with  stool.  An  examination  now  showed  urine 
loaded  with  albumin  and  of  very  low  specific  gravity.  Her 
condition  was  considered  alarming,  although  she  bore  no  evi- 
dence of  uremia  and  stated  she  had  often  gone  a  week  without 
voiding  a  larger  quantity. 

November  8th  :  The  amount  of  urine  for  twenty-four  hours  has 
increased  to  thirty-two  ounces,  but  the  specific  gravity  is  only 
1.008.  Next  day  the  amount  is  lessened.  The  patient  yet  ap- 
pears to  be  doing  well,  except  having  a  subnormal  temperature. 

November    10th:    Temperature   subnormal;    headache;    not 
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restless;  pulse  excellent.  At  11  a.m.  suddenly  became  rambling 
in  conversation,  and  one  hour  later  a  convulsion  occurred  which 
she  survived  but  a  few  minutes. 

An  examination  of  the  urine  before  operation,  made  by  the 
house  physician,  revealed  a  normal  excretion,  and  he  so  reported 
to  me.  Besides,  chloroform,  considered  harmless  to  kidneys, 
was  the  anesthetic  used. 

Case  VI.  Double  ovarian  abscess  and  pyosalpinx,  removed  en 
masse,  and  a  dermoid  cyst  of  unknown  origin;  recovery. — Carrie 
P.,  colored,  widow,  32  years  old,  Vpara,  was  admitted  to  Colum- 
bia Hospital  October  31st,  1894,  complaining  of  pain  in  lower 
abdomen,  a  swelling  in  right  iliac  region,  and  dysuria.  Her  last 
confinement  was  normal  and  occurred  five  years  ago  ;  no  miscar- 
riages. Menstruation  is  regular,  very  profuse,  painful,  and  now 
present.  Is  constipated  and  has  no  appetite.  Her  pain  is  worse 
at  and  on  exercise.    Duration  of  the  present  illness  is  three  weeks. 

Examination. — General  condition  very  bad  ;  pulse  feeble  and 
small ;  prominent  swelling  in  right  hypogastrium  ;  abdomen 
distended  as  by  a  fibroid  of  the  uterus  ;  perineum  and  cervix 
lacerated  and  pelvis  filled  by  a  boggy  mass.  Under  chloroform 
the  mass  in  pelvis  seems  to  extend  nearly  to  umbilicus,  to  be  im- 
movable, and  to  contain  fluid. 

Section  was  made  November  5th,  and  a  disheartening  condi- 
tion presented  itself.  An  enlargement  was  found  pushing  up 
the  abdominal  wall  to  the  right  of  the  incision.  The  omentum 
was  densely  adherent  to  the  whole  top  of  this  mass  and  down  on 
to  the  top  of  the  bladder  and  anterior  wall  of  the  uterus.  These 
adhesions  were  separated,  some  by  tearing  and  others  by  liga- 
tures, and  the  growth  aspirated.  Sixteen  ounces  of  yellow,  oily 
fluid  were  drawn  off,  and  congealed,  not  unlike  tallow,  in  a  few 
minutes.  The  adhesions  of  this  growth  to  intestines,  as  well  as 
to  a  pelvic  mass  under  it,  were  very  intimate.  The  growth  was 
removed  with  extreme  difficulty,  and  no  real  pedicle  was  noticed. 
Its  surface  showed  no  portion  that  had  not  been  adherent  to  some 
other  structure,  and  it  contained  a  mass  of  black,  curly  hair  like 
that  on  patient's  head  and  a  smaller  ball  of  sebaceous  matter. 
It  was,  therefore,  a  dermoid  cyst,  but  of  unknown  origin.  The 
mass  below  it  proved  to  be  two  ovarian  abscesses,  a  pus  tube  and 
one  nearly  normal,  all  commingled.  It  was  removed  en  masse. 
The  adhesions  between  bowels  and  uterus  were  strong,  but 
separated.     Contrary  to  my  usual  methods,  a  number  of  small 
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silk  ligatures  were  applied.  Both  ovarian  abscesses  were  rup- 
tured before  complete  removal.  The  pelvis  was  therefore  flushed 
and  a  glass  drainage  tube  inserted.  This  was  removed  in  two 
days,  and  a  perfect  recovery  followed. 

I  am  steadily  becoming  more  partial  to  drainage  in  abdominal 
surgery,  and  believe  I  drained  too  little  in  my  early  work.  In 
this  series  of  cases  there  were  three  pus  cases  and  one  of  tuber- 
cular peritonitis,  all  drained.  Case  3  shows  the  importance  of 
it  in  pus  cases,  for  in  this  case  pus  was  noticed  the  fourth  dayr 
and  the  glass  tube  furnished  an  opportunity  for  opposing  its 
ravages.  Case  4  shows  the  necessity  of  it  in  tubercular  peri- 
tonitis. Had  drainage  been  employed  from  the  first  operation,, 
the  second  one  would  not  have  been  required.  This  case  also 
illustrates  the  inadvisability  of  any  neglect  even  in  the  most 
hopeless  cases,  and  presented  such  a  dense  mass  entangling  the 
intestines  that  ordinary  mild  means  for  bowel  liberation  were 
useless  and  its  division  with  scissors  was  very  difficult.  I  am 
suspicious  of  its  being  a  malignant  growth. 

The  condition  in  all  these  cases,  except  No.  5,  was  apparently 
very  desperate.  The  case  excepted  was  the  only  one  to  die,  and 
this  result  was  due  to  the  overlooked  renal  lesions.  We  cannot 
be  too  careful  in  examination  of  the  urine  in  operative  cases. 
We  must  know  not  alone  whether  tube  casts  or  albumin  are  pre- 
sent, but  as  well  the  proportion  of  solids,  especially  urea.  Case  2 
shows  the  difficulty  of  diagnosis  often  met  in  pelvic  cases.  For 
the  month  preceding  my  seeing  her  she  gave  a  history  of  abortion 
followed  by  chills,  fever,  night-sweats,  loss  of  flesh,  etc.  This 
history,  together  with  the  presence  of  a  large,  fluctuating  mass 
behind  the  uterus  and  vagina,  was  certainly  sufficient  to  warrant 
a  diagnosis  of  pus  formation  following  abortion.  Pelvic  inflam- 
mation had  occurred,  but  no  pus  was  found.  In  lieu  of  it  a 
large  hematocele,  probably  formed  by  hemorrhages  at  the  times 
when  menstrual  periods  were  absent,  was  discovered.  The 
extreme  rarity  of  double  tubo-ovarian  cysts  in  a  colored  woman 
makes  Case  5  particularly  interesting.  Even  one  tubo-ovarian 
cyst  in  a  white  woman  is  not  common,  and  to  find  two  of  them 
in  one  white  woman  is  very  uncommon.  Even  rarer  is  it  to 
find  in  a  colored  woman  a  well-marked  cyst  of  this  variety,  and 
I  do  not  know  of  a  reported  case  of  double  tubo-ovarian  cysts  in 
a  colored  woman.     I  wish  to  call  attention   to  the  danger  of 
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loosening  the  pedicle  ligatures  during  the  work  of  cleansing  the 
pelvic  cavity  just  before  closing  the  abdominal  wound.  This 
accident  occurred  in  Case  1,  and  has  occurred  in  other  cases  of 
mine,  but  it  can  usually  be  remedied  by  its  early  detection  and 
religation  by  the  whipstitch.  In  the  case  mentioned  the  hypo- 
dermic injection  of  a  sterile  solution  (6  :  1000)  of  sodium  chloride 
proved  highly  valuable,  fourteen  ounces  of  it  having  been  thus 
used.  Case  3  portrays  the  advantage  of  the  vagino-intra-abdo- 
minal  method  of  examination  in  cases  in  which  doubt  exists  as 
to  the  relation  of  the  displaced  pelvic  viscera.  It  also  presents 
the  unusual  phenomenon  of  a  hemorrhage  from  an  undeveloped 
uterus  following  double  salpingo-oophorectomy,  as  compared 
with  the  ordinary  metrostasis  from  a  normal  uterus  following 
such  operations.  The  fluid  portion  of  the  contents  of  the  der- 
moid cyst  mentioned  in  Case  6  was  very  curious.  It  congealed 
immediately  after  removal,  and  when  I  disposed  of  it  two  weeks 
later  its  appearance  was  that  of  a  cake  of  beef  tallow  and  showed 
no  evidence  of  decomposition.  What  was  the  origin  of  this 
cyst?  Had  there  been  a  supernumerary  ovary  from  which  it 
sprang,  or  was  it  of  the  parovarium  ?  I  am  inclined  to  think 
the  latter  was  its  birthplace.  This  fact  might  possibly  be  de- 
monstrated by  the  microscope,  but,  as  these  cysts  are  often 
thoroughly  degenerated,  even  this  instrument  cannot  always 
demonstrate  their  origin. 

1404  H  STREET. 
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APPENDICITIS  AND  PREGNANCY. 


To  the  Editor  of  The  American  Journal  of  Obstetrics. 


Sir  : — In  relation  to  the  article  published  in  your  Journal  for 
February  by  Dr.  L.  L.  McArthur,  permit  me  to  call  his  atten- 
tion to  the  case  of  appendicitis  with  purulent  peritonitis  in  a 
pregnant  woman  operated  upon  by  me  with  success.  The  case 
is  reported  in  the  Medical  JSTews  of  Philadelphia. 

Yery  respectfully,  Barton  Cooke  Hirst,  M.D. 

1821  Spruce  street,  Philadelphia, 
February  11th,  1895. 
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FEMALE"  OR  WOMAN. 


To  the  Editor  of  The  American  Journal  of  Obstetrics. 


Dear  Sir  : — A  good  friend  with  a  fine  English  sense,  who 
occasionally  looks  over  my  shoulder  as  I  write,  left  this  note 
pinned  to  one  of  my  papers  a  few  days  ago.  I  think  the  fault 
common  enough  to  be  worth  while  correcting  publicly.  And  as 
it  is  manifestly  an  error  to  which  a  gynecologist  is  more  prone 
than  other  men,  the  correction  ought  to  appear  in  The  American 
Journal  of  Obstetrics: 

"  Take  care  not  to  use  the  word  female  as  meaning  '  a  wo- 
man.' It  is  correct  to  speak  of  the  female  pelvic  organs,  but  a 
female  is  not  a  woman.  It  is  a  cow,  a  mare,  any  animal  of  the 
female  sex.  It  is  old-fashioned  English  to  call  women  females, 
and  the  expression  is  coarse  in  this  sense." 

Yours  truly, 

Howard  A.  Kelly. 

February  20th,  1895. 
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SECTION  ON  GYNECOLOGY. 


Stated  Meeting,  January  14:th,  1895. 
Charles  B.  Penrose,  M.D.,  Chairman. 
Dr.  Edward  P.  Davis  read  a  paper  entitled 

CELIOTOMY    FOR  PAINFUL  ABDOMINAL  GROWTH    OF  OBSCURE  NATURE  ; 
SARCOMA  OF  THE  OVARY  WITH  CYSTIC  DEGENERATION.1 

The  clerk  read  a  paper  by  Dr.  Barton  Cooke  Hirst  on 

THE  MANAGEMENT  OF  LABOR  COMPLICATED   BY  HEART  DISEASE.2 

Dr.  Edward  P.  Davis. — In  listening  to  the  last  paper  I  was 
much  interested  in  the  observation  that  patients  with  aortic  dis- 

1  See  original  article,  p.  363.  s  See  original  article,  p.  349. 
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ease  go  through  pregnancy  with  comparative  comfort,  and  have 
a  labor  characterized  by  very  little  inconvenience  and  suffering. 
The  exact  reason  for  the  difference  between  cases  of  aortic  and 
mitral  disease  complicating  pregnancy  may  be  found  in  the  hyper- 
trophy of  the  heart  which  accompanies  aortic  lesions.  The 
greatest  danger  to  such  patients  comes  from  mitral  disease  at  the 
stage  when  compensation  is  beginning  to  fail  and  partial  dilata- 
tion of  the  heart  and  engorgement  of  the  lungs  are  present.  A 
forcible  description  of  the  comfort  afforded  such  patients,  while 
in  labor,  by  an  anesthetic,  is  given  by  Fordyce  Barker.  Sum- 
moned to  the  wife  of  a  physician,  he  found  her  struggling  for 
breath  and  in  labor,  her  sufferings  being  so  extreme  that  Dr. 
Barker  was  requested  to  use  an  anesthetic  to  allay  her  distress, 
as  her  case  was  considered  hopeless.  The  inhalation  of  a  small 
amount  of  chloroform  produced  such  a  favorable  change  that 
spontaneous  labor  supervened.  The  patient  lived  for  several 
months  after  her  confinement.  ISTo  one  who  has  had  experience 
with  these  cases  can  fail  to  observe  the  benefit  following  a 
moderate  post  partum  hemorrhage,  and  the  delivery  of  the  pla- 
centa should  be  so  conducted  as  to  favor  its  occurrence. 

Dr.  Charles  B.  Penrose  read  a  paper  on 

VENTROFIXATION  OF  THE  UTERUS.1 

Dr.  J.  M.  Baldy. — My  own  experience  has  followed  so  closely 
that  of  Dr.  Penrose  that  I  can  add  very  little  to  the  discussion. 
There  are  several  points,  however,  in  regard  to  the  classes  of 
patients  for  these  operations.  In  cases  where  there  is  too  much 
tenderness  to  bear  the  pressure  of  the  pessary  or  a  tampon,  on 
acc3unt  of  prolapsed  and  piinful  ovaries,  something  else  must 
be  done  for  them  than  mechanical  treatment. 

In  some  cases  there  is  marked  relief  to  be  obtained  by  support- 
ing treatment;  but  in  the  majority  nothing  but  operation  will 
avail,  and  the  relief  afforded  by  ventrofixation  has  been  marked 
and  permanent.  Some  that  I  have  operated  upon  have  passed 
out  of  notice.  Two  patients  have  passed  into  pregnancy.  Both 
women  had  prolapsed  ovaries.  One  was  very  emaciated  and 
feeble  looking,  and  was  in  miserable  health.  She  returned  home 
and  in  the  course  of  three  or  four  months  became  pregnant. 
She  had  had  several  childreu  before  this,  and  her  previous  labors 
were  very  difficult  and  painful.  Strange  to  say,  this  delivery  was 
an  easy  one,  and  several  months  afterward  I  found  that  the  ute- 
rus still  remained  anterior.  The  other  woman  went  through 
her  pregnancy  with  very  little  trouble  and  also  had  an  easy 
delivery. 

As  regards  the  occurrence  of  bladder  troubles  after  the  ope- 
ration, some  cases  have   had  very  little,  while  in  others   they 

1  See  original  article,  p.  346. 
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appeared  and  gave  trouble  for  several  months  and  then  passed 
away  entirely. 

Most  of  the  hysterofixation  operations  which  I  have  per- 
formei  were  those  which  Dr.  Penrose  would  classify  as  uncom- 
plicated. In  one  or  two  I  had  to  perform  also  ovariotomy,  but 
these  in  my  practice  have  been  exceptions  to  the  rule. 

Dr  John  C.  Da  Costa. — My  experience  has  been  unlike  Dr. 
Baldy's.  Most  of  the  cases  which  I  have  done  were  those  in 
which  the  tubes  and  ovaries  were  removed  at  time  of  operation. 
The  cases  in  which  the  best  results  are  obtained  are  those  in 
which  the  tubes  and  uterus  are  bound  down  by  adhesions. 
Those  who  have  suffered  most  are  those  in  whom  the  uterus  was 
immovable.  I  have  gone  even  further  than  Dr.  Penrose  in 
discarding  the  use  of  the  pessary.  I  have  had  considerable  ex- 
perience in  past  years,  and  my  experience  is  that  pessaries  do 
little  or  no  good  and  can  do  great  harm.  They  temporarily 
support  the  uterus,  but  they  also  strain  the  ligaments  and  weaken 
the  vagina.  As  soon  as  they  are  taken  out  the  uterus  tumbles 
down,  because  it  no  longer  has  the  support  which  Nature  fur- 
nishes. The  only  pessaries  I  use  of  late  years  are  made  of  soft, 
elastic  cotton,  or  wool.  I  could  spend  the  evening  in  telling  of 
cases  of  pessaries  that  ulcerate  toward  the  bowel  or  make  ugly 
sores  upon  the  surfaces  of  the  uterus  and  vagina. 

With  regard  to  bladder  troubles  after  the  operation,  1  have 
not  found  that  they  are  much  more  numerous  or  troublesome 
than  they  are  after  other  abdominal  operations.  In  all  such 
operations  we  find  a  large  proportion  in  whom  the  urine  has  to 
be  drawn  during  most  of  the  time  that  the  patient  remains  in 
bed.  It  seems  impossible  for  some  women  to  pass  their  water 
while  in  bed.  Now,  if  we  look  at  the  anatomical  relations  of  the 
parts,  we  see  the  explanation  of  the  frequent  desire  to  urinate  in 
cases  of  ventrolixation.  When  the  uterus  is  turned  backward 
its  ligaments  are  stretched,  the  bladder  is  drawn  upward  and  it 
is  able  to  hold  a  large  amount  of  urine.  After  you  fix  the  uterus 
to  the  anterior  wall  of  the  abdomen,  a  small  amount  of  urine  will 
fill  the  bladder  enough  to  press  against  the  uterus,  and  the  desire 
to  empty  it  occurs.  This  difficulty  disappears  as  soon  as  the 
organs  become  accustomed  to  their  new  relations. 

Dr.  Edward  P.  Davis. — In  a  recent  case  of  ventrofixation  in 
which  operation  was  done  to  overcome  a  very  obstinate  occlusion 
of  the  rectum,  the  method  of  operating  was  different  from  that 
described  by  Dr.  Penrose.  After  opening  the  abdomen  the  an- 
terior surface  of  the  uterus  was  freshened  over  a  considerable 
area  where  it  would  come  in  contact  with  the  abdominal  wall. 
Two  double  silkworm  stitches  were  passed  through  the  ab- 
dominal wall  and  into  the  anterior  wall  of  the  uterus,  and  were 
brought  up  and  fastened  by  shot  at  the  sides  of  the  incision.  By 
their  pressure  the  abdominal  wall  was  brought  into  coaptation 
over  the  uterus  with  a  satisfactory  result.     Eight  months  after 
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the  operation  the  patient  expresses  herself  as  relieved  of  her 
rectal  trouble. 

Dr.  Penrose. — My  cases  have  been  mostly  like  those  of  Dr. 
Da  Costa's,  beings  generally  complicated  by  ovarian  disease,  and 
this  disease  chiefly  on  one  side,  so  as  to  require  oophorectomy  in 
addition  to  ventrofixation. 

I  am  very  glad  to  hear  the  remarks  of  Dr.  Da  Costa  about 
pessaries.  His  great  experience  in  this  line  gives  to  his  remarks 
great  weight.  TVe  are  rapidly  approaching  the  point  where  the 
pessary  will  go  out  of  use  and  operations  like  ventrofixation  of 
the  uterus  will  come  more  and  more  into  use. 

SILK    LIGATURES    REMOVED    FROM    STUMP    OF    BROAD    LIGAMENT. 

Dr.  Edward  P.  Davis. — This  group  of  three  ligatures  of  silk 
was  removed  from  the  stump  of  the  broad  ligament  in  the  case 
of  a  patient  who  had  originally  suffered  from  puerperal  septic 
infection.  Abdominal  section  had  been  performed  to  empty  a 
tubal  or  ovarian  abscess.  The  patient  had  been  annoyed  by  the 
persistence  of  an  abdominal  discharge  after  the  operation.  On 
reopening  the  abdomen  a  fistulous  track,  having  walls  as  thick  as 
those  of  the  small  intestine,  was  found  passing  to  the  bottom  of 
the  pelvis.  At  the  side  of  this  track  the  ligatures  exhibited 
were  detected  and  removed.  The  sinus  had  resulted  from  the 
persistent  injection  of  various  antiseptic  fluids  in  the  effort  to 
secure  healing.  After  the  removal  of  the  ligatures  the  sinus 
was  treated  by  packing  with  gauze,  with  a  favorable  result. 

Dr.  Da  Costa. — Had  I  known  that  this  was  to  be  presented 
I  would  like  to  have  brought  some  specimens  of  my  own.  There 
was  a  case  that  I  operated  upon  a  year  ago  last  December ;  it  was 
the  first  and  only  case  in  which  I  had  a  ligature  come  away  after 
operation.  It  was  a  peculiar  case.  The  operation  was  a  very 
hard  and  complicated  one;  it  was  done  in  the  beginning  of 
December.  I  remember  that  I  used  a  very  long  piece  of  silk  in 
sewing  up  the  broad  ligament.  The  tissue  sewn  up  was  about 
four  inches  long  and  the  mass  was  as  wide  as  my  linger.  The 
wound  healed  up  very  nicely  and  the  woman  was  practically 
well.  She  came  back  in  July  with  a  little  fistula.  I  fished  around 
and  found  the  ligature  with  a  rat-tooth  forceps.  I  was  afraid  that 
there  would  be  trouble  if  I  pulled  it  out  at  once,  and  so  fastened 
the  loop  over  a  rubber  bar.  In  the  course  of  a  week  it  came 
away,  and  measured  about  fifteen  inches.  In  the  course  of  an- 
other week  I  got  the  ligature  off  from  the  other  stump,  and  the 
woman  got  entirely  well,  and  from  the  first  of  August  to  the 
first  of  December  she  gained  twenty-five  pounds  in  weight.  In 
this  case  the  wound  healed  up  entirely  and  some  months  later 
the  fistula  formed.  I  took  a  ligature  away  in  another  case  to 
which  I  was  called  by  a  physician  a  year  after  the  operation  was 
done  by  a  surgeon  now  living  in   Chicago.     The  wound  had 
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healed  up,  but  had  opened  again  about  four  or  five  months  before 
I  saw  the  case.  There  was  a  good  deal  of  difficulty  here  in 
securing  the  ligature.  Finally  I  got  it  away  and  the  woman 
made  a  perfect  recovery.  If  this  accident  occurs,  as  in  Dr. 
Davis'  case,  unless  the  ligature  comes  away  it  may  keep  the 
woman  sick  and  suffering  for  months. 
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SECTION  ON  OBSTETRICS  AND  GYNECOLOGY. 


Stated  Meeting,  Decemher  27th,  1894. 
Malcolm  McLean,  M.D.,   Chairman. 

HYSTERECTOMY    SUBSEQUENT    TO    REMOVAL    OF    THE    ADNEXA. 

Dr.  H.  C.  Coe  presented  the  uterus  removed  per  vaginam 
from  a  woman  who  had  suffered  from  pain  and  great  hemor- 
rhage subsequent  to  removal  of  the  diseased  appendages.  The 
uterus  was  enlarged,  and  at  its  left  side  in  the  broad  ligament 
was  a  cyst  the  size  of  an  orange.  Such  experience  was  rapidly 
bringing  him  over  to  the  side  of  those  who  advocated  removal 
of  the  uterus  in  nearly  or  quite  every  case  calling  for  complete 
removal  of  the  adnexa.  He  could  recall  four  cases  in  which  re- 
moval of  the  ovaries  and  tubes  had  been  followed  by  cyst  of  the 
broad  ligament,  going  to  show  that  the  circulation  was  so  inter- 
fered with  as  to  bring  about  this  result.  He  had  once  wondered 
why  we  had  such  persistent  pains  and  nervous  phenomena  fol- 
lowing oophorectomy,  but  he  was  becoming  convinced  that  it 
was  because  of  leaving  the  uterus. 

Dr.  H.  N.  Vineberg  mentioned  a  similar  case  recently  ope- 
rated upon  by  him  for  removal  of  the  uterus  for  relief  of  pain 
and  hemorrhage  following  extirpation  of  the  appendages  at  two 
sittings.  It  was  another  instance  in  which,  he  thought,  it  would 
have  been  better  to  have  done  a  radical  operation  in  the  first 
place. 

Dr.  Jarman  had  seen  Dr.  Coe's  case,  and  said  that  prior  to  re- 
ferring the  patient  for  operation  he  had  been  wholly  unable  to 
control  the  severe  hemorrhage  except  by  ice  bag  applied  over 
the  lumbar  region. 

tumor  of  ectopic  pregnancy. 

Dr.  Vineberg  presented  a  tumor  removed  by  abdominal  sec- 
tion in  a  case  of  ruptured  tubal  pregnancy,  and  along  with  it 
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another  similar  in  appearance,  consisting  of  a  fleshy  uterine  mole 
with  small  fetus  in  a  case  of  abortion  some  months  after  com- 
mencing hemorrhage.  In  the  case  of  ectopic  pregnancy  the  wo- 
man had  had  irregular  flow  and  successive  attacks  of  pain  and 
fainting.  There  were  adhesions  and  blood  clots  of  different 
ages,  doubtless  corresponding  to  the  successive  hemorrhages. 
The  patient  recovered. 

Dr.  Coe  thought  a  point  of  interest  in  these  cases  was  the  dif- 
ference in  the  severity  of  the  symptoms,  according  to  whether  the 
hemorrhage  was  into  the  free  cavity  or  into  a  preformed  cavity, 
one  formed  by  previous  adhesions.  He  had  that  afternoon  ope- 
rated upon  a  patient  belonging  to  the  first  class.  She  had  been 
quite  well  and  while  at  the  theatre  was  struck  down  as  if  by  a 
bullet.  The  abdomen  was  opened  about  a  day  after  the  acci- 
dent, although  the  patient's  condition  was  and  still  remained  pre- 
carious.    Fresh  blood  and  membranes  were  found,  but  no  fetus. 

The  Chairman,  Dr.  McLean,  looked  upon  absence  of  irregu- 
lar uterine  or  menstrual  flow  as  an  indication  that  the  case  was 
not  one  of  ectopic  pregnancy,  no  matter  how  positive  the  symp- 
toms in  other  regards.  An  illustrative  case  would  be  made  the 
basis  of  a  paper  on  a  future  occasion. 

Dr.  Collyer  related  a  case  of  ectopic  pregnancy  with  opera- 
tion in  a  tenement  house,  death  on  the  fifth,  day  from  sepsis  ; 
uterine  end  of  the  tube  not  at  all  distended,  showing  that  in  this 
instance  the  tubal  pregnane}7  could  in  no  event  have  become  ute- 
rine. 

NEW    UTERINE    IRRIGATION    TUBE. 

Dr.  E.  A.  Tucker  said  his  experience  with  uterine  irrigation 
tubes  had  shown  danger  of  their  becoming  obstructed,  either  by 
clots  or  contraction  of  the  cervix,  preventing  return  flow.  For 
that  reason  he  had  devised  one,  which  he  then  presented,  con- 
sisting of  a  double  glass  tube  uniting  and  forming  a  single  tube 
at  either  extremity.  The  single  portion  at  the  uterine  end  had 
side  perforations  but  no  end  opening,  thus  avoiding  danger  of 
injecting  fluid  into  the  Fallopian  tubes.  The  space  along  the 
double  portion  of  the  tube  or  two  tubes  could  not  become  oc- 
cluded, and  thus  insured  return  flow. 

Dr.  Philander  A.  Harris,  of  Paterson,  read  a  paper  on 

STUDIES    IN    PELVES,    PELVIMETERS,    AND    PELVIMETRY. 

He  directed  attention  to  the  small  percentage  of  cases,  one  or 
two  per  thousand,  who  have  pelves  so  small,  flattened,  or  other- 
wise distorted  as  to  render  it  impossible  for  an  average-sized 
child  to  be  born  alive  in  the  natural  way  ;  that  in  addition  to 
this  small  group  there  is  a  much  larger  group,  represented  by 
one  woman  in  every  fifty  or  one  hundred,  whose  pelvis  is  suffi- 
ciently contracted  in   some  way  or  other  to  embarrass  parturi- 
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tion,  if,  indeed,  it  does  not  endanger  the  life  of  both  mother 
and  child. 

Almost  all  the  pelves  which  present  osseous  impediment  to 
parturition  may  be  discovered  by  means  of  external  pelvi- 
metry. 

Inability  to  find  a  pelvimeter  which  might  be  easily  carried 
about  led  the  reader  to  devise  an  instrument  combining  the 
qualities  of  spanning,  compactness,  and  lightness.  That  instru- 
ment was  first  made  eighteen  months  ago. 

Aside  from  his  own  instrument,  the  pelvimeters  of  Byford, 
Baudelocque,  Davis,  and  Collyer  must  be  accepted  as  possessing 
ample  spanning  capabilities. 

The  pelvimeters  of  Baudelocque  and  Byford  are  entirely  too 
large  to  be  carried   in   any  ordinary  pocket  or  small  satchel. 


Davis'  instrument  is  more  compact,  and  may  be  carried  in  a 
large  pocket,  or  disjointed  and  easily  carried  in  a  small  pocket. 
The  pelvimeters  of  Collyer  and  Harris  are  inexpensive  and  may 
easily  be  carried  and  concealed  in  an  inside  coat  pocket. 

Particular  attention  is  directed  to  the  very  legible  scale  of  the 
reader's  instrument,  which  registers  in  centimetres,  but  may  be 
procured  to  register  in  inches. 

These  external  measurements  of  the  pelvis  of  special  value  are, 
first,  the  greatest  distance  between  the  iliac  crests  at  their  ex- 
ternal margins;  second,  the  distance  between  the  external  mar- 
gins of  the  anterior  superior  spinous  processes  of  the  iliac  bones; 
third,  the  so-called  external  conjugate,  or  the  distance  between 
the  fossa  beneath  the  spinous  process  of  the  last  lumbar  ver- 
tebrae and  the  middle  of  the  upper  border  of  the  symphysis 


NEW   YOKK    ACADEMY    OF   MEDICINE.  401 

pubis.  With  these  three  measurements  given  the  reader  main- 
tained that  an  appreciation  of  the  relative  measurements  of 
normal  pelves  of  varying  size3  is  absolutely  required  to  judge 
of  asymmetry.  Thus :  An  intercrest  measurement  of  24  centi- 
metres in  a  pelvis  of  normal  conformation  should  have  an  inter- 
iliac  spinous  measurement  of  22.2  centimetres  and  an  external 
conjugate  of  about  16.5  centimetres.  Such  a  pelvis  should  have 
an  internal  conjugate  of  about  9.5  centimetres  and  a  transverse 
diameter  at  brim  of  11.1  centimetres.  Another  example  indicates 
that  an  intercrest  measurement  of  27.5  centimetres  should  have 
an  interiliac  spine  measurement  of  24.9  centimetres  and  an 
external  conjugate  of  19.7  centimetres.  Such  a  pelvis  should 
have  an  internal  conjugate  of  11.3  centimetres  and  a  transverse 
diameter  at  brim  of  13.2  centimetres.  Again:  intercrest  iliac 
30  centimetres,  interiliac  spine  26.4  centimetres,  external  con- 
jugate 22  centimetres,  affording  an  internal  conjugate  of  12.6 
centimetres,  transverse  at  brim  14.7  centimetres. 

Deductions  for  obesity  are  suggested  as  follows  :  1  centimetre 
from  external  conjugate  for  obesity,  and  at  least  2  centimetres 
for  very  pronounced  obesity;  a  deduction  of  0.5  centimetre  from 
the  intercrest  and  interiliac  spine  measurement  for  obesity,  and 
1  centimetre  for  very  pronounced  obesity.  Firm  but  not  pain- 
ful pressure  of  the  points  of  the  pelvimeter  should  be  made  dur- 
ing reading. 

Experienced  men  will  obtain  nearly  the  same  results  if  similar 
directions  are  adhered  to. 

Not  more  than  seventy  or  eighty  per  cent  of  women  will  mea- 
sure closely  to  the  normal  anatomical  conformation.  So  soon  as 
marked  deviation  is  determined  in  any  particular  case,  we  may 
look  for  more  or  less  internal  asymmetry.  Moderate  degrees  of 
departure  from  the  normal  standard  are  common,  and,  when  put 
to  the  test  of  large  children,  will  cause  more  or  less  difficulty  in 
parturition,  thus  exemplifying  the  fact  that  they  are  important, 
should  be  early  detected,  and  the  knowledge  gained  applied  in 
behalf  of  the  two  lives  in  interest. 

The  reader  claims  that  all  who  practise  obstetrics  should  regu- 
larly measure — and,  for  the  purpose  of  study,  also  record  their 
results — all  women  who  are  found  to  have  given  birth  to  small 
children  only,  who  present  the  history  of  prolonged  labor,  espe- 
cially of  protracted  second  stage,  or  who  have  been  delivered 
by  version  or  the  forceps,  also  to  externally  measure  all  women 
wrho  are  for  the  first  time  pregnant;  that  these  measurements 
should  be  made  at  the  physician's  introduction  to  each  case,  or 
as  soon  thereafter  as  may  be  convenient  or  practicable.  Atten- 
tion is  directed  to  the  occasional  relative  disproportion  of  pelvis 
to  the  height  of  the  individual  by  the  introduction  of  the  follow- 
ing cases:  height,  147  centimetres  ;  crest,  27  centimetres;  iliac 
spines,  24.5  centimetres;  external  conjugate,  19  centimetres. 
Case  2  :  height,  172.5  centimetres ;  crest,  27  centimetres  :  iliac 
26 


402  TRANSACTIONS    OF    THE 

spines,  24.5  centimetres;  external  conjugate,  18.8  centimetres. 
Departures  of  this  character  are  sufficiently  common  to  deter  us 
from  assuming  that  a  tall  woman  must  needs  possess  a  sufficiently 
ample  pelvis. 

The  reader  discourages  the  employment  of  set  phrases,  as 
"generally  contracted,"  " justo-minor,"  and  " justo-major,"  un- 
less such  expressions  are  accompanied  by  measurements;  that 
we  are  to  look  to  mensurating  obstetricians,  to  interested  celioto- 
mists,  and  to  the  autopsyist  to  establish  from  more  certain  ob- 
servations the  relations  of  the  external  to  the  internal  diameters 
of  pelves  of  normal  conformation  in  their  varying  sizes. 

We  must  not  assume  that  all  pelves  whose  external  diameters 
are  normal  will  be  found  to  have  exactly  corresponding  internal 
diameters.  The  thin,  delicate  structure  of  some  pelves  and  the 
generally  thickened  formation  of  others  will  afford  a  certain  lati- 
tude of  variation.  The  degree  of  latitude,  however,  will  not  be 
considerable.  So  soon  as  the  relative  disproportion  becomes 
marked,  we  shall  find  that  one  or  other  of  the  external  diameters 
is  out  of  its  relative  proportion  with  the  other  diameters.  The 
following  case  emphatically  illustrates  this  point :  Case  "  H," 
crest,  29  centimetres;  iliac  spines,  29  centimetres;  external  con- 
jugate, 19  centimetres.  At  autopsy,  when  symphysiotomy  was 
performed,  the  internal  conjugate  was  found  to  be  6.3  centi- 
metres; transverse,  13.8  centimetres.  Another  case  illustrating 
the  point — Case  "I":  crest,  23.5  centimetres;  iliac  spines,  21.5 
centimetres ;  external  conjugate,  18  centimetres.  At  autopsy 
symphysiotomy  was  performed.  Before  opening  the  pubis  the 
following  internal  measurements  were  taken  :  internal  conjugate, 
10.1  centimetres;  transverse,  10.2  centimetres. 

A  number  of  other  cases  were  quoted,  but,  with  the  exception 
of  Case  "  H,"  the  reader  claimed  that  most  of  them  belonged  to 
a  class  forming  from  two  to  four  per  cent  of  all  women. 

As  to  the  presence  of  flattening,  we  have  no  right  to  assume 
this  condition  from  measuring  the  external  conjugate,  until  the 
intercrest  and  interspinous  diameters  are  also  determined. 

Considered  from  the  standpoint  of  external  pelvimetry,  flat- 
tening can  otdy  be  pronounced  when  the  normal  relations  are 
disturbed.  The  practice  of  external  pelvimetry  should  be  re- 
garded as  an  art  capable  of  affording  fairly  reliable  presumption 
of  pelvic  conformation.  If  the  indications  of  asymmetry  are 
pronounced  they  must  be  supplemented  by  internal  examination 
with  the  fingers  and  hand,  or  possibly  with  internal  instrumental 
measurement.  This  is  the  test  which  science  and  skill  must  in- 
terpose whenever  indicated. 

Ether  should  be  given  during  such  examination,  if  required. 

Small  living  children  have  been  born  through  pelves  whose 
conjugata  vera  did  not  exceed  7  centimetres.  A  case  referred 
to  in  this  paper,  with  a  conjugata  vera  of  6.2  centimetres,  was 
delivered  of  four  small  living  and  three  dead  children  prior  to 
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her  death  in  the  last  accouchement,  when  a  very  much  larger 
child  was  mutilated  to  effect  delivery.  Another,  with  a  conju- 
gata  vera  of  7.6  centimetres,  in  first  accouchement  the  labor 
lasted  two  days,  forceps,  and  a  small  living  child  ;  second 
labor,  unaided,  very  small  living  child;  third  labor  lasted 
seventy-two  hours,  seven-  to  eight-pound  living  child  without 
forceps;  fourth  labor,  chloroform,  forceps,  and  dead  child  in 
nine  hours  from  beginning ;  fifth  labor,  twice  anesthetized,  for- 
ceps tried  by  two  physicians,  afterward  removed  to  Paterson 
(general  Hospital,  where  the  reader  performed  symphysiotomy; 
after  pubic  section  the  pains  effected  within  ten  minutes,  the 
dehvery  of  a  child  weighing  ten  and  a  half  pounds. 

Such  experiences  teach  that  for  the  lesser  degrees  of  pelvic 
contraction  a  test  of  the  capabilities  of  the  patient  is  not  only 
to  be  advised,  but  insisted  upon,  before  deciding  upon  the  per- 
formance of  symphysiotomy  or  Cesarean  section. 

The  interest  of  the  two  lives  in  jeopardy  will  be  far  better 
subserved  if,  while  awaiting  the  powers  of  Nature,  we  have 
placed  our  patient  amidst  surroundings  which  will  enhance  her 
safety  and  that  of  her  child  if  unusual  operation  proves  neces- 
sary. For  the  more  extreme  degrees  of  contraction — i.e.,  con- 
jugatae  verse  of  6  centimetres  or^less— the  purely  elective  Cesa- 
rean section  is  doubtless  the  operation  of  choice. 

Dr.  S.  Marx,  and  the  other  gentlemen  in  succession  who  dis- 
cussed the  paper,  expressed  high  appreciation  of  the  industry 
shown  by  Dr.  Harris  in  making  the  measurements  and  drawing 
the  charts.  It  was  in  the  direction  of  making  pelvimetry  prac- 
tical and  bringing  it  into  general  use.  A  rather  prevailing- 
ignorance  of  the  subject  was'illustrated  recently,  Dr.  Marx  said, 
by  a  post-graduate  asking  him,  on  seeing  a  pelvimeter,  what  the 
instrument  was  for.  Where  there  was  found  departure  from 
the  normal  there  was  but  one  safe  method  of  measurement — 
namely,  the  introduction  of  the  entire  hand  into  the  vagina. 

Da.  Collyek  believed  pelvimetry  to  be  almost  in  its  infancy, 
and  it  was  due  in  no  small  degree  to  the  clumsiness  and  cost  of 
pelvimeters  as  made  until  recently.  He  maintained  that  every 
man  who  attended  a  confinement  should  have  some  idea  of  the 
normal  dimensions  of  the  pelvis,  otherwise  he  would  be  jeopard- 
izing his  patient's  life.  By  using  a  pelvimeter  he  could  make 
a  record  of  the  exact  measurements  in  inches  or  centimetres, 
and  leave  no  chance  for  error  by  guesswork.  Eegarding  the 
bandage  used  by  Dr.  Harris  in  symphysiotomy,  he  thought  well 
of  it,  but  would  prefer  and  had  used  a  narrow  webbing  fastened 
firmly  around  the  pelvis  above  the  trochanteric  line,  where  there 
was  no  liability  of  its  becoming  soiled. 

Dr.  Tucker  said  that  at  the  Sloane  Maternity  they  often  met 
with  evidence  of  neglect  of  pelvimetry  on  the  part  of  those  who 
had  seen  the  patients  outside.  One  would  not  expect  to  be  able 
to  judge  of  a  heart  lesion   without  examination  of  the  chest. 
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How  much  better  could  he  judge  of  a  woman's  ability  to  give 
birth  to  a  child  without  examination  of  the  pelvis?  We  might 
form  an  opinion  by  simply  looking  at  the  patient,  but  the  unre- 
liability of  such  opinion  would  be  made  manifest  by  pelvimetry 
and  accurate  record  of  the  pelvic  diameters.  External  pelvimetry 
was  important,  but  internal  measurements  must  be  the  final  test 
in  doubtful  cases.  Then  came  the  question  of  measuring  the 
child's  head,  which  could  be  done,  at  least  in  many  cases,  with 
considerable  accuracy,  say  to  within  half  a  centimetre.  One  at 
all  familiar  with  the  size  of  the  fetal  head  could  form  a  clear 
idea  by  grasping  it  between  the  hands  through  the  mother's  ab- 
domen. 

Dr.  Harris  made  some  closing  remarks.  He  had  thus  far 
gained  information  pointing  to  the  mutilation  of  twenty -five 
children  in  Paterson  the  last  fifteen  years,  and  be  thought  the 
number  would  be  considerably  increased  by  further  investiga- 
tion. It  was  probable  this  could  have  been  prevented  by  a 
knowledge  of  pelvimetry. 


Stated  Meeting,  January  24th,  1895. 
Malcolm   McLean,    M.D.,    Chairman. 

ELECTION    OF    OFFICERS. 

Dr.  Henry  C.  Coe  was  elected  Chairman,  and  Dr.  George 
"W.  Jarman  Secretary,  for  the  ensuing  year. 

AFTER-RESULT    IN    SYMPHYSIOTOMY. 

Dr.  H.  J.  Garrigues  presented  a  woman  on  whom  he  had 
performed  symphysiotomy  in  June,  1894.  The  case  had  been 
reported  in  the  Medical  Record,  November  10th,  where  it  was 
mentioned  that  she  had  a  very  waddling  gait.  This  had  puzzled 
him  very  much,  as  the  articulations  seemed  to  be  healthy,  but 
since  another  operation  it  had  entirely  disappeared.  Before 
symphysiotomy  the  woman  had  suffered  from  nephritis  with 
general  anasarca,  and  it  was  on  account  of  the  edematous  tumor 
which  formed  during  labor  and  the  immense  size  of  the  child 
(it  weighed  nearly  eleven  pounds)  that  symphysiotomy  was  per- 
formed. She  recovered  speedily  and  the  tumor  disappeared 
entirely.  When  she  left  the  hospital  he  could  feel  an  enlarged 
left  ovary.  Her  gait  was  waddling ;  she  developed  a  cystocele 
and  complained  of  constant  pain  in  the  pelvis.  She  had  for 
years  had  irregular  menstruation  and  dysmenorrhea.  One  child 
had  been  born  eight  years  before.  When  she  came  back  in 
November,  on  account  of  pain,  Dr.  Garrigues  found  a  tense 
tumor,  the  size  of  two  fists,  behind  the  uterus ;  it  diminished 
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one-half  at  the  next  menstruation.  The  middle  of  December  he 
made  an  exploratory  incision,  transversely,  at  the  posterior  bor- 
der of  the  vagina,  and  thus  exposed  an  intrapelvic  collection  of 
serum.  The  left  ovary,  cystic  and  five  or  six  times  its  normal 
bulk,  was  then  approached  and  removed.  The  right  ovary  and 
tube,  thickened  and  matted  together,  were  also  brought  out 
through  the  vagina  and  removed.  The  right  ovary  was  the  seat 
of  a  dermoid  cyst.  Finally  he  removed  the  whole  uterus,  which 
was  iu  a  state  of  subinvolution.  The  woman  left  the  hospital  at 
the  end  of  the  fourth  week,  entirely  cured,  gait  perfect. 

UTERUS    REMOVED    WITHOUT   CLAMP    OR    LIGATURE. 

Dr.  G-arrigues  presented  the  uterus  removed  without  clamp 
or  ligature  in  the  case  of  a  widow  of  28,  who  a  few  months 
before  had  parted  with  tubes  and  ovaries  five  or  six  times  their 
normal  size  and  full  of  small  cysts,  pain  remaining  the  same 
after  the  first  operation.  About  three  months  afterward  vagi- 
nal hysterectomy  was  performed.  The  uterus  had  become 
much  atrophied  meanwhile.  The  posterior  vaginal  incision  was 
made,  the  chain  saw  was  abandoned  for  scissors,  the  vessels  were 
cut  with  the  loss  of  scarcely  a  drop  of  blood.  Dr.  Garrigues 
suggested  as  an  explanation  of  this  fact  the  great  thickness 
of  the  walls  of  the  branches  of  the  uterine  artery,  since  the 
lumen  of  the_  arteries  could  be  seen  constricted,  and"  surrounded 
by  a  thick  ring.  Another  point  of  interest  was  the  great  ex- 
tent to  which  the  peritoneum  could  be  pulled  off  of  the  mus- 
cular coat  of  the  uterus.  Fully  two-thirds  of  the  organ  was 
thus  deluded,  and  the  rest  of  the  peritoneum  could  be&readily 
dissected  off.  The  entire  operation  was  under  the  eye,  and 
should  a  vessel  bleed  it  could  readily  be  seized  alone  and  tied 
without  embracing  surrounding  tissue  in  the  ligature.  The  real 
bleeding,  however,  was  venous,  and  came  from  the  raw  surface 
between  the  mucous  membrane  of  the  vagina  and  peritoneum 
behind  the  uterus,  and  could  be  prevented  by  uniting  the  ed^es 
with  catgut.  °  5 

Finally,  Dr.  Garrigues  wished  to  call  attention  to  the  advan- 
tage of  exploratory  incision  through  the  vagina.  It  had  none  of 
the  disadvantages  of  abdominal  exploratory  incision.  The  new 
method  of  removal  without  clamp  or  ligature  was  sometimes 
referred  to  as  enucleation,  but  he  thought 'it  was  not  the  proper 
term. 

Dr.  E.  1ST.  VrNEBERG  said  that  some  months  ago  he  presented 
to  the  New  York  Obstetrical  Society  some  cases  in  which  he  had 
removed  tubes  and  ovaries  through  a  vaginal  incision,  perform- 
ing what  he  terms  "  vaginal  celiotomy."  He  then  stated  that 
when  he  began  doing  vaginofixation  eighteen  months  ago  he  was 
struck  with  the  ease  with  which  he  could  deliver  the  adnexa 
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through  the  vaginal  incision  if  he  so  desired.  But  he  had  not  put 
the  method  into  practice  until  last  autumn.  He  had  recently  re- 
moved both  tubes  and  ovaries  through  the  vaginal  incision  in  a 
patient  at  the  Post-Graduate  Hospital,  who  was  able  to  leave  the 
hospital  fourteen  days  afterward.  He  makes  a  longitudinal  in- 
cision in  the  median  line  of  the  anterior  vaginal  wall,  and  claims 
this  method  has  the  following  advantages  over  the  incision  in  the 
posterior  vault : 

1.  It  is  attended  with  less  hemorrhage,  and  what  does  occur 
is  under  better  control. 

2.  There  is  no  danger  of  injuring  the  rectum. 

3.  In  separating  the  bladder  from  the  uterus  and  pushing  it 
well  out  of  the  way  there  is  no  danger  of  including  the  ureters  in 
any  ligatures  that  may  be  applied. 

4.  In  cases  of  retroversion  and  retroflexion  the  same  incision 
serves  the  purpose  of  correcting  the  displacement  by  doing  a 
vaginofixation. 

He  is  pleased  to  see  that  Dr.  Garrigues  is  taking  kindly  to 
"  vaginal  celiotomy." 

Regarding  the  second  case,  of  removal  of  uterus  without  liga- 
tures,  he  would  like  to  sound  a  note  of  warning  that  such  a  pro- 
cedure is  not  free  from  the  danger  of  subsequent  hemorrhage. 
The  cases  in  which  the  method  is  applicable  have  to  be  selected. 
In  the  case  of  a  small  and  atrophied  uterus  like  the  one  before 
us  it  is  safe  enough.  But  not  so  in  cases  of  large  vascular 
uteri  with  extensive  adhesions.  Instead  of  saying  "  no  liga- 
tures," he  would  say  the  use  of  ligatures  as  required  to  arrest 
hemorrhage,  and  not  en  masse  to  include  vessels  before  they  are 
cut. 

Dr.  Jarman  asked  Dr.  Garrigues  what  was  the  cause  of  the 
waddling  gait. 

Dr.  Garrigues  replied  that  it  was  the  pain,  and  that  both  dis- 
appeared with  removal  of  the  diseased  pelvic  organs. 

Dr.  Jarman  could  hardly  understand  how  pain  could  cause  the 
waddling  gait  in  this  case  and  in  another  of  symphysiotomy  which 
he  had  seen.  All  had  seen  cases  of  intense  pelvic  pain  without 
waddling  gait.  In  the  second  case  to  which  he  referred  the 
waddling  gait  was  still  present  at  the  tenth  week,  but  disap- 
peared after  treatment  of  an  abscess  and  removal  of  a  ligature 
which  had  caused  the  abscess  at  the  site  of  operation.  "When 
the  abscess  was  opened  two  fingers  could  be  placed  between  the 
ends  of  the  pubic  bones.  He  was  disposed  to  think  the  waddling 
was  cured  by  contraction  of  false  ligamentous  tissue  between 
these  bones,  holding  them  rigidly  together. 

Dr.  R.  A.  Murray  had  had  a  case  of  symphysiotomy  in  which 
the  symphysis  separated  very  far,  causing  doubt  whether  there 
would  ever  be  union  again,  but  it  took  place  and  there  was  no 
waddling  gait.     In  four  cases  examined  by  him  carefully  after 
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symphysiotomy  he  felt  underneath  the  pubic  arch  bony  separa- 
tion the  bread tli  of  his  finger,  whereas  normally  it  was  not  more 
than  about  an  eighth  of  an  inch,  yet  there  was  no  waddling. 

Dr.  Edgar  mentioned  a  case  of  labor  to  which  he  was  called 
in  a  woman  who  had  on  a  former  occasion  been  subjected  to 
symphysiotomy,  but,  since  the  pelvis  was  pretty  large,  he  deliv- 
ered her  of  a  seven-pound  child  without  operation. 

Dr.  Collyer  had  noticed  waddling  gait  in  some  women  after 
delivery,  especially  those  with  retroversion,  and  he  thought  that 
after  symphysiotomy  there  would  be  greater  waddling  for  some 
months  on  account  of  slight  mobility  between  the  pelvic  bones, 
which  could  be  elicited  by  having  the  patient  stand  first  on  one 
foot  and  then  on  the  other.  He  thought  Dr.  Garrigues  was  cor- 
rect in  assuming  that  the  tumors  had  something  to  do  with  the 
waddling  in  his  case,  but  it  was  probably  by  interfering  with, 
nutrition  and  restoration  to  the  normal  condition. 

Dr.  Garrigues  thought  it  would  be  a  much  more  serious  mat- 
ter, in  removing  the  tumors,  to  make  the  incision  between  the 
bladder  and  uterus  than  behind  the  uterus,  on  account  of  possible 
injury  to  the  bladder.  What  hemorrhage  had  taken  place  in  his 
case  had  been  venous,  and,  while  he  had  used  sutures  here,  he 
had  thought  it  wise  afterward  to  put  in  gauze  tampon.  As  to 
the  waddling  gait,  it  had  disappeared  entirely  after  the  operation, 
and  therefore  had  apparently  been  due  to  the  diseased  pelvic  or- 
gans. 

CASE    OF    INVERSION    OF    THE    UTERUS. 

Dr.  Charles  Jewett  related  the  case.  He  had  seen  the 
patient  with  Dr.  Ray  on  the  15th  inst.  She  was  a  primipara, 
aged  29.  Had  been  delivered  by  Dr.  Ray  at  11  a.m.  on  the  12th, 
after  twenty-four  hours'  labor.  There  was  profuse  hemorrhage 
but  no  shock.  The  uterus  remained  relaxed  for  some  time. 
Ergot  was  given.  The  placenta  was  found  in  the  vagina  and  was 
removed.  At  1:30  p.m.  the  uterus  was  fairly  contracted.  Ergot 
was  repeated  in  the  evening.  Next  day  rectal  tube  was  used  to 
relieve  tympanites.  The  temperature  rose  on  the  15th,  and  Dr. 
Ray  found  the  uterus  in  the  vagina,  completely  inverted.  Dr. 
Jewett  saw  the  patient  late  in  the  afternoon.  The  temperature 
was  103.2°  F.  After  thoroughly  cleansing  the  surface  of  the 
uterus  an  attempt  was  made  to  reduce  it  under  chloroform. 
First  pressure  was  made  against  the  fundus  with  the  finger,  but 
as  this  proved  too  tiresome  a  clean  potato-masher  was  used,  a 
bundle  of  gauze  intervening  between  it  and  the  uterus.  Reduc- 
tion having  been  effected,  gauze  was  introduced  into  the  cavity 
of  the  uterus  and  vagina.  The  patient  did  well  at  first,  but  died 
of  septicemia  about  the  fifth  day,  there  being  no  evidence  of 
septic  foci  outside  the  uterus.  Dr.  Jewettthought  hysterectomy 
should  have  been  performed  as  soon  as  it  was  seen  that  the 
patient  was  not  doing  well.     Points  of  interest  were  the  occur- 
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rence  of  spontaneous  inversion  several  hours  after  labor,  absence 
of  material  shock,  absence  of  pain. 

Dr.  H.  T.  Hanks  suggested  that  since  the  uterus  was  so  large 
the  possible  explanation  of  the  case  was  partial  or  complete 
paralysis  of  the  cervix. 

Dr.  R.  A.  Murray  thought  it  not  unlikely  that  version  was 
frequently  due  to  the  faulty  way  in  which  the  nurse  or  phy- 
sician compressed  the  uterus  after  delivery.  According  to  his 
observation  they  almost  universally  simply  indented  the  fundus 
with  the  fingers  instead  of  grasping  the  entire  fundus  and 
squeezing  it. 

Dr.  Marx  thought  that  in  all  cases  in  which  the  uterus  did 
not  show  a  tendency  to  contract  it  should  be  stuffed  with  iodo- 
form gauze.  Had  that  been  done  he  thought  inversion  would 
not  have  taken  place  in  the  case  related. 

Dr.  Coli.yer  thought  a  tendency  to  fat,  or  fatty  degeneration, 
caused  relaxation  of  the  tissues  and  favored  inversion  of  the 
uterus. 

Dr.  Jewett  said  there  was,  no  doubt,  relaxation  in  this  case. 
Sepsis  had  been  established  before  reduction,  as  shown  by  the 
temperature,  etc. 

SYMPHYSIOTOMY    IN    A   TENEMENT   HOUSE. 

Dr.  11  krman  L.  Collyer  read  the  paper.  In  the  first  part 
he  considered  the  indications  for  symphysiotomy,  the  method  of 
operating,  etc.  The  success  of  the  operation,  he  said,  depended 
in  great  degree  upon  perfect  asepsis  and  careful  technique — 
conditions  which  it  was  possible  to  meet  in  a  tenement,  although 
the  danger  of  sepsis  was  greater  here  than  in  a  hospital.  He 
said  the  operation  was  not  difficult.  The  increase  in  diameter 
gained  by  the  separation  ought  not  to  exceed  two  inches  and  a 
quarter  or  two  and  a  half,  lest  the  soft  tissues  in  front  and  the 
sacro-iliac  synchondrosis  be  endangered.  The  antero-posterior 
contraction  should  not  exceed  two  inches  and  a  half.  He  pre- 
ferred subcutaneous  or  pubic  section.  For  the  control  of  hemor- 
rhage, gauze  was  inserted  in  a  way  to  make  pressure  on  the  edges 
of  the  divided  pubes.  Turning  or  forceps  could  be  employed  at 
the  option  of  the  accoucheur.  The  urethra  should  be  depressed 
and  all  severed  tissues  be  excluded  from  between  the  edges  of 
the  pubes.  A  strap  buckled  around  the  pelvis  would  hold  it 
steady  and  firm.  Perfect  rest  wras  enjoined.  Although  there 
was  usually  incontinence  of  urine,  it  was  safer  to  pass  the  cath- 
eter in  order  to  make  certain  that  the  bladder  was  empty.  Three 
or  four  weeks'  confinement  was  usually  required  to  secure  pubic 
union. 

Dr.  Collyer's  case  was  in  a  woman  who,  about  a  year  or  two 
before,  had  been  delivered  of  a  mutilated  child  after  numerous 
attempts  at  extraction  by  several  physicians.  The  soft  parts  had 
been  injured  also.     During  the  next  pregnancy  she  consulted 
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him  November  16th,  1393,  and  it  was  arranged  to  do  symphysi- 
otomy near  term.  The  pelvic  measurements  were  as  follows : 
external,  from  crest  to  crest  of  the  ilia,  10.5  inches  ;  spine  of  the 
ilia,  8.75 ;  spine  of  pubes,  5 ;  crest  to  the  pubes,  7.75  ;  trochan- 
ters, 12;  external  conjugate,  7.75;  internal  conjugate,  3  inches. 
June  5th,  aided  by  Dr.  Grandin,  in  an  apartment  house,  patient 
anesthetized,  os  dilated  manually  ;  head  in  left  occipitoanterior 
position;  pubes  shaved;  parts  cleansed  thoroughly;  incision 
made  over  the  vesical  space  ;  went  down  with  blunt  hook  and 
finger  to  region  of  triangular  ligament;  hemorrhage  speedily 
checked  by  gauze;  divided  the  ligament;  the  joint  was  per- 
mitted to  separate  about  two  inches.  Dr.  Grandin  ruptured  the 
membranes,  performed  version,  and  extracted  a  child  weighing 
nine  pounds.  Recovery  was  uninterrupted.  Slight  sloughing 
took  place  at  one  of  the  stitches,  which  readily  healed.  The 
child's  head  was  measured  and  found  too  large  to  have  passed 
the  pelvic  outlet — biparietal,  4.25  ;  occipitofrontal,  5  ;  occipito- 
bregmatic,  4;  bitemporal,  3.25. 

The  author  said  that  this  case  and  others  of  symphysiotomy 
in  tenement  houses — Edgar,  Coe,  Garrigues,  Murray — proved 
the  feasibility  of  the  procedure  under  such  circumstances. 

De.  Garrigues  would  absolutely  deny  that  it  was  as  well  to 
do  symphysiotomy  in  a  tenement  house  as  in  a  hospital.  Al- 
though the  reader  had  referred  to  the  fact  that  the  speaker  had 
done  the  operation  in  a  tenement,  he  must  say  that  the  advan- 
tages in  a  hospital  were  so  much  superior  that  ordinarily  it 
would  be  better  to  put  the  patient  into  a  carriage  and  take  her 
there,  even  after  labor  had-  begun.  Everything  which  one 
touched  in  a  tenement  was  not  only  not  aseptic,  but  was  not 
even  passably  clean.  The  author  had  said  the  operation  was 
not  difficult.  On  that  point  he  differed.  Sometimes  it  was 
easy,  but  at  others  it  was  very  difficult,  even  for  the  best  ope- 
rators. In  many  cases  there  has  been  great  hemorrhage,  and 
this  seemed  to  be  due  to  the  pelvic  fascia  keeping  the  veins 
open,  as  suggested  by  a  Chicago  physician,  who  also^  recom- 
mended first  separating  all  the  tissues  from  the  pubic  arch. 
Symphysiotomy  called  for  two  first-class  men  and  three  or  four 
assistants. 

Dr.  Charles  Jewett  had  had  all  the  experience  he  wanted 
with  operations  in  tenement  houses.  The  objection  to  such 
surroundings  applied  with  even  greater  force  during  the  after- 
care. Regarding  the  limits  of  the  operation,  he  thought  an 
antero-posterior  diameter  of  2.75  inches  called  for  Cesarean 
section  rather  than  symphysiotomy,  if  there  were  proportional 
contraction  in  the  other  diameters. 

Dr.  P.  A.  Harris  thought  Providence  was  with  the  operator 
in  this  particular  case.  We  might  do  symphysiotomy  at  the 
patient's  home,  it  might  be  in  a  dirty  house,  but  it  would  be  at 
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considerable  personal  expense  to  the  operator.  He  would  Lave 
to  procure  things  which  could  not  be  found  in  the  house  or  in 
the  neighboring  houses.  Everything  was  dirty  ;  the  patient 
was  dirty  ;  there  was  no  one  to  wash  her  ;  the  doctor  had  to 
take  his  staff  along — in  fact,  he  thought  it  would  be  cheaper  to 
hire  a  hall,  if  there  was  a  clean  one  iu  the  neighborhood,  and 
take  his  patient  there. 

Dr.  Harris  said  that  if  we  were  going  to  make  symphysiotomy 
so  purely  elective,  not  waiting  until  the  second  stage  of  labor  to 
determine  whether  the  child,  which  might  be  smaller  than  some 
which  had  given  trouble  before,  could  pass,  we  might  do  the 
operation  unnecessarily.  The  question  was  not  whether  the 
pelvis  measured  two  inches  and  a  half  or  two  and  three-fourths, 
but  rather  what  had  to  pass  through  it,  and  that  usually  had  to 
be  determined  by  the  test  of  the  second  stage  of  labor,  and  not 
by  mathematical  quotations. 

Dr.  Simon  Marx  thought  we  were  not  prepared  to  elect 
symphysiotomy  when  the  death  rate  had  been  anywhere  from 
six  to  twelve  per  cent.  He  thought  Dr.  Collyer  should  have 
resorted  to  premature  labor.  This  procedure  was  especially  to 
be  preferred  in  tenement  houses. 

Dr.  Yineberg  agreed  with  other  speakers  that  it  was  safer  to 
do  symphysiotomy  in  a  hospital,  yet  he  thought  the  danger 
of  performing  it  in  a  tenement  house  had  been  much  exagger- 
ated. He  had  obtained  as  good  results  in  various  operations  in 
tenement  houses  as  hospital  statistics  showed.  If,  in  cases  of 
labor  demanding  symphysiotomy,  one  allowed  several  hours  to 
pass  in  order  to  convey  the  patient  to  a  hospital,  he  would 
endanger  rupture  of  the  uterus. 

Dr.  Collyer  thought  it  was  pauperizing  the  community  to 
insist  on  sending  all  patients  to  hospitals.  The  gentlemen  who 
refused  to  operate  in  tenements  were  those  connected  with  hos- 
pitals. The  cases  reported  showed  that  symphysiotomy  could 
be  done  safely  in  tenements.  It  depended  upon  the  operator 
and  his  assistants  whether  the  operation  would  prove  a  success. 
Regarding  induction  of  premature  labor,  it  should  be  remem- 
bered that  the  nearer  term  the  baby  was  born  the  more  likely  it 
was  to  live.  He  thought  Dr.  Marx  had  overestimated  the  mor- 
tality in  symphysiotomy.  It  was  where  there  had  been  previous 
meddling  and  interference  with  the  technique  that  the  mortal- 
ity had  been  at  all  great. 

does  laceration  through   the  sphincter  ani   ever  occur  in 
the  median  line? sixteen  cases  of  lateral  injury. 

Dr.  Robert  L.  Dickinson  read  the  paper  and  illustrated  on 
the  board  and  by  chart.  In  sixteen  cases  of  sphincter  injury 
seen  soon  after  labor  no  laceration  in  the  median  line  was  found, 
and  but  two  near  that  point.  In  eight  of  the  cases  the  tear 
of  the  external  sphincter  occurred  from  70°  to  80°  from  the 
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median  line.  In  twelve  of  the  cases  the  anterior  end  of  the 
torn  muscle  was  rooted  out  of  its  sheath  and  hung  bare,  while 
the  sheath  presented  a  well-defined  pocket  or  pit.  In  late  sec- 
ondary operations  the  lateral  character  of  the  injury  was  difficult 
to  detect.  There  were  anatomical  reasons  for  the  laceration 
at  this  point  under  the  conditions  found  during  maximum  dis- 
tention. Since  the  time,  in  February,  1887,  when  a  striking 
case  of  recent  lateral  injury  to  the  anal  sphincter  drew  his  at- 
tention to  the  matter,  the  writer  had  looked  in  vain  for  a  case 
of  laceration  in  the  median  line.  The  cases,  with  a  few  excep- 
tions whereof  the  notes  were  lost,  seen  within  one  or  two  weeks 
of  delivery,  had  been  carefully  noted  and  sketched,  and  were 
reported  in  the  paper.  In  all,  edema  or  rigidity  of  the  pelvic 
floor,  or  violence  during  delivery,  explained  the  injury. 

The  vaginal  laceration  and  the  anal  injury  might  be  on  oppo- 
site sides.  The  method  of  repair  consisted  in  two  buried  catgut 
sutures  carried  through  the  free  hanging  end  of  the  muscle  and 
then  down  into  the  pit  to  catch  the  hidden  end,  drawing  the 
torn  parts  in  accurate  apposition.  The  rest  of  the  injury  was 
then  repaired  as  usual,  taking  care  that  one  of  the  external  silk- 
worm sutures  supplemented  the  catgut  in  the  sphincter. 

It  would  be  seen  from  this  study  of  fresh  tears  of  the  external 
sphincter  that  it  was  not  sufficient,  in  old  injuries,  to  make  a 
simple  denudation  and  unite.  A  careful  study  of  the  topogra- 
phy was  necessary.  One  had  to  hunt  for  the  point  at  which  the 
muscle  had  parted,  and  dig  for  the  end  which  had  drawn  itself 
within  its  burrow.  The  contraction  and  atrophy  might  be  con- 
siderable and  make  the  search  difficult. 

Drs.  Jarman,  Murray,  and  Vineberg  discussed  the  paper. 
Dr.  Jarman  remarked  upon  the  importance  of  recognizing  the 
lateral  nature  of  the  tear  in  secondary  operations,  and  thought 
the  pit  would  be  a  valuable  landmark.  Eleven  cases  upon 
which  he  had  operated  had  given  excellent  results. 
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Wednesday,  January  2d,  1895. 

The  President,  G.  E.  Herman,  M.B.,  in  the    Chair. 

Specimens. — Dr.  Cullingworth  :  Cystic  enlargement  (prob- 
ably pyosalpinx)  of  tube.  Dr.  Stevens  :  Fetus  in  which  the 
urethra  was  absent,  with  other  abnormalities.  Dr.  Ilott  :  Fe- 
tus   papyraceus.     Dr.    Amand   Roltth  :  Cancerous   uterus    and 
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parovarian   cyst    removed    together     per    vaginam.     Dr.    Des 
Vorcux:  Circumscribed  clot  in  placenta. 

Dr.  Shaw  presented  a  paper  on 

PERITONITIS  :    ITS    NATURE    AND    TREATMENT. 

The  author  in  his  paper  gave  notes  of  two  cases,  the  one 
of  acute  peritonitis  of  undoubted  septic  origin,  the  other  pre- 
senting the  s}*mptoms  of  obstruction  of  the  bowels  following 
ovariotomy.  In  the  first,  death  seemed  to  be  hastened  by  a  dose 
of  opium,  presumably  from  its  effect  in  diminishing  the  elimi- 
nation of  the  poison  ;  and  in  the  second  case  the  strong  pre- 
sumption was  that  death  was  primarily  due  to  the  absorption 
of  poison  from  the  gastric  mucous  membrane.  With  this  expe- 
rience the  author,  regarding  the  fatal  issue  as  essentially  toxic 
in  origin,  determined  on  a  plan  of  action  in  any  succeeding  case 
which  might  present  itself.  Two  such  cases  are  briefly  de- 
scribed where  the  treatment  was  successfully  carried  out.  The 
course  of  action  iudicated  is  (1)  to  limit  as  far  as  may  be  the 
formation  of  the  poison  ;  (2)  to  eliminate  it,  when  formed,  as 
quickly  as  possible,  or  at  least  to  destroy  it ;  and  (3)  to  support 
the  patient's  strength  during  these  processes. 

To  secure  these  ends  the  author  advocated  the  application  of 
warm  antiseptic  compresses  to  the  abdomen  ;  the  provision,  in 
suitable  cases,  of  drainage  from  the  peritoneal  cavity  ;  persistent 
effort  to  evacuate  the  bowels,  and  pending  this,  as  far  as  may 
bs,  the  disinfection  of  the  intestinal  contents  and  the  regular 
washing-out  of  the  stomach,  hypodermatic  injections  of  strych- 
nine and  digitaline,  and  the  inhalation  of  oxygen. 

Mr.  Doran  said  that  none  of  the  cases  were  simply  instances 
of  peritonitis.  The  first  was  septicemia  after  disturbance  of  a 
suppurating  focus.  There  was  little  evidence  that  the  dose  of 
opium  mentioned  did  much  harm  In  the  second  case  the  main 
symptom  was  obstruction ;  the  abdomen  had  been  opened  a 
few  hours  after  operation  and  the  pedicle  fixed  to  the  parietes, 
strain  being  designedly  put  on  the  broad  ligament.  In  the  third 
the  clinical  symptoms  mainly  indicated  obstruction  ;  clear  se- 
rum escaped  in  quantities  through  the  tube.  The  appearance  of 
clear  serum  was  an  indication  for  removing  the  tube,  else  the 
flow  might  go  on  indefinitely.  The  fourth  case  was  very  com- 
plicated ;  bronchitis  set  in ;  the  omentum  prolapsed  on  the  fifth 
day  ;  next  day  the  wound  was  opened  up  and  sloughing  omen- 
tum removed;  a  valvular  communication  between  the  perito- 
neum and  surface  existed.  Mr.  Doran  found  that  whenever 
flatus  accumulated  and  did  not  come  away  spontaneously  a  tur- 
pentine enema  answered  well.  After  the  confined  flatus  es- 
caped other  bad  symptoms  usually  disappeared.  He  recently 
observed  that  in  a  case  of  his  own  where  bronchitis  set  in  the 
grave  pulmonary  symptoms  abated  and  ceased  when  the    fla- 
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tus  came  away.  Warm  water  and  bicarbonate  of  potash  acted 
well  in  clearing  the  stomach. 

Dr.  Peter  Horrocks  objected  to  the  title  of  the  paper.  He 
did  not  think  it  correct  to  speak  of  peritonitis  as  a  toxemia. 
Cases  of  peritonitis  varied  from  the  trivial  to  the  rapidly  fatal. 
The  difference  between  different  cases  depended  on  the  cause  of 
inflammation.  Bacteriology  showed  that  certain  microbes  set  up 
a  mild  inflammation,  others  a  virulent  one.  Dr.  Shaw  thought 
that  death  was  due  to  absorption  of  putrefactive  material  from 
the  stomach  and  bowels.  He  (Dr.  Horrocks)  thought  the  mode 
of  death  indicated  disturbance  of  the  nervous  system  through 
the  solar  plexus.  Again,  the  author  seemed  to  deprecate  the 
use  of  opium  in  peritonitis  ;  but  opium  and  its  derivatives  were 
the  very  best  remedies  in  certain  forms,  such  as  what  used  to 
be  called  traumatic  peritonitis.  Dr.  Horrocks  mentioned  a  case 
of  rupture  of  the  uterus  where  opium  had  been  of  great  service. 
Dr.  Shaw  had  quoted  a  statement  of  Mr.  Lawson  Tait  to  the  ef- 
fect that,  in  cases  of  peritonitis,  if  you  could  open  the  bowels  the 
patient  would  recover,  but  if  you  could  not  she  would  die.  This 
statement  was  simply  untrue.  It  was  often  a  most  important 
question  whether  to  disturb  the  bowels  or  not.  •He  agreed  with 
Mr.  Doran  that  it  was  very  important  to  get  rid  of  flatus,  par- 
ticularly after  abdominal  section,  on  account  of  the  wound  be- 
ing liable  to  be  burst  open. 

Dr.  Amand  Kouth  thought  it  was  clear  that  the  last  three 
cases  were  not  cases  of  peritonitis,  but  of  paralysis  of  the  bowels 
— "  pseudo-ileus,"  the  result  of  handling.  He  alluded  to  the  re- 
markable fact  that  though  the  bacterium  coli  commune  was  per- 
fectly harmless  in  health,  it  became  virulent  when  the  bowel 
was  in  any  way  diseased,  and  was  then  capable  of  passing  out  of 
the  bo wef  into  the  blood  and  tissues  and  of  causing  septicemia, 
including  septic  peritonitis.  Olshausen  and  others  believed  that 
this  happened  as  a  result  of  this  "  pseudo-ileus."  He  (Dr.  Eouth) 
agreed  with  this,  and  thought  it  was  possible  that  a  sapremia 
arose  in  some  cases  from  absorption  of  the  products  of  the  bacilli, 
the  patient  escaping  the  more  fatal  septicemia  if  treatment  were 
in  the  meanwhile  successful.  He  mentioned  the  treatment  now 
advocated  in  many  cases,  where  septicemia  had  not  become  estab- 
lished, of  reopening  the  abdomen  and  making  free  incisions  into 
the  bowels  and  evacuating  their  contents. 

He  thought  that,  as  certain  lengths  of  the  bowel  might  be  in  a 
state  of  tonic  contraction  while  the  rest  was  exhausted,  it  was  not 
wise  to  give  strychnia  alone,  but  that  it  should  always  be  com- 
bined with  atropine. 

Mr.  Malcolm  dealt  with  the  question  of  arterial  tension  as  a 
result  of  operations — abdominal  operations  among  others — and 
objected  to  Dr.  Shaw's  theory  that  the  contraction  of  the  vessels 
found  in  the  febrile  state  was  a  "  revolt  of  the  system  against  the 
circulation  of  impure  blood."     The  view  that  the  hardness  of 
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pulse  in  this  state  was  due  to  deficient  kidney  secretion  was  not 
consistent  with  Mr.  Malcolm's  observations.  The  kidney  secre- 
tion was  of  course  not  diminished  but  very  greatly  increased 
during  fevers,  and  the  diminution  of  the  watery  constituents, 
which  he  presumed  was  referred  to  by  Dr.  Shaw,  seemed  to  be 
the  greatest  immediately  after  an  aseptic  operation,  rather  than 
on  the  second  or  third  day  when  the  pulse  changes  were  most 
marked.  He  (Mr.  Malcolm)  believed  that  during  the  healing 
of  a  wound  contraction  began  in  the  peripheral  vessels,  that  it 
increased  in  intensity  and  extended  from  these  small  vessels  to 
larger  vessels  in  proportion  to  the  severity  of  the  inflammatory 
fever,  reaching  the  maximum  of  extent  and  intensity  about  the 
second  or  third  day.  About  this  time  distention  of  the  bowels 
might  begin,  producing  by  increased  mechanical  opposition  still 
further  reflex  contraction  of  the  vessels  throughout  the  body, 
and  thus  altogether  deprive  the  tissues  of  their  blood  supply 
and  be  the  actual  cause  of  death.  He  criticised  the  description 
of  the  cases  in  the  paper  as  peritonitic,  and  considered  that  when 
the  patient  was  constantly  sick  absorption  from  the  stomach  was 
in  abeyance,  and  that  the  occurrence  of  absorption  meant  that 
the  patient  was'getting  better.  He  was  of  opinion  that,  where 
the  intestines  were  distending  and  the  patient  was  sick,  food 
which  was  rejected  did  more  harm  than  good. 

Dr.  Gibbons  wished  to  add  his  testimony  to  that  of  the  author 
as  to  the  great  value  of  subcutaneous  injections  of  digitaline  and 
strychnine,  and  he  would  also  include  atropine,  in  the  treatment 
of  peritonitis.  He  mentioned  a  case  where  this  method  had,  he 
believed,  saved  the  life  of  a  patient.  He  considered  it  infinitely 
superior  to  extra  stimulation  by  alcohol. 

The  President  agreed  with  speakers  who  had  said  that  the 
title  of  Dr.  Shaw's  paper  was  too  comprehensive.  He  (the 
President)  thought  that  some  such  title  as  "  The  Advantage  of 
Washing  out  the  Stomach  in  Cases  of  Peritonitis"  would  have 
better  denoted  the  scope  of  the  paper.  He  thought  it  was  now 
established  that  peritonitis  was  produced  by  micro-organisms. 
The  poisoning  they  brought  about  was  only  an  effect  of  the 
micro-organisms,  but  not  the  essential  cause  of  the  disease.  He 
was  quite  prepared  to  accept  Dr.  Shaw's  statements  as  to  the 
benefit  of  washing  out  the  stomach  in  peritonitis  when  vomiting 
was  copious.  He  did  not  accept  Mr.  Lawson  Tait's  statement 
that  peritonitis  could  be  prevented  by  purging  the  patient,  but 
quite  believed  that  if  the  bowels  could  be  got  to  act  the  patients 
were  the  better  for  it.  Mr.  Treves  had  shown  that  in  those 
cases  of  peritonitis  in  which  diarrhea  was  present  the  mortality 
was  less  than  in  those  where  there  was  constipation.  The  treat- 
ment of  peritonitis  was  according  to  its  cause.  If  it  depended 
on  disease  of  the  stomach  or  bowels  it  was  important  that  the 
diseased  part  should  be  kept  at  rest,  and  therefore  opium  was 
indicated  to  restrain  peristaltic  movement.     But  when  peritonitis 
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arose  from  disease  of  the  uterus  or  its  appendages,  the  alimentary 
canal  being  healthy,  there  was  not  the  same  utility  in  giving 
opium.  It  was  in  such  cases  beneficial  in  relieving  pain,  but  in 
no  other  way. 

Dk.  John  Shaw,  in  reply,  acknowledged  the  justice  of  the 
criticism  on  the  title  of  his  paper.  He  explained  certain  points 
which  he  thought  had  been  misunderstood  by  the  speakers. 
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Meeting  of  April  20th,  1894. 
The  President,  Henry  D.  Fryt,  M.D.,  in-  the  Chair. 
Dr.  John  T.  Winter  read  a  paper  entitled 

WHAT    IS    THE    CAUSE    OF    PUERPERAL    FEVER  ?  ' 

Dr.  W.  Sinclair  Bowen  said  physicians  generally  agreed  that 
the  disease  was  due  to  material  introduced  from  without.  One 
chief  source  was  too  frequent  examinations  per  vaginam,  espe- 
cially by  the  nurse. 

Dr.  G.  Wythe  Cook  thought  there  was  no  doubt  but  that  the 
germs  of  the  disease  were  introduced  from  without.  Yet  it 
would  seem  there  was  no  specific  germ  that  caused  puerperal 
fever,  since  there  were  several  distinct  diseases  claimed  by  the 
essayist  as  furnishing  the  causes  of  the  disease.  If  it  was  true 
that  contagion  originating  from  the  several  diseases  mentioned 
caused  puerperal  fever,  the  bacteriologist  had  yet  much  to  do  in 
order  to  clarify  the  atmosphere  of  doubt  about  a  specific  germ 
for  each  disease. 

Dk.  George  1ST.  Acker. — It  was  a  question  how  far  germs 
could  be  carried  in  the  clothing.  When  he  was  a  student  in  the 
Vienna  Clinic  all  that  was  required  of  those  making  examina- 
tions was  to  thoroughly  wash  the  hands.  His  observation  was 
that  the  disease  did  not  spread  under  those  conditions. 

Dr.  John  T.  Winter  had  not  had  a  case  of  puerperal  fever 
for  a  number  of  years  until  recently.  He  had  delivered  a 
primipara,  who  was  doing  well  for  some  days  ;  he  had  no  reason 
to  apprehend  any  danger.  He  was  surprised  one  morning  to 
find  her  with  puerperal  fever.  He  thought  it  was  probably  due 
1  See  original  article,  p.  379. 
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to  a  meddlesome  nurse,  who  made  an  examination  and  used  a 
douche  without  his  direction.  He  would  not  say  positively  that 
that  was  the  cause.  He  examined  the  uterus  and  found  it  filled 
with  a  fungous  growth.  Instead  of  curetting  he  mopped  out  the 
uterus  with  carbolized  water.  The  patient's  temperature  was 
reduced  at  once  from  105°  F.  to  nearly  normal.  She  made  a 
good  recovery. 


Meeting  of  May  4th,  1894. 
The  President,  Henry  D.  Fry,  M.D.,  in  the  chair. 
Dr.  G.  P.  Fenwick  reported 

A    CASE   OF   MEMBRANOUS    CROUP,    WITH    RECOVERY. 

I  was  called,  March  11th,  1894,  to  see  Mrs.  C.'s  child,  aged  15 
months.  She  was  suffering  from  a  croupy  cough  with  some 
dyspnea;  face  pale;  pulse  135,  temperature  100°.  The  cough 
and  hoarseness  were  of  peculiar  stridulous  character,  with  cooing 
respiration,  shrill  and  characteristic.  The  mother  stated  that  the 
child  had  been  suffering  for  two  days  from  a  croupy  cough, 
which  became  worse  toward  night.  I  examined  the  child's 
throat,  but  there  was  no  deposit.  From  the  general  appearance 
I  was  confident  that  1  had  a  case  of  membranous  croup  to  deal 
with,  as  the  child  had  been  exposed  to  a  case  about  two  weeks 
previous.  I  at  once  ordered  one-one-hundredth  of  a  grain  of  bi- 
chloride of  mercury  to  be  given  every  two  hours,  alternating  with 
four  drops  of  tincture  of  ferric  chloride  in  water,  milk,  and  beef 
extract.  March  12th,  1894:  The  child  was  about  the  same;  the 
temperature  and  pulse  the  same;  the  treatment  continued; 
diet  the  same,  except  milk  punch  at  regular  intervals.  March 
13th  :  On  examining  throat,  noticed  small  white  patches  on  each 
tonsil.  Treatment  continued  ;  same  diet.  Ordered  at  this  visit 
solution  of  peroxide  of  hydrogen,  diluted  one-half,  to  be  used 
with  an  atomizer,  followed  by  a  fifty-per-cent  solution  of  trypsin. 
The  appearance  of  the  deposit  at  this  period  showed  that  the  dis- 
ease began  in  the  larynx  or  trachea  and  had  gradually  extended 
upward  into  the  pharynx  and  fauces.  March  14th  :  The  child 
slightly  improved — that  is,  the  breathing  was  not  so  distressing, 
though  the  deposit  was  more  extensive.  It  had  extended  around 
the  palate,  fauces,  and  tonsils,  and  was  of  gray,  ashy  color.  Dr. 
R.  T.  Holden  met  me  in  consultation  at  this  visit.  We  con- 
tinued all  treatment,  except  that  the  peroxide  of  hjdrogen  was 
given  full  strength  through  an  atomizer.  Trypsin  continued  every 
two  hours  and  peroxide  four  times  daily.  "Whenever  the  per- 
oxide was  applied  a  considerable  quantity  of  the  membrane  was 
ejected.  March  15th :  There  was  slight  improvement.  The 
membrane  continued  to  be  thrown  off  at  each  application  of  the 
peroxide.     The  bichloride  was  given  at  longer  intervals  (every 
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live  hours).  All  treatment  continued.  April  16th  :  The  pa- 
tient decidedly  worse.  Pulse  140,  temperature  101  £°  ;  great 
dyspnea  ;  face  pale  ;  anxious  expression  of  countenance  ;  cooing 
respiration.  This  chauge  was  partly  due  to  the  administration 
of  the  bichloride  at  longer  intervals.  "  AVe  ordered  the  bichloride 
to  be  given  as  before,  every  two  hours.  We  advised  intubation, 
which  the  family  refused".  At  the  request  of  Dr.  Holden  we 
then  employed  mercury  by  sublimation,  using  a  little  contriv- 
ance consisting  of  a  steel  pan  mounted  on  uprights,  an  alcohol 
lamp,  a  cover  which  encloses  the  pan  and  lamp  and  is  held  in 
place  by  springs  and  a  handle.  A  tent  of  sheets  or  light  blan- 
kets having  been  formed  over  the  crib,  alcohol  is  put  in  the 
lamp,  about  one-half  drachm  of  calomel  put  in  the  pan,  and  the 
child  exposed  to  the  fumes  under  the  tent  for  about  three 
minutes.  This  was  used  four  or  five  times  a  day  when  the  child 
was  so  ill.  It  contributed  very  materially  to  the  successful  ter- 
mination of  the  case.  April'  17th:  Slight  temperature;  the 
breathing  better;  the  cough  not  so  frequent;  temperature  100°, 
pulse  120 ;  the  deposit  not  so  extensive,  the  membrane  being 
ejected  at  each  application  of  the  peroxide.  Continued  treat- 
ment. April  18th:  Child  much  better;  temperature  99^°,  pulse 
115;  dyspnea  improved;  face  not  so  pallid.  The  deposit  on 
palate  and  fauces  commenced  to  get  loose  and  ragged  ;  the  edges 
looked  red  where  the  membrane  had  disappeared.  Treatment 
continued  with  plenty  of  liquid  nourishment.  April  20th  :  Pa- 
tient continued  to  improve.  The  bichloride  was  continued  three 
times  a  day  ;  half  a  grain  of  quinine  was  given  with  each  dose 
of  the  iron  every  three  hours.  The  membrane  had  nearly  dis- 
appeared from  throat,  although  the  child  was  very  hoarse.  On 
April  23d  the  deposit  had  entirely  disappeared.  The  child  was 
very  weak.  It  was  kept  quiet  and  in  the  recumbent  position 
for  several  days,  as  we  were  afraid  of  heart  failure.  After  this 
it  made  a  good  recovery. 

Membranous  croup  is  an  acute  inflammation  of  the  larynx, 
and  oftentimes  of  the  trachea,  and  yet  there  is  not  that  amount 
of  fever  that  we  have  in  ordinary  catarrhal  laryngitis.  "Many 
authors  regard  it  as  identical  with  laryngeal  diphtheria.  I  think 
it  quite  a  different  disease.  In  croup  the  disease  generally  in- 
vades the  larynx  and  trachea,  and  extends  upward  to  the  palate 
and  tonsils.  In  diphtheria  the  disease  is  first  noticed  on  the 
fauces  or  tonsils,  and  extends  down  the  larynx  or  upward  in  the 
posterior  nares  and  nose.  Croup  is  not  so  contagious  as  diph- 
theria, either  among  children  or  adults. 

This  disease  is  characterized  by  the  presence  on  and  in  the 
mucous  membrane  of  pseudo-membrane,  of  a  whitish  or  gray 
color,  varying  in  consistence  and  different  degrees  of  attach- 
ment. It  is  croupous  when  lying  on  the  raucous  membrane,  and 
can  be  easily  removed  without  injury  to  the  surrounding  tissues. 
27 


418  TRANSACTIONS   OF   THE    WASHINGTON 

It  is  diphtheritic  when    it  is    firmly  embedded   in  the  mucous 
membrane,  and  very  difficult  to  remove. 

It  is  important  to  diagnose  our  cases  early,  so  as  to  begin  the 
treatment  in  time.  If  we  have  that  peculiar  stridulons  cough, 
with  the  cooing  respiration,  the  anxious  expression  of  counte- 
nance, the  head  thrown  back,  the  little  thing  tossing  about  fight- 
ing for  breath,  we  can  very  positively  come  to  the  conclusion 
that  we  have  a  case  of  membranous  croup. 

Catarrhal  laryngitis  generally  comes  on  abruptly  and  suddenly. 
Membranous  croup  comes  on  gradually. 

The  prognosis  is  not  favorable,  even  in  simple  and  uncompli- 
cated cases.     Children  under  2  years  old  almost  invariably  die. 

Treatment. — The  most  reliable  mercurial  preparation,  and  the 
one  generally  used,  is  the  bichloride  of  mercury,  in  doses  of  one- 
seventy-fifth  to  one-one-hundredth  of  a  grain  every  two  hours. 
Salivation  and  stomatitis  are  very  rare  after  its  use.  This 
remedy  rarely  affects  the  stomach  or  bowels ;  if  it  does  it  can 
be  readily  checked  with  an  astringent  or  an  opiate.  It  should 
be  given  well  diluted. 

Calomel  can  be  given  in  large  doses,  and  in  small  ones  repeated 
everj7  two  hours.  I  generally  administer  it  in  small  doses  fre- 
quently repeated,  say  a  quarter  of  a  grain  every  two  hours. 

With  the  mercury  I  also  give  the  muriate  tincture  of  iron. 
I  give  whiskey  or  brandy  freely,  with  milk  ;  also  give  plenty  of 
milk  and  beef  extract;  give  small  doses  of  quinine  every  three 
or  four  hours  when  there  is  much  fever.  The  local  treatment  is 
important.  Keep  the  throat  clean,  so  that  the  secretions  from 
the  deposit  will  not  be  swallowed.  Fumes  from  slaked  lime  and 
the  inhalations  of  warm  vapor  are  decidedly  beneficial.  Lactic 
acid,  one  to  ten  to  twenty-five,  thrown  in  from  an  atomizer. 
Spirits  of  turpentine  may  be  inhaled  through  an  inhaler  or  by 
saturating  the  air  of  the  room.  From  my  experience  recently 
with  the  peroxide  of  hydrogen,  I  am  constrained  to  believe  that  it 
is  a  very  valuable  local  application  by  using  it  in  its  full  strength 
through  an  atomizer.  It  should  be  used  every  four  hours  for  at 
least  two  minutes  at  a  time.  This  should  be  applied  by  the 
physician  or  a  competent  nurse.  Trypsin  is  highly  recommended. 
I  have  used  it  in  only  two  cases,  and  it  has  not  in  my  experience 
given  that  satisfaction  in  the  local  treatment  of  this  disease  that 
its  many  admirers  claim. 

Dr.  J.  O'Dwyer  indorses  the  use  of  the  fumes  of  mercury,  and 
states  "  that  he  has  saved  at  least  twenty  cases  from  intubation 
during  the  two  years  that  he  has  been  using  this  method  of 
giving  mercury." 

When  the  case  becomes  desperate  I  would  resort  to  either 
intubation  or  tracheotomy.  I  am  in  favor  of  the  former  when 
it  can  be  performed. 

Dr.  George  Byrd  Harrison  thought  the  time  had  arrived 
when  we  should  do  away  with  differentiation  between  true  and 
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false  croup.  It  was  impossible  to  make  a  diagnosis  at  the  first 
visit.  He  was  recently  called  in  consultation  to  see  the  little 
son  of  a  physician.  The  father  thought  the  case  one  of  spas- 
modic croup  and  administered  an  emetic,  after  which,  the  symp- 
toms becoming  worse,  he  was  invited  to  see  the  case.  He  found 
the  child  suffering  from  true  croup  and  at  once  advised  trache- 
otomy. A  surgeon  was  called  and  performed  the  operation,  but 
the  child  lived  only  twenty-four  hours.  Prevention  of  the  dis- 
ease is  what  we  are  to  strive  for.  The  sleeping  rooms  of  chil- 
dren should  not  be  allowed  to  get  cold  during  the  night.  The 
diagnosis  between  true  croup  and  diphtheria  could  be  settled 
beyond  doubt  by  finding  the  Klebs-Lofner  bacillus  in  the  latter 
disease.  As  to  therapeutics,  he  agreed  in  the  main  with  what 
Dr.  Fenwick  had  said  in  his  paper.  Calomel  is  useful :  emetic 
and  nauseant  drugs  are  advisable  in  sthenic  cases.  Expecto- 
rants, as  muriate  of  ammonia,  are  valuable.  The  administration 
of  alcohol  depends  upon  the  patient's  condition,  diphtheria 
cases  requiring  much  stimulation.  Intubation  and  tracheotomy 
should  be  resorted  to  to  relieve  the  embarrassed  breathing. 
Recovery  from  croup  in  children  under  7  years  of  age  is  the  ex- 
ception. 

Dr.  George  N.  Acker,  when  resident  physician  at  the  Chil- 
dren's Hospital,  saw  ten  cases  under  the  care  of  Dr.  W.  W. 
Johnston,  all  of  which  died.  That  sleeping  in  a  cold  room  was 
a  cause  of  the  disease,  as  suggested  by  Dr.  Harrison,  he  did 
not  believe.  Good  ventilation  is  essential  to  good  health,  and 
changes  of  temperature  should  be  guarded  against  by  warm 
clothing.  It  is  impossible  to  make  a  diagnosis  at  the  first  visit. 
He  thought  too  much  treatment  had  been  advised. 

Dr.  George  Byrd  Harrison  said  Dr.  Acker  confounded  ven- 
tilation with  cold.  The  room  is  better  ventilated  when  warm 
air  is  admitted. 

Dr.  Thomas  C.  Smith  said  that  he  had  always  been,  and  still 
is,  a  believer  in  the  duality  of  membranous  croup  and  diph- 
theria, but  that  he  must  confess  himself  unable  to  prove  the 
correctness  of  his  opinion.  His  belief  has  been  greatly  weakened 
of  late  years  by  the  evidence  of  investigators  who  claim  that  all 
inflammations  are  of  microbic  origin.  If  this  be  true — and  it  is 
admitted  in  the  case  of  diphtheria — we  must  be  careful  in  at- 
tempting to  make  a  distinction  between  two  so  fatal  diseases. 
Inasmuch  as  doubt  must  necessarily  exist  on  this  point,  he  be- 
lieved that  we  are  guilty  of  a  grave  offence  if  we  fail  to  isolate 
cases  thought  to  be  so-called  membranous  croup.  We  will  be 
on  the  safe  side  if  we  display  the  diphtheria  card  in  every  such 
case.  He  thought  Dr.  Fenwick's  case  one  of  diphtheria,  not 
only  from  the  symptoms,  but  because  the  doctor  stated  that  his 
patient  had  been  exposed  to  contagion  from  a  child  suffering 
from  membranous  croup.  If  the  latter  disease  is  only  an  acute 
inflammation  with  exudation,  as  claimed  by  some,  then  it  ought 
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not  to  be  contagious.  The  reliance  placed  on  the  symptom  of 
an  ascending  membrane  being  croup  and  a  descending  one  diph- 
theria should  be  regarded  as  a  relic  of  the  past  and  no  longer 
tenable. 

Dr.  S.  S.  Adams  said  the  idea  that  there  was  any  difference 
between  membranous  croup  and  diphtheria  wa6  ridiculous.  He 
said  it  was  criminal  not  to  isolate  such  throat  cases.  The  dia- 
gnosis could  not  be  made  the  first  day.  The  membrane  was 
not  visible  for  several  days  and  was  earliest  seen  behind  the 
tonsils.  The  only  way  to  settle  the  diagnosis  was  bv  frequent 
examinations  and  tests.  Diphtheria  was  insidious  as  was  croup. 
The  prognosis  was  that  diphtheria  occurring  in  a  child  under 
2  years  of  age,  it  was  almost  certain  to  die,  whether  the  larynx 
was  involved  or  not.  The  best  treatment  was  to  sustain  the 
child,  keep  the  heart  going,  and  avoid  local  treatment  if  it 
required  much  exertion.  He  had  used  different  forms  of  mer- 
curial treatment,  but  had  not  used  the  sublimate. 

Dr.  Thomas  C.  Smith  inquired  of  Dr.  Fenwick  if  there  was 
any  enlargement  of  the  glands  or  paralysis  in  his  case. 

Dr.  George  Byrd  Harrison  isolated  all  cases  of  throat  dis- 
ease.    He  believed  in  the  duality  of  the  diseases. 

Dr.  George  N.  Acker  believed  that  membranous  croup  and 
diphtheria  were  one  and  the  same  disease. 

Dr.  John  T.  Winter  believed  in  the  duality  of  the  diseases. 
He  thought  Dr.  Fen  wick's  case  one  of  diphtheria.  Every  case 
of  croup  died.  He  had  had  hundreds  of  cases  of  diphtheria, 
most  of  which  got  well.  Croup  came  on  as  a  cold,  the  child 
growing  hoarser  for  several  days.  Diphtheria  was  not  trace- 
able to  cold,  but  to  defective  sewerage.  He  had  not  isolated 
croup  cases,  and  no  two  occurred  in  the  same  family.  Several 
cases  of  diphtheria  did  occur  in  the  same  family,  though  he 
always  tried  to  isolate  the  cases.  He  quoted  Osier  and  Pepper 
in  substantiation  of  his  position  as  to  the  distinctive  characters 
of  the  diseases. 

Dr.  Thomas  C.  Smith  inquired  of  Dr.  Fenwick,  if  he  had 
considered  the  case  one  of  diphtheria,  would  the  treatment  have 
been  different  ? 

Dr.  E.  L.  Tompkins. — The  microscope  was  slow  in  differentiat- 
ing as  to  the  presence  or  absence  of  the  bacillus.  He  had  sent  a 
culture  to  a  micmscopist,  who  said  it  was  not  diphtheria ;  four  or 
five  days  afterward  he  sent  a  second  culture  from  the  same  case, 
in  which  the  bacilli  were  found.  He  inquired  if  there  were 
urates  in  the  uriue ;  J.  Lewis  Smith  said  their  presence  was  a 
prominent  symptom.  He  had  used  peroxide  of  hydrogen,  but  it 
caused  the  disease  to  spread.     Liquid  trypsin  did  good. 

Dr.  Wm.  M.  Sprigg. — Emphasis  has  been  laid  upon  enlarge- 
ment of  glands  of  the  neck  in  diphtheria.  He  had  had  cases 
without  such  enlargement.     All  cases  should  be  most  carefully 


TRANS.    OF    THE    CINCINNATI    OBSTETRICAL    SOCIETY.  421 

treated.     He  had  been  taught  the  diagnostic  point,  if  the  pa- 
tient got  well  it  was  diphtheria,  if  it  died  it  was  croup. 

Dr.  G.  P.  Fenwick. — He  would  treat  diphtheria  and  mem- 
branous croup  alike.  In  his  case  the  glands  were  not  affected 
nor  did  paralysis  follow.  The  disease  made  slow  progress.  The 
membrane  did  not  appear  for  from  eleven  to  thirteen  days. 
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Meeting  of  October  25th,  1894. 
Dr.  Zinke  presented  three  specimens  : 

I.    TUMOR   OF    BREAST ;    II.    INTRALIGAMENTOUS    CYST  ;    III.    FIBROID 

POLYP. 

1.  An  unmarried  woman,  aet.  30,  presented  the  following  his- 
tory :  Good  health,  no  menstrual  difficulties  ;  family  history  ex- 
cellent. A  growth  appeared  a  year  ago,  following  an  injury  of 
the  breast  some  four  months  previous.  It  remained  stationary 
until  within  three  months,  when  it  assumed  a  very  rapid  growth, 
but  still  did  not  pain  her.  Upon  examination  it  was  found  to  be 
freely  movable  and  hard,  but  not  tender.  It  was  so  large  that 
she  had  to  pad  the  other  side  to  make  herself  appear  even.  Be- 
cause of  the  rapid  growth  I  advised  its  removal.  After  remov- 
ing it  there  was  a  saucer-shaped  cavity  left,  part  of  which  was 
hard.  I  removed  this  and  it  appears  malignant.  Only  for  the 
infiltration  surrounding  it  I  should  have  considered  the  growth 
harmless  in  nature. 

2.  A  young  woman,  set.  18,  single  ;  no  trouble  during  men- 
struation, but  always  complained  of  a  sense  of  heaviness  in  the 
region  of  the  pelvis  and  occasionally  of  sharp,  lancinating  pains, 
especially  before  menstruation.  On  examination  I  found  the 
whole  pelvic  cavity  tilled  by  a  tumor  starting  from  the  right 
broad  ligament ;  the  uterus  was  pushed  over  to  the  left,  and 
the  tumor  resembled  an  edematous  fibroid.  Upon  opening  the 
abdominal  cavity  the  cyst  had  all  the  appearance  of  a  parovarian 
cyst,  t  punctured  it  and  let  out  the  fluid,  which  was  transpa- 
rent like  filtered  water.  The  cyst  was  intraligamentous,  but  had 
grown  from  the  broad  ligament  so  as  to  form  a  good  pedicle.  I 
removed  the  whole  of  the  broad  ligament,  with  a  cystic  ovary 
attached  to  it.  I  present  the  specimen  because  it  so  beautifully 
illustrates  the  intraligamentous  cyst.  If  the  ovary  had  been 
healthy  I  would  have  been  tempted  to  simply  shell  the  cyst  out, 
which  could  have  been  very  easily  done. 
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3.  A  fibroid  polypus  from  the  os  internum,  removed  from  a 
woman,  45  years  of  age,  who  had  had  Menorrhagia  for  the  last 
twelve  years  and  metrorrhagia  for  two  years.  Occasionally  the 
tumor,  which  was  at  that  time  somewhat  smaller,  would  be  com- 
pletely extruded  from  the  vulva,  and  she,  thinking  it  was  her 
womb,  would  push  it  back.  She  consulted  several  physicians, 
who  advised  its  removal,  but  this  she  would  not  permit.  When 
I  was  called  to  see  her  she  was  almost  moribund  from  loss  of 
blood  and  from  sepsis.  The  anterior  part  of  the  tumor  was 
sloughing.  I  had  her  removed  to  the  hospital,  and  the  next  day 
I  removed  the  growth.  Hemorrhage  was  profuse,  but  was  con- 
trolled by  hemostatic  forceps,  removed  after  twenty-four  hours. 
The  symptoms  of  sepsis  have  now  subsided  and  the  patient  will 
leave  the  hospital  in  a  week. 

Dr.  R.  B.  Hall. — One  remark  in  reference  to  the  enucleation 
of  the  broad-ligament  cyst  is  likely  to  be  misleading.  The  ope- 
rator was  fortunate  enough  to  be  able  to  ligate  below  the  cyst 
and  remove  it  as  a  whole,  but  he  remarked  how  easily  it  could  be 
peeled  out,  and  again  how  easily  the  hemorrhage  is  controlled  in 
these  cases.  I  will  grant  in  a  case  such  as  his  the  hemorrhage 
probably  would  not  be  very  troublesome.  But  take,  for  instance, 
a  tumor  in  which  a  large  portion  goes  down  into  the  broad  liga- 
ment, and  where,  when  you  have  enucleated  clear  down  to  the 
bottom  of  the  pelvis,  it  separates  the  broad  ligament  close  to  the 
uterus.  In  these  cases  we  do  have  hemorrhage,  and  hemorrhage 
that  is  not  controlled  by  pressure.  I  have  seen  several  cases 
in  which  a  number  of  ligatures  had  to  be  applied.  These  are 
the  cases  which,  it  has  been  said,  make  men's  hair  grow  white. 
Take  tumors,  weighing  ten  to  twenty  pounds,  which  have  sepa- 
rated the  broad  ligament,  and  you  must  peel  out  a  portion  of 
the  tumor  the  size  of  an  adult  head.  By  enucleating  to  the 
crest  of  the  ilium  and  then  toward  the  uterus,  the  recognized 
and  most  skilful  method,  before  you  can  get  the  thick  portion 
of  the  tumor  away,  so  you  can  get  at  the  bleeding  points,  the 
patient  has  lost  a  large  quantity  of  blood.  While  an  easy  case 
is  perfectly  easy,  the  cases  where  a  large  tumor  dissects  down 
in  the  broad  ligament  must  always  be  classed  as  bloody  opera- 
tions, in  which  the  patient  may  die  on  the  table  from  hemor- 
rhage. Dr.  Goodell  has  described  these  operations  more  graph- 
ically than  any  other  writer  with  whom  I  am  familiar.  He 
says  these  are  the  cases  in  which  there  is  great  danger  of  death 
occurring  on  the  table  from  hemorrhage,  and  my  experience 
leads  me  to  agree  with  him.  I  have  had  the  misfortune  to  have 
eight  cases  of  large  intraligamentary  tumors,  in  which  I  had  to 
dissect  them  out  of  the  broad  ligament.  I  have  had  serious 
bleeding,  but  have  never  had  the  misfortune  to  lose  a  patient  on 
the  table. 

Dr.  Palmer. — I  have  no  doubt  that  in  Dr.  Zinke's  first  case 
there  was  at  first  an  innocent  tumor  of  the  breast,  and  possibly 
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it  is  an  innocent  tumor  still.  The  point  in  question  is  this  : 
Should  we  take  out  every  tumor  we  find  in  the  mammary  gland 
in  women  beyond  35,  whether  it  is  an  innocent  or  malignant 
growth?  Certainly  cut  it  out  if  malignant,  but  should  we  ex- 
sect  the  breast  every  time  we  find  a  tumor  in  it  ?  It  seems  to  be 
the  opinion  of  some  that  we  should  operate  whether  the  axil- 
lary glands  are  involved  or  not,  because  all  tumors  here  situ- 
ated are  likely  to  undergo  malignant  degeneration.  Personally 
I  have  been  disposed  to  wait  if  the  general  health  is  good  and 
the  tumor  has  been  present  some  time.  If  it  is  malignant  take 
it  out  as  soon  as  possible,  but  if  it  is  innocent  wait  at  least 
some  weeks  or  months. 

Dr.  Johnstone. — My  experience  leads  me  to  be  more  radical 
than  ever  in  reference  to  these  operations  on  the  breast,  but  I 
start  my  operation  as  an  exploratory  incision,  and  by  so  doing  I 
have  frequently  saved  a  complete  extirpation  by  the  removal  of 
parts  of  the  breast  only,  when  I  found  dilated  milk  ducts,  etc.  I 
make  a  short  incision  (an  inch  and  a  half  is  plenty  long  enough), 
so  that  it  will  be  part  of  an  ellipse,  and  then  am  guided  by 
what  I  find.  I  believe  this  is  best,  unless  there  is  not  the 
shadow  of  a  doubt.  But  the  sooner  a  cancer  is  out  the  better 
are  the  chances  of  the  patient.  It  begins  as  a  local  disease 
and  becomes  constitutional  only  by  waiting ;  and  with  this  kind 
of  a  dread  over  every  lump  that  comes  in  the  breast,  we  should 
not  too  long  delay  exploring  it.  I  believe  these  dilated  milk 
ducts  are  sometimes  the  starting  point  of  cancer,  just  as  a  sim- 
ple lipoma  may  take  on  a  carcinomatous  degeneration. 

As  for  enucleation  of  cysts,  when  we  cannot  get  at  the  capil- 
laries and  stop  the  hemorrhage  (and  in  this  I  think  the  Tren- 
delenburg position  would  help  considerably)  we  should  find  the 
vessel  if  we  possibly  can,  but  if  we  cannot,  and  the  shock  is  in- 
creasing and  the  hemorrhage  is  from  a  general  oozing,  we 
should  pack  with  gauze  and  remove  it  at  the  end  of  forty-eight 
hours,  and  I  have  not  the  slightest  doubt  but  that  in  that  way  a 
good  many  cases  such  as  Goodell  referred  to  may  be  better 
treated. 

Dr.  Zinke. — I  appreciate  very  much  the  remarks  made  by  Dr. 
Hall  in  reference  to  the  extensive  hemorrhage  we  may  have 
where  there  is  no  pedicle,  and  the  tumor  dips  down  deep  in  the 
pelvic  cavity,  and  the  ligaments  are  stretched  like  a  tent  over 
the  tumor.  In  many  of  these  cases  it  is  best  not  to  be  so  thorough 
in  the  removal  of  the  tumor,  but  to  leave  some  of  it  behind  to 
be  cast  off  afterward,  and  stitch  the  sac  to  the  abdominal  wall. 
We  can  thus  save  more  lives.  If  we  keep  the  pelvic  cavity 
free  from  contamination  and  so  that  no  pus  that  may  be  formed 
afterward  can  infect  it,  it  is  very  rare  any  trouble  will  occur. 

I  believe  in  being  thorough  and  getting  rid  of  everything,  if 
possible  ;  but  if  it  is  evident  that  the  hemorrhage  is  increasing 
and  the  patient  becoming  pallid  and  the  cold  perspiration  appear- 


424 


TRANSACTIONS    OF    THE 


ing,  we  had  better  stop,  pack    with  iodoform  gauze,  stitch  as 
well  as  we  can,  and  shut  off  the  peritoneal  cavity  thoroughly. 

In  reference  to  the  removal  of  small  mammary  tumors,  1  be- 
lieve if  the  breast  is  to  be  touched  at  all  the  operation  should  be 
at  once  thorough  and  complete.  If  the  tumor  seems  to  be  a 
simple  lipoma  and  it  is  easily  enucleated,  perhaps  we  are  war- 
ranted in  giving  the  partial  operation  atrial.  But  I  do  not  care 
how  easily  the  tumor  is  enucleated,  if  there  is  considerable 
hemorrhage  before  you  get  down  to  it,  it  is  wise  to  remove  the 
whole  breast,  for  hemorrhage,  no  matter  where,  should  cause 
you  to  suspect  malignancy. 

INTRALIGAMENTOUS   CYST   CUBED    BY   DEAINAGE. 

Dr.  Johnstone. — A  friend  had  an  intraligamentous  cyst  three 
years  ago  and  I  tapped  it,  securing  thorough  drainage  without 
trying  to  remove  the  growth.  The  patient  wore  a  tube  nine 
months  and  is  now  as  sound  and  well  as  can  be.  The  sac  was 
fully  a  third  of  an  inch  thick  and  was  stitched  to  the  abdominal 
wall,  and  thorough  drainage  secured  through  the  vagina. 

Dr.  Johnstone  presented  an 

EDEMATOUS    MYOMA    EEMOVED    WITH    THE   UTEEUS    AND 
ABBENDAGES   BY    ABDOMINAL    HYSTEEECTOMY. 

It  was  his  sixth  hysterectomy  and  they  have  all  recovered.  In 
removing  the  cervix  he  cuts  so  as  to  leave  a  slight  ring  of  ute- 
rine tissue,  believing  that  there  is  then  less  bleeding  and  that 
the  vagina  is  held  open  a  little  better  so  that  drainage  is  more 
perfect. 

De.  Palmee  reported  a  case  of 

CONGENITAL    CYSTIC    DEGENEEATION    OF    THE    KIDNEYS    AND    AN 
OPEEATION    FOE    EUPTUEED    TUBAL    PEEGNANCY. 

The  child  was  living  at  the  beginning  of  labor,  but  was  born 
dead.  Its  belly  was  enlarged,  containing  a  pint  or  more  of  as- 
citic fluid.  A  post-mortem  showed  that  both  kidneys  had  un- 
dergone cystic  degeneration,  only  a  trace  of  kidney  tissue  being 
left.     There  was  a  little  urine  in  the  bladder. 

The  other  case  happened  October  16th.  I  was  telephoned 
to  see  a  case  which  seemed  to  be  dying  from  internal  hemor- 
rhage. Her  symptoms  had  begun  in  the  morning.  At  about  3 
p.m.  she  was  pulseless.  Owing  to  the  fact  that  the  pulse  of  the 
patient  was  slightly  better  at  5:30,  when  I  saw  her,  than  two 
hours  previous,  and  as  it  was  then  dark  and  no  preparations 
were  made,  we  agreed  to  postpone  an  abdominal  section  until 
next  morning.  When  I  opened  the  abdomen  I  found  a  quart 
and  a  half  of  clotted  blood  in  the  peritoneal  cavity.  The  ex- 
trauterine pregnancy  was  in  the  right  tube  near  the  uterus,. 
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extending  down  into  the  folds  of  the  broad  ligament.  The  tube 
was  ruptured,  so  that  1  could  easily  introduce  my  finger  into  the 
folds  of  the  broad  ligament.  I  transfixed  the  right  broad  liga- 
ment completely,  so  as  to  excise  the  ovary,  tube,  and  sac,  but 
after  that  I  noticed  there  was  yet  oozing.  After  much  manipu- 
lation I  stitched  the  pampiniform  plexus  in  two  places.  By 
that  time  I  thought  the  patient  was  dead.  She  was  absolutely 
pulseless,  I  could  not  see  her  breathe,  and  she  looked  like  a 
woman  who  had  been  dead  for  several  hours.  However,  I  closed 
the  abdominal  incision,  having  had  injected  fifteen  or  sixteen 
syringefuls  of  whiskey  into  the  thigh  and  arm.  In  this  pulseless 
state  the  patient  was  put  to  hed.  Having  injected  a  pint  of  hot 
salt  water  into  the  rectum,  she  began  to  rally,  and  is  now  rapidly 
on  the  way  to  recovery.  The  case  illustrates  that  the  only  thing 
to  do  in  that  class  of  cases  is  to  make  the  abdominal  section  and 
ligate  the  bleeding  vessels.  The  pregnancy  was  supposed  to  be- 
in  the  third  month,  but  I  think  it  must  have  been  more  than  that. 
The  fetus  proper  I  could  not  find  ;  I  suppose  it  was  cast  out  in 
the  peritoneal  cavity  and  lost  in  the  clots  of  blood. 

Dr.  Hall  reported  a  case  of 

OPERATION    FOR    OVARIAN    TUMOR    DURING    PREGNANCY. 

I  was  called  on  the  10th  of  August  last  year  to  Greenville, 
O.,  to  see  a  patient  with  an  abdominal  tumor.  The  woman  was 
37  years  of  age,  the  mother  of  three  children,  the  youngest  19' 
months  old.  She  had  noticed  the  enlargement  for  about  three 
and  a  half  months.  I  had  no  difficulty  in  outlining  the  uterus,, 
apparently  three  months  pregnant.  There  was  present  also  a 
tumor,  considerably  larger  than  an  adult  head,  which  had  appa- 
rently a  very  thin  wall.  I  could  not  see  why  the  patient  could 
not  wait  at  least  until  the  hot  weather  was  over  before  the  ope- 
ration was  made,  which  1  advised  because  of  the  rapid  growth  of 
the  cyst.  On  September  19th  she  entered  my  private  hospital, 
and  on  the  25th  I  operated,  the  tumor  and  contents  weighing 
twenty-five  pounds.  The  tumor  itself  weighed  three  and  a  half 
ounces.  It  was  the  thinnest-walled  tumor  I  ever  removed.  It 
had  a  long  pedicle,  not  a  single  adhesion,  and  the  opposite  ovary 
was  healthy.  I  tied  an  inch  and  a  half  awTay  from  the  uterus, 
but,  to  my  chagrin,  an  hour  and  a  half  after  the  patient  was  in 
bed  she  had  labor  pains.  The  contractions  of  the  uterus  con- 
tinued for  about  twenty-four  hours,  but  at  no  time  was  there  loss- 
of  blood  per  vaginam,  and  the  pain  was  controlled  by  morphia, 
one-fourth  grain  every  three  or  four  hours.  On  March  10th,  this, 
year,  the  patient  was  delivered  of  an  eleven  and  a  half  pound 
child.     The  baby  and  mother  are  both  well.    ^17*7 ! 

Dr.  Zinke. — I  think  Dr.  Palmer  is  to  be  congratulated  upon 
the  result  obtained  in  the  case  he  reported.  It  demonstrates- 
that  we  should  not  hesitate,  even  in  private  houses,  to  go  ahead 
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and  do  what  we  can,  for  we  have  no  time  to  wait.  The  patient 
often  would  die  on  the  way  to  the  hospital. 

In  reference  to  Dr.  Hall's  case,  it  was  formerly  a  question  of 
dispute  whether  we  were  justified  in  removing  an  abdominal 
tumor  during  pregnancy,  but  the  result?  obtained,  during  the  last 
few  years  have  been  such  that  when  a  tumor  is  found  it  is  often 
our  duty  to  interfere.  The  majority  of  cases  recover.  I  have 
had  but  one  case,  and  she  recovered  promptly,  went  home  three 
weeks  after  the  operation,  and  was  delivered  of  a  well-formed 
child  at  the  end  of  the  normal  period  of  pregnancy. 

Dr.  Hall. — It  is  always  a  very  grave  question  as  to  just  when 
to  operate,  when  you  are  called  to  see  a  case  in  such  condition 
as  the  one  Dr.  Palmer  has  reported,  when  we  consider  the  fact 
that  the  patient  was  apparently  dying  at  3  o'clock,  and  then 
at  5.30,  the  time  of  his  arrival,  was  apparently  better.  The 
diagnosis  was  clear,  and  evidently  the  patient  had  lost  a  large 
quantity  of  blood.  I  was  once  placed  in  a  similar  position 
myself.  In  that  case  I  waited  for  the  patient  to  react.  She  did 
apparently  do  so,  and  I  operated  eight  or  ten  hours  afterward. 
I  saw  her  at  10  o'clock  at  night  and  operated  early  the  next 
morning.  The  patient  recovered,  but  I  think  she  wrould  have 
had  a  better  chance  had  I  operated  the  night  before.  I  think 
the  amount  of  blood  lost  during  the  night  more  than  counter- 
balanced anything  gained  by  the  delay,  and  if  we  had  given 
ether  and  operated  immediately  I  believe  the  patient  would 
have  gone  through  the  operation  better.  When  I  saw  her  at 
first  the  pulse  was  feeble  because  of  shock.  The  rupture  had 
taken  place  shortly  before.  In  cases  where  there  is  pain  and 
shock  the  feeble  pulse  is  not  due  to  the  loss  of  blood,  for  they 
do  not  lose  sufficient  blood  in  half  an  hour  or  an  hour  to  produce 
that  result,  but  to  shock.  Eight  or  ten  hours  afterward,  when 
there  is  a  pint  or  more  of  blood  in  the  abdomen,  then  they  are 
in  a  condition  to  have  a  rapid,  feeble  pulse  from  the  hemor- 
rhage. Every  one  hates  to  operate  when  the  patient  seems 
dying  at  the  time,  but  in  a  ruptured  tubal  pregnancy,  where  we 
know  what  we  will  find,  if  the  patients  do  not  die  on  the  table 
from  shock  they  usually  recover.  Our  actions  must  be  based 
on  the  individual  case,  hut,  in  a  general  way,  the  hemorrhage 
should  be  controlled  the  lirst  moment  possible,  whether  it  is 
night  or  day.  I  do  not  hesitate  a  moment,  so  far  as  light  is  con- 
cerned ;  I  would  not  hesitate  to  operate  by  one  candle,  for  it  is 
done  by  the  sense  of  touch  chiefly. 

Dr.  Palmer. — I  concluded  to  wait  until  we  were  better  pre- 
pared to  operate.  Had  I  operated  that  night  I  believe  the  pa- 
tient would  have  died.  We  found  two  rents,  one  in  the  broad 
ligament  and  one  in  the  Fallopian  tube,  and  it  required  a  more 
careful  inspection  to  find  all  the  sites  of  hemorrhage  than  we 
could  have  obtained  with  the  artificial  liorht. 
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Clinical  Gynecology,  Medical  and  Surgical,  for  Students  and 
Practitioners,  by  Eminent  American  Teachers.  Edited  by  John 
M.  Keating,  M.D.,  LL.D.,  and  by  Henry  C.  Coe,  M.D., 
M.R.C.S.,  Professor  of  G3Tnecology,  New  York  Polyclinic. 
Illustrated.  Philadelphia:  J.  P.  Lippincott  Company,  1895. 
Pp.  xviii.— 994. 

The  literary  activity  prevailing  in  gynecology,  the  progress 
in  thought  and  in  action,  the  rapidity  with  which  scarcely  old 
methods  are  dropped  and  possibly  asevanescentnew  methods  are 
cultivated,  are  well  exemplified  in  the  appearance  of  a  new  trea- 
tise on  the  subject.  At  first  blush  one  would  think  that  the 
medical  world  was  well  supplied  both  with  treatises  and  with  Sys- 
tems. There  is  already  a  world  of  riches  to  choose  from,  each 
in  one  or  more  respects  superior  to  others,  and  the  general  prac- 
titioner cannot  but  be  at  a  loss  what  to  select  and  what  to  be 
guided  by.  This  multiplicity  of  treatises  is  the  inevitable  result 
of  a  triumphant  career  on  the  part  of  any  branch  of  science,  and 
it  is  a  fact  beyond  dispute  that  in  no  department  of  the  medical 
art  has  progress  been  as  rapid  and  changes  as  great  as  in  gyne- 
cology. There  exists,  therefore,  a  raisoncVHr^e  for  this  new  Sys- 
tem, and  before  very  long  it  is  not  rash  to  predict  there  will  be 
ground  for  the  appearance  of  another.  Young  as  this  treatise  is, 
there  are  points  in  operative  technique  which  certain  of  the  very 
writers  in  the  work  under  review  would  alter  were  they  called 
upon  to  revise  their  articles  to-morrow. 

The  conjoint  work  of  a  number  of  men  is  apt  to  be  very  un- 
even, except  the  editor  is  allowed  to  judiciously  use  his  pruning 
knife.  This,  we  would  say,  has  been  admirably  done  in  the 
supervision  of  the  publication  of  this  volume.  As  a  rule  we 
find  very  few  instances  where  divergent  opinions  are  expressed 
on  similar  topics.  A  System,  to  be  of  real  value  and  to  possess 
more  than  a  limited  life,  must  furthermore  be  free  from  the 
hobbies  of  individuals,  however  eminent,  and  must  aim  to  depict 
the  facts  of  the  subject  matter  in  accordance  with  the  weight  of 
authority.  This  System  is,  in  the  main,  written  from  such  a 
standpoint,  and  therefore  this  System  may  look  forward  to  a 
long  lease  of  life,  subject,  of  course,  to  the  frequent  revision 
which  progress  in  the  specialty  it  deals  with  will  demand. 

The  untimely  death  of  the  brilliant  Keating  threw  the  entire 
labor  of  the  preparation  of  this  volume  on  Coe,  and  to  him  will 
belong  the  full  meed  of  praise  for  its  successful  termination, 
although  undoubtedly  the  recognized  ability  of  the  former  par- 
tially elaborated  the  scheme  of  the  work.     It  should  be  noted  as 
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a  graceful  act  on  the  part  of  the  publishers,  and  a  loyal  act  on' 
the  part  of  the  surviving  editor,  that  the  name  of  Keating  has 
been  retained  on  the  title  page. 

The  gifted  Goodell,  whose  recent  all  too  untimely  death  robbed 
gynecology  of  one  of  its  brightest  lights  and  deprived  the  profes- 
sion of  one  of  its  soundest,  if  indeed  not  its  very  soundest  adviser, 
wrote  the  introductory  pages  for  this  System.  All  who  are  fami- 
liar with  his  writings  (and  who  that  works  at  all  in  gynecology 
is  not?)  will  know  the  trenchant  manner  after  which  he  outlines 
the  gynecological  gains  of  the  present  and  deprecates  the  ultra 
enthusiasm  which  may  mark  the  future.  Here  indeed  was  a 
man  whose  conservatism  was  of  the  right  sort  and  whose  surgi- 
cal courage  was  of  the  same  calibre.  In  these  pages,  few  in 
number,  and  possibly  amongst  the  last  he  wrote,  he  endeavors 
to  lift  the  opprobrium  of  unnecessary  operating  from  off  the  pro- 
fession, and  points  out  clearly  what  may  prove  the  limitations 
of  our  art  as  well  as  what  may  become  unexpected  possibilities. 

Chapter  I.,  written  by  William  H.  Baker  and  Francis  EL 
Davenport,  treats  of  methods  of  gynecological  examination  after 
a  fashion  which  commends  itself  on  account  of  the  sufficiency 
and  exactitude  of  detail.  There  are  here  and  there  points  in 
method  which  many  an  individual  cannot  acquiesce  in,  but  a. 
sufficient  note  of  warning  is  sounded, even  though  the  inculcated 
practice  carries  the  weight  of  the  authors'  names  :  witness  the 
indorsement  of  the  use  of  the  uterine  sound  and  probe,  instru- 
ments which  we  would  hold  gynecology  is  the  better  off  for  the 
unquestioned  neglect  into  which  they  have  fallen.  The  better 
teaching,  as  well  as  the  safer,  we  think  is  that  which  advocates 
anesthesia  for  diagnosis  in  all  instances  where  this  cannot  be 
obtained  by  the  ordinary  methods  without  the  sound.  A  com- 
mendable point  about  this  chapter  is  that  only  a  few  instruments 
are  figured,  and  these  those  which  are  actually  serviceable,  the 
pages  therefore  resembling  less  an  instrument- maker's  catalogue 
than  has  frequently  been  the  case. 

Hunter  Robb  writes  the  chapter  on  gynecological  technique, 
and  offers  us  the  best  article  on  the  subject  which  has  as  yet  ap- 
peared. It  is  free  from  unnecessary  detail  ;  it  gives  the  reader 
facts  which  he  ought  to  know  and  to  rigidly  follow  in  order  to 
be  deemed  competent  to  examine  or  to  operate  on  a  woman. 
We  note  with  regret  his  disapproval  of  the  Trendelenburg  pos- 
ture for  operating,  wherein  he  differs  from  other  contributors 
to  this  volume.  We  are  satisfied  that  the  introduction  of  this 
position  into  surgical  work  has  done  much  toward  facilitating 
operative  technique  and  toward  enabling  us  to  better  our  re- 
sults. The  possible  objection  urged  against  it  is  far  offset  by 
the  numerous  advantages. 

Chapter  III.  is  devoted  to  an  outline  of  gynecological  thera- 
peutics. The  writer,  Bache  Emmet,  has  handled  his  subject  in 
a  very  satisfactory  manner,  not  encroaching  unwarrantably  on 


REVIEWS.  429 

the  field  of  other  writers  in  the  volume.  The  chapter  opens  with 
timely  remarks  on  general  hygienic  care  and  dietetics,  and  then 
local  therapeutics  is  considered  under,  chiefly,  the  subjects  of 
massage  and  electricity.  We  question  if  the  writer  is  not  more 
enthusiastic  in  reference  to  massage  than  the  general  experience 
of  gynecologists  will  warrant,  although  we  are  free  to  grant  that 
the  majority  of  us  have  not  practised  it  sufficiently  to  be  com- 
petent to  speak  dogmatically.  The  contraindications,  however, 
are  tersely  stated,  so  that  readers  who  may  be  tempted  to  resort 
to  jt  are  not  likely  to  do  any  damage  if  Emmet  is  taken  as  a 
guide.  It  is  an  open  question  whether  similar  if  not  better  effect 
may  not  be  secured  through  rational  rest  and  general  method  of 
living,  as  through  this  form  of  treatment  as  applied  to  exudates, 
for  instance.  In  reference  to  electricity  the  writer  takes  the 
justifiable  and  moderate  stand  that  there  are  certain  conditions 
which  may  be  unquestionably  relieved  by  the  judicious  employ- 
ment of  the  agent,  whilst  very  careful  not  to  claim  that  it  is  a 
cure-all,  or,  indeed,  a  cure  of  anything  in  the  anatomical  sense. 
In  regard  to  the  electrolytic  treatment  of  ectopic  gestation,  Em- 
met, as  later  on  Lusk  in  the  chapter  devoted  to  the  subject, 
takes  the  ground  that  surgery  should  be  the  tribunal  of  resort 
as  soon  as  the  diagnosis  is  established,  unless  the  physician  is  not 
a  surgeon.,  has  no  colleague  at  hand  on  whom  he  may  depend  to 
operate,  or  cannot  send  his  patient  to  a  medical  centre.  This  is 
sound  advice,  and  is  certainly  preferable  to  folding  the  hands  and 
letting  the  woman  die,  as  they  would  advocate  who  contend  that 
the  agent  (electricity)  cannot  do  good  and  will  do  harm.  Elec- 
tricity can  kill  the  ovum,  and  in  so  far  the  general  practitioner 
has  in  his  hands  a  method  of  treatment ;  the  expert,  however, 
can  do  better  through  resort  to  immediate  abdominal  section. 
Such  a  broad  view  is  worthy  of  a  treatise  which  aims  to  teach 
irrespective  of  hobby. 

In  Chapter  IV.  Barton  Cooke  Hirst  gives  an  excellent  resume 
of  the  anomalies  of  development  of  the  genital  tract,  illustrating 
it  by  a  number  of  new  and  valuable  plates.  The  treatment  he 
outlines  for  the  relief  of  these  various  anomalies  is  in  accord 
with  prevalent  practice. 

To  Matthew  D.  Mann  was  assigned  traumatic  lesions  of  the 
vulva,  vagina,  and  cervix.  His  task  has  been  accomplished 
satisfactorily,  for  the  reason  that  he  has  given  us  the  simplest 
and  most  scientific  account  of  injuries  of  the  perineum  and  of 
the^ cervix  with  which  we  are  familiar  The  wealth  of  symptom 
which  in  other  works  is  associated  with  these  lesions  is  absent,  as 
it  should  be,  and  the  lesions  are  not  unduly  magnified.  It  cer- 
tainly is  not  fair  to  attribute  all  the  ills  of  which  our  patients 
complain  to  a  slight  tear  of  the  perineum.  "  Observation  has 
taught  the  writer  that  the  stretching  and  relaxation  of  the  parts 
so  frequently  met  with,  generally  associated  with  transverse 
tears,  are  of  much  more  importance  than  actual  median  tears, 
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provided  that  the  sphincter  is  not  involved."     In  other  words,  it 
is  not  the  mere  fact  of  the  tear  which  gives  rise  to  symptom,  but 
the  associated  relaxation  of  the  muscle  and  the  fascia  of  the 
pelvic  floor,  as  lias  for  years  been  taught  by  Skene  and  by  Addis 
Emmet.     Holding  such  views,   we   are   rather   surprised    that 
Mann  should  deem  it  essential  to  describe  and  to  figure  what  he 
terms  the  operation  for  "simple"  rupture.     If  the  muscle  and 
the  fascia  of  the  pelvic  floor  be  not  implicated  in  the  lesion,  we 
question  if  operation  is  called  for  at  all,  unless  it  be  from  an 
esthetic  standpoint;  and  if  these  constituent  parts  are  affected,, 
then   this  operation  for  "simple  rupture"  will  be  of  no  avaih 
From   our  standpoint  the  subject  of  operation  may  be  much 
simplified  by  the  teaching  that  it  is  essential,  in  all  cases  where 
operation  is  called  for  at  all,  to  suture  so  as  to  bring  together  the 
divided  muscle  and  fascia;  and  this  can  alone  be  done  by  some 
method  of  internal  suture,  such  as  a  modified  Hegar,  or,  if  the 
operator  prefers,  through  Emmet's  latest  operation,  which,  by  the 
way,  is  described  by  Mann  much  more  intelligibly  than  we  have 
seen  elsewhere.     Further,  we  do  not  see  the  utility  of  Mann's 
division  into  median  tears  and  into  transverse  tears.     As  far  as 
we  can  see,  in  both  there  is  necessarily  relaxation  of  the  essen- 
tial structures  of  the  pelvic  floor,  and  in  both,  therefore,  about, 
the  same  steps  are  requisite  for  repair.     As  regards  the  after- 
treatment,  we  hardly  deem  it  necessary  to  catheterize ;  indeed,, 
outside  of  a  hospital  or  the  homes  of  the  well-to-do  this  pro- 
cedure is  not  feasible.     The  practitioner  may  as  well  be  taught 
that  if  the  genitals  are  maintained  aseptic  after  urination,  the 
woman  can   be  allowed  to  pass  her  water.     In   dealing   with 
lacerations  of  the  cervix,  Mann,  with  great  wisdom,  refrains  from 
magnifying  the  lesion  as  many  others   have    done.     The  long 
train  of  complex  symptomatology  is  lacking,  and  the  indications 
for  repair  are  specifically  given  in  a  manner  which,  accepted  as 
they  should  be,  will  save  many  a  woman  an  unnecessary  opera- 
tion.    Mann  does  not  think  that  lacerations  are  as  common  as 
they  formerly  wrere.     In  this  we  believe  him  to  be  correct.     We 
could  have  wished  he  had  gone  further  and  given  as  the  reason 
the  fact  that  aseptic  obstetrics  enables  a  large  proportion  to  heal,, 
and  that  this  is  the  reason  for  the  lessened  frequeucy  with  which 
they  are  seen.     For  the  repair  of  the  lacerated  cervix  Emmet's 
operation  is  described.     We  regret  to  find  no  adequate  descrip- 
tion of  one  or  another  method  for  amputating  the  cervix,  for  we 
are  satisfied  that  the  instances  are  not  uncommon  where  this  pro- 
cedure is  not  alone  preferable  but  also  necessary.    The  operation 
is  described  later  on  by  another  contributor,  but  reference  to  it 
in  this  chapter  would,  we  think,  have  been  preferable,  unless, 
indeed,  Mann  does  not  approve  of  it.    In  our  experience  the  large 
proportion  of  lacerations  which   call  for  operation   at   all    are 
treated  to  better  advantage  by  Schroder's  method,  for  instance,, 
rather  than    by  Emmet's.     The  reason  is  that  a  laceration  of 
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long  standing  is  almost  invariably  associated  with  disease  of  the 
cervical  mucosa,  and  therefore  thorough  excision  of  this  mucosa 
is  requisite  in  order  to  effect  cure.  Emmet's  operation  is  not 
radical  enough. 

Chapter  VI.  is  devoted  to  inflammation  of  the  female  genital 
organs.     The  preparation  of  this  chapter  was  entrusted  to  W. 
M.  Polk,  than  whom  probably  no  one  in  this  country  has  done 
more  through  his  writing  and  teaching  to  emphasize  the  very 
radical  nature  of  the  change  in  knowledge  and  in  practice  which 
has  led  to  such  marked  betterment  in  our  results.     The  methods 
of  treating  diseases  of  the  uterus  and  of  inflammatory  affections 
of  the  tubes  and  ovaries  which  for  so  long  prevailed,  such  as  the 
worse  than  useless  intrauterine  applications,  the  painting  of  the 
vaginal  vault  with  iodine,  the  daily  insertion   of   the  vaginal 
tampon— these  and  other  methods  have  yielded  to-day  to  the 
rational  ones  of  attacking  radically  disease  at  its  inception,  with 
the  end  in  view  of  preventing  as  far  as  possible  extension  to  the 
appendages,  where  disease  is  not  accessible  to  local  therapeusis 
Polk  is  at  home  here  and  has  given  the  readers  a  thoroughly 
exact^  and  scientific  representation  of  our  modern    belief  ^and 
teaching.     In  the  space  at  our  command  it  is  obviously  impos- 
sible to  give #  even  an  outline  of  the  manner  after  which  Polk 
treats  his  subject,     Sufficient  the  statement  that  we  believe  that 
his  deductions  and  most  of  the  methods  which  he  advocates  will 
prove  acceptable  to  all  workers  in  this  line  who  are  not  so  deeply 
immersed  in  the  old  routine  as  not  to  be  open  to  conviction 
through  resort  to  the  tribunal  of  the  reasoning  and  the  results  of 
the  present,     A  few  points,  however,  may  be  noted. 

In  accordance  with  the  now  generally  accepted  view,  cellulitis 
is  considered  a  rarity  aside  from  the  puerperal  state.  As  a  rule 
it  is  simply  an  associate  of  the  peritonitis  which  is  itself  depen- 
dent on  disease  of  tube  or  of  ovary.  We  take  it  that  the  lead- 
ing gynecologists  are  in  accord  with  this  sentiment,  and  yet  in 
another  chapter  of  this  System  we  find  many  pages  devoted  to  a 
consideration  of  pelvic  cellulitis,  acute  and  chronic.  Whilst  this 
may  be  taken  as  evidence  of  difference  in  opinion,  we  believe 
that  the  practitioner  studying  this  treatise  is  likely  to  secure 
rather  confused  notions.  Again,  in  reference  to  pelvic  abscess, 
Polk  says:  "It  springs  from  a  pyosalpinx,  an  ovarian  abscess, 
suppurative  inflammation  of  the  peritoneal  surface,  or  the  same 
process  as  a  sequence  with  intraperitoneal  extravasations  of 
extrauterine  pregnancy  or  hematocele.  Very  rarely  it  may 
spring  from  cellulitis."  In  a  chapter  shortly  to  be  referred  to 
it  is  stated  :  "Under  the  term  septic  cellulitis  we  shall  include 
cases  that  go  on  to  suppuration."  True  enough,  the  author  of 
this  chapter  appears  to  refer  mainly  to  puerperal  cases;  but  the 
extensive  notice  he  gives  is  not,  we' think,  warranted  by  the  fact, 
as  seen  by  us,  that  extensive  suppuration  of  this  nature,  even  in 
the  puerperal  state,  is  almost  always  an  associate  of  septic  disease 
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of  the  tubes  or  ovaries.  Of  course  we  are  aware  that  these 
criticisms  are  in  regard  to  matters  in  which  there  is  still  scope 
for  difference  of  opinion,  but  we  cannot  help  the  thought  that 
the  inexpert  student  of  this  System  is  likely  to  rise  from  his 
reading  with  rather  vague  ideas  as  to  generally  accepted  facts 
in  reference  to  this  point  of  pathology  and  operative  experience. 
Perhaps  in  the  next  edition  the  editor,  by  a  new  arrangement, 
will  be  able  to  overcome  what,  if  others  agree  with  us,  is  a  weak 
point  in  his  treatise. 

We  note  that  Polk  is  one  of  the  authors  who  recognize  the 
great  value  of  the  Trendelenburg  posture,  contrary  to  the  con- 
demnation it  receives  elsewhere  in  this  treatise. 

The  vaginal  operation  in  case  of  suppurative  disease  of  the 
appendages  receives  scant  notice  ;  and  yet,  to  judge  from  recent 
utterances,  if  Polk  were  writing  this  chapter  to-day  he  would 
advocate  it  strongly.  Such  are  the  changes  which  even  the  space 
of  a  few  months  witnesses  in  this  uncertain  art  of  ours ! 

In  Chapter  VII.  J.  Whitridge  Williams  gives  a  complete 
resume  of  the  subject  of  genital  tuberculosis. 

In  Chapter  VIII.  Henry  T.  Byford  writes  on  the  inflammatory 
lesions  of  the  pelvic  peritoneum  and  connective  tissue.  It  is  a 
most  difficult  subject  to  discuss  whilst  as  yet  so  much  is  in  dis- 
pute, and  Byford  has  done  better  than  most  men  would.  Yet 
it  seems  to  us  that  the  subject,  obscure  as  it  is,  is  rendered  still 
more  so  by  the  unnecessary  and  clinically  not  tobedifferentiated 
subdivisions  which  are  made.  From  our  standpoint  it  is  ques- 
tionable if  peritonitis  in  the  female  often  occurs  aside  from  a 
septic  cause.  We  confess  to  a  dislike  for  the  term  "  idiopathic  " 
peritonitis.  Further,  we  question  if  the  elaborate  discussion  of 
different  forms  will  not  result  in  puzzling  the  non-expert._  We 
have  already  stated  our  scepticism  in  reference  to  cellulitis  as  a 
frequent  uncomplicated  phenomenon.  We  question  greatly  if 
it  ever  occurs  as  a  result  of  "  prolonged  manipulations  during 
operations  upon  the  pelvic  organs."  If  the  manipulations  are 
aseptic  it  has  not  been  our  fortune  to  witness  any  such  compli- 
cation. Indeed,  we  are  in  the  habit  of  teaching  that  it  is  not 
traumatism  which  causes  inflammation,  but  dirt.  The  chances 
are  that  these  criticisms  of  ours  will  not  prove  acceptable  to 
many,  and  we  would  not  have  it  inferred  that  we  consider  By- 
ford's  teaching  erroneous,  the  subject  being  as  yet  one  in  dis- 
pute. Certainly  we  have  nothing  but  praise  for  the  very 
excellent  manner  in  which  he  has  treated  the  subject  from  his 
standpoint.  .  . 

In  referring  to  the  next  chapter  we  strike  a  topic  where  there 
is  scope  for  individual  difference  of  opinion,  and  it  will  not  fol- 
low, because  we  shall  have  occasion  to  differ  from  the  writer,  that 
it  is  at  all  in  the  spirit  of  dogmatism.  We  believe  we  have  reached 
the  day  when  uterine  displacements  should  not  be  considered  as 
.an  entity,  but  purely  of  importance  on  account  of  the  conditions 
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which  give  rise  to  them.  Per  se  uterine  displacements  are  no 
longer  entitled  to  recognition  in  a  treatise  on  gynecology.  The 
day  of  the  mechanical  theory  has  gone,  it  is  to  be  hoped  never  to 
return.  The  text  book  of  the  present  should  not  bristle  with 
pessaries,  but  rather  inculcate  those  methods  of  treatment  which 
enable  us  to  dispense  with  pessaries.  Where,  ten  years  ago,  pes- 
saries by  the  thousand  were  used  and  pessaries  by  the  hundred 
were  invented,  we  question  if  one  is  used  now,  and  we  know  that 
he  is  a  very  bold  man  who  will  lay  claim  to  the  paternity  of  a 
new  one.  All  this  is  the  inevitable  result  of  the  progress  at- 
tained in  gynecology — a  progress  which  has  enabled  us  to  dis- 
pense with  the  intrauterine  applicator  and  other  useless  means 
in  routine  office  work.  We  believe  that  Dr.  Munde  tacitly  ac- 
knowledges all  this,  for  there  is  a  very  marked  difference  in  his 
present  production  and  his  earlier  contributions  to  the  same 
topic.  Few  instruments  are  figured,  and  these  are  of  the  type 
which  are  really  useful  where  any  are  at  all.  In  treating  this 
subject  of  uterine  displacements  it  seems  to  us  that  the  point  on 
which  it  is  essential  to  dwell  is  that  a  uterine  displacement  gives 
rise  to  symptoms  only  in  proportion  to  the  amount  of  downward 
sagging  accompanying  it,  and  that  therefore  those  measures  for 
relief  are  alone  to  be  resorted  to  which  will  result  in  overcoming 
this  dawn  ward  sagging.  Relief  of  pressure  from  above,  the 
cure  of  endometritis,  the  cure  of  inflammatory  affections  of  the 
uterine  adnexa,  etc. — such  are  the  prime  causes  of  displacements 
which  are  to  be  overcome  before  a  pessary  is  of  value  at  all,  and 
in  the  cure  of  such  conditions  we  question  if  often  a  pessary  will 
be  needed  at  all,  and  then  it  will  be  one  which  will  simply  relieve 
the  remaining  sagging  downward.  In  short,  we  question  if  in 
a  modern  treatise  there  is  ground  for  the  writing  of  a  separate 
chapter  on  uterine  displacements.  The  causal  factors  of  dis- 
placements are  best  referred  to  under  the  headings  of  the  vari- 
ous causal  diseases,  and  to  make  a  separate  chapter  of  displace- 
ments gives  to  the  sequel  of  other  conditions  an  importance 
which  it  not  only  does  not  deserve,  but  which  complicates  the 
study  of  the  subject  by  the  non-expert. 

To  speak  more  specifically  of  this  chapter,  the  author  candidly 
admits  that  he  no  longer  lays  the  stress  on  anteversion  that  he 
formerly  did,  and  only  exceptionally  now  does  he  find  it  neces- 
sary to  use  a  mechanical  support.  He  shows  his  wisdom  by  omit- 
ting illustrations  of  anteversion  pessaries.  Similar  views  are 
expressed  in  regard  to  anteflexion.  He  says  :  "Anteflexion  in 
its  minor  degrees  is  practically  of  no  importance  whatever.  .  .  . 
The  minor  degrees  of  anteflexion  require  no  treatment."  In  those 
degrees  which  do,  however,  he  teaches  that  which  we  are  slow  to 
accept  and  which  we  consider  rather  dangerous.  We  refer  to 
dilatation  in  the  office  with  the  steel-branched  dilator.  He  ad- 
mits that  the  method  may  not  be  free  from  danger,  and  we 
could  have  wished,  therefore,  that  he  had  not  taught  it.  We 
28 
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differ  also  in  his  advocacy  of  the  stem.  He  admits  the  risks, 
and  again  we  could  have  wished  he  had  not  taught  its  use.  We 
differ  also  with  the  writer  in  his  teaching  that  it  is  justifiable  to 
endeavor  to  replace  a  uterus  by  the  sound  in  case  manual  and 
postural  methods  fail.  Far  better  bad  he  taught  that  cases  of 
this  nature  had  better  be  examined  under  anesthesia,  both  for 
the  purpose  of  determining  the  reason  why  safe  methods  of  re- 
position have  failed  and  for  accomplishing  the  replacement 
should  it  prove  possible.  "We  cannot  forget  that  this  System  is 
written  to  teach  the  non-expert. 

Passing  to  the  operative  measures  which  have  been  proposed 
for  the  cure  of  displacements,  Schiicking's  operation  and  Mack- 
inrodt's  are  rightly  termed  illogical,  leaving  for  consideration 
the  so-called  Alexander  and  ventrofixation.  The  former  is 
favored  in  all  cases  where  the  uterus  is  movable,  and  the  latter 
is  reserved  for  instances  where  disease  of  the  tubes,  ovaries,  or 
pelvic  peritoneum  necessitates  the  opening  of  the  abdominal 
cavity.  We  wish  we  could  share  Munde's  enthusiasm  in  regard 
to  Alexander's  operation,  but,  as  we  have  frequently  stated,  our 
results  have  been  the  very  reverse  of  his;  and  we  cannot  entirely 
lay  this  to  lack  of  surgical  skill,  for  the  reason  that  the  vast  ma- 
jority of  gynecologists  have  similarly  weighed  this  operation  in 
the  scale  and  found  it  wanting.  It  is  very  significant  that  an 
operation  which  has  been  on  trial  for  a  decade  has  not  to  day  a 
half-dozen  advocates  amongst  those  who  are  known  as  gynecolo- 
gists. We  readily  grant  the  force  of  the  objections  against  re- 
sort to  ventrofixation,  and  we  would  never  advise  it  in  case  of 
the  freely  movable  uterus  without  a  full  understanding  on  the 
part  of  the  patient  of  the  slight  risk  she  is  subjected  to ;  but,  as 
matters  stand  to-day,  this  is  the  only  measure  which  offers  a 
real  chance  of  permanent  cure,  and  it  is  free  from  one  of  the 
objections  which  are  urged  against  it,  that  in  the  event  of  preg- 
nancy the  ascent  of  the  uterus  is  interfered  with.  There  are 
many  cases  now  on  record  which  prove  the  fallacy  of  this  objec- 
tion. Indeed,  after  a  properly  performed  ventrofixation  the 
uterus  is  not  attached  to  the  anterior  abdominal  wall,  but  to  the 
parietal  peritoneum. 

A  very  clear  and  modern  description  of  prolapsus  uteri  and 
the  measures  for  its  relief  is  given,  and  the  chapter  closes  with 
reference  to  inversion  of  the  uterus. 

Chapters  X.,  XL,  and  XII.  are  contributed  by  H.  J.  Boldt, 
and  treat  of  neoplasms  of  the  vulva  and  vagina,  benign  neo- 
plasms of  the  uterus,  and  malignant  neoplasms  of  the  same  or- 
gan. These  chapters  offer  nothing  for  criticism.  The  writer 
has  done  his  work  faithfully  and  in  a  manner  in  accord  with 
modern  knowledge  and  methods. 

Chapter  XIII.  deals  with  neoplasms  of  the  ovaries,  tubes,  and 
broad  ligaments,  and  was  prepared  by  Henry  C.  Coe.  The 
contribution  is  characterized  by  that  amplitude  of  detail,  clear 
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description,  and  those  conservative  views  which  the  profession 
lias  learned  to  expect  from  Coe.  We  can  neither  add  to  nor 
take  away  from  this  chapter. 

t  Lusk,  as  we  have  before  stated,  prepared  the  chapter  on  ecto- 
pic gestation.  It  is  an  admirable  contribution  to  the  subject. 
Amongst  other  matters  of  note  he  calls  attention  to  the  change 
in  professional  thought  in  regard  to  the  primary  operation  in 
case  of  advanced  extrauterine  gestation,  and  presents  evidence 
in  its  favor  which  justifies  his  statement  that  under  the  most 
difficult  circumstances  it  is  not  necessary  to  fold  the  hands  and 
await  the  occurrence  of  a  miracle— that  is  to  say,  cure  without 
operation. 

The  next  chapter  deals  with  what  are  termed  functional  dis- 
eases, and  was  prepared  by  Chauncey  D.  Palmer.     In  this  chap- 
ter amenorrhea,  menorrhagia,  dysmenorrhea,  sterility,  etc.,  are 
described.     We  do  nor  like  the  term  disease  as  applied  to  these 
symptoms  of  diseased  states.     Where  the  uterus  and  its  adnexa 
are  in  a  healthy  state  these  conditions  do  not  exist,  except,  of 
course,  sterility,  the  cause  of  which,  however,  probably  then  re- 
sides in  the  male.     The  general  practitioner  is  too  prone  to  look 
upon  certain  of  these  symptoms  as  disease  per  se,  and  the  use  of 
the  term  in  this  treatise  only  tends  to  perpetuate  his  error.     Hem- 
orrhage, above  all,  should  not  be  termed  a  disturbance  of  func- 
tion, but  rather  should  it  be  insisted  upon  that  hemorrhage  means 
disease  of  some  one  of  the  organs  of  generation,  except  in  those 
rather  rare  instances  where  it  comes  from  disease  of  the  general 
system.     We  question,  further,  the  desirability  of  applying  the 
vague  term  functional  to  insanity,  neurasthenia,  nymphomania, 
vaginismus.     Careful  study  of  the  body  as  a  whole  will  usually 
be  followed  by  the  finding  of  a  cause  for  these  conditions  which 
renders  them  something  very  different  from  a  mere  disturbance 
of  function.     In  justice  to  Palmer  we  would  state  that  we  find 
no  ground  for  criticism  of  the  methods  he  advocates  for  the  re- 
lief of  these  conditions.     We  take  exception  purely  to  the  un- 
fortunate descriptive  term. 

The  remaining  chapters  in  this  treatise  deal  with  diseases  of 
the  urethra,  bladder,  and  ureters,  contributed  by  Charles  Jewett 
and  John  Polack  ;  diseases  of  the  rectum  and  anus,  by  Edward 
E.  Montgomery  ;  diseases  of  the  female  breast,  by  Dudley  P. 
Allen;  cutaneous  diseases  peculiar  to  women,  by  Louis  A.  Duh- 
ring  and  Milton  B.  Hartzell.  These  chapters  require  no  ex- 
tended comment,  since  they  are  exact  and  modern  in  their 
teaching. 

This  treatise  is  illustrated  by  a  large  number  of  woodcuts  and 
photographic  plates,  the  majority  of  which  were  specially  pre- 
pared. The  work  of  the  editor  has  evidently  been  of  the  most 
painstaking  character,  and  the  publishers  have  spared  no  expense 
to  make  the  System  worthy  of  the  acknowledged  eminence  of  the 
gentlemen  selected  to  prepare  the  articles. 
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We  would  take  the  liberty  of  reminding  those  who  trouble 
themselves  to  read  this  review  that,  whilst  much  criticism  has 
been  indulged  in,  this  has  been  in  no  carping  spirit  and  with  a 
mind  as  free  as  possible  from  dogmatism  or  bias.  The  changing 
and  changeful  nature  of  gynecology  necessarily  is  associated 
with  divergent  individual  views  and'methods.  What  appeals  to 
one  mind  does  not  to  another;  and  such  must  remain  the  case 
till  that  day  dawns  when  the  science  shall  have  become  an  exact 
one  and  methods  are  therefore  uniform.  We  look  upon  this 
treatise  altogether  as  the  bast  which  has  as  yet  appeared.  The 
descriptions  of  technique  are  faithful:  the  teaching  is  generally 
sound  and  not  governed  by  ultra-enthusiasm  ;  it  will  live  a  pros- 
perous life  until  the  changes  in  method  and  the  advance  in 
knowledge  call  for  the  preparation  of  a  new  System.  It  cannot 
be  a  book  for  all  time,  but  it  is  eminently  a  book  for  all  men 
who  are  interested  in  the  modern  methods  of  practising  gyne- 
cology. E-  H-  G- 

Difficult  Labor:  A  Guide  to  its  Management  for  Students 
and  Practitioners.  By  G.  Ernest  Herman,  M.B.  Lond., 
F.R.C.P.,  Senior  Obstetric  Physician  to  the  London  Hospi- 
tal ;  Physician  to  the  General  Lying-in  Hospital ;  President  of 
the  Obstetrical  Society  of  London  ;  Examiner  in  Midwifery 
to  the  Royal  College  of  Surgeons  ;  Late  Physician  to  the 
Royal  Maternity  Charity.  Crown  octavo.  Pp.  442,  162  il- 
lustrations, muslin. 

In  looking  over  this  work  one  is  impressed  at  once  with  three 
characteristics:  first,  that  it  is  eminently  practical  and  direct; 
second,  that  it  is  thorough  without  dirTuseness  ;  third,  that  it  is 
sufficiently  peremptory  and  dogmatic  in  statement  to  carry  con- 
viction. 

An  unusually  large  and  varied  experience  in  the  practice  and 
teaching  of  obstetrics  and  in  the  management  of  cases  of  difficult 
labor  gives  the  opinions  of  Dr.  Herman  much  weight.  In  this 
volume  he  does  not  aim  at  discussing  all  current  opinions  or  at 
referring  the  reader  to  all  original  sources  of  information,  but 
he  gives  more  definite  guidance  than  in  any  text  book  with 
which  I  am  acquainted,  and  tells  clearly  what  he  thinks  the  best 
way  of  dealing  with  each  complication  of  labor  and  why  he 
thinks  so.  After  reading  the  book  from  cover  to  cover  I  find 
much  to  praise  and  little  to  criticise.  It  is  one  which  will  cer- 
tainly be  of  practical  value  to  every  obstetrician. 

To  give  an  idea  of  the  style  and  scope  of  the  work,  I  append 
the  sections  on  the  treatment  of  occipito-posterior  position  and 
on  the  diagnosis  and  treatment  of  uterine  rupture.        b.  h.  w. 

Occipito-posterior  Position.  Treatment.  1.  Preventive: 
Before  rupture  of  membranes. — The  diagnosis  of  an  occipito- 
posterior  position  ought  to  be  made  early,  by  abdominal  pal- 
pation.     Unless   the  "patient   be   fat    or  the   abdominal    walls 
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rigid,  it  will  be  easy  for  you,  if  yon  have  practised  abdomi- 
nal palpation  as  you  ought  to  practise  it,  to  find  out  that  the 
abdomen  is  in  front  before  the  membranes  have  ruptured, 
and,  if  you  have  been  called  in  time,  before  the  dilatation  of  the 
os  has  begun.  If,  then,  yon  are  called  to  a  case  in  which,  on 
palpating  the  abdomen,  in  place  of  the  broad,  smooth  convex- 
ity of  the  back  you  feel  the  little,  movable  knobs  which  the  fetal 
limbs  feel  like,  at  once  turn  the  back  forward.  Before  the  mem- 
branes have  ruptured  this  is  easily  done.  Suppose  that  the 
child's  belly  looks  forward  and  to  the  left.  Its  anterior  shoul- 
der will  be  to  the  right  and  in  front.  Standing  by  the  side  of 
the  patient,  put  your  hands  on  the  abdomen,  the  right  hand  be- 
hind the  child's  anterior  shoulder,  the  left  hand  in" front  of  the 
posterior  shoulder.  Then,  by  a  repetition  of  gentle  pushing 
movements,  push  the  anterior  shoulder  over  toward  the  left 
side  and  the  posterior  shoulder  toward  the  right  side.  You 
will  find  it  quite  easy  to  move  the  child  ;  only,  as  the  pushes  are 
given,  not  to  the  child,  but  to  the  uterus,  part  of  their  effect  is 
to  move  the  uterus.  Each  push  moves  the  uterus  as  well  as  the 
child,  and  only  slightly  alters  the  position  of  the  child  in  the 
uterus.  But  a  sufficient  repetition  of  these  movements  will,  un- 
less the  liquor  amnii  be  unusually  deficient  or  the  child's  mo- 
bility for  some  other  reason  be  abnormally  restricted,  bring  the 
back  to  the  front.  Then  the  labor  may  be  left  to  take  its  natu- 
ral course.  You  will  sometimes  find  that  this  simple  change 
in  the  position  of  the  child  will  make  a  head  which  was  above 
the  brim  quickly  descend  into  it,  press  into  the  os  uteri,  and 
convert  infrequent  and  feeble  pains  into  strong  and  rapidly  fol- 
lowing ones. 

2.  Read  engaged  in  the  pelvis. — Supposing  now  that  the  case 
is  not  seen  or  the  diagnosis  not  made  until  the  membranes 
have  ruptured,  the  os  uteri  has  become  fully  dilated,  and  the 
head  is  engaged  in  the  pelvis.  Wait  for  two  or  three  hours  af- 
ter the  full  dilatation  of  the  os,  and  longer  if  the  pains  are  weak 
and  infrequent,  to  see  if  the  head  will  rotate  naturally.  Sup- 
posing it  neither  rotates  nor  advances,  three  courses  are  open  : 

A.' To  pull. 

B.  To  flex. 

C.  To  rotate. 

A.  To  pull. — This  course  has  the  approval  of  a  high  author- 
ity—Robert Barnes.1  The  abnormal  position  causes  increased 
resistance.  Additional  force  is  needed.  Apply  forceps  ;  pull ; 
take  care  not  to  hinder  rotation,  but  leave  the  turns  to  Nature. 

This  is  in  some  cases  good  practice.  If  you  are  not  called  to 
a  case  till  so  late  that  when  you  first  see  it  the  caput  succeda- 
neum  is  so  thick  that  you  cannot  feel  the  sutures  and  fonta- 
nelles,  and  the  patient  is  so  fat  or  is  straining  so  that  you  cannot 
make  a  satisfactory  diagnosis  by  abdominal  examination  ;  and 
'"Obstetric  Operations,"  second  ed.,  p.  62. 
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on  the  other  hand  the  head  has  sunk  so  far  into  the  pelvis 
that  it  is  clear  that  there  is  no  obstruction  at  the  brim,  and  your 
examination  makes  it  certain  that  there  is  none  at  the  outlet — 
in  these  circumstances  the  most  comfortable  advice,  and  the 
best  practice,  will  be  to  apply  forceps,  pull,  and  leave  the  turns 
to  Nature.  But  Nature  will  not  always  turn  the  occiputforward. 
I  have  known  an  hour's  tugging  with  forceps  fail  to  deliver  be- 
cause the  occiput  was  behind  and  Nature  did  not  effect  the  turn. 
If  you  know  the  position  of  the  head,  there  is  a  better  practice. 

B.  To  flex. — This  is  a  more  scientific  mode  of  meeting  the 
difficulty.  It  imitates  the  natural  mechanism.  When  the  head 
is  well  flexed  the  occiput  meets  the  resistance  of  the  pelvic 
floor.  The  resisting  parts  are  behind  and  at  the  sides.  The 
occiput,  therefore,  turns  forward,  where  the  resistance  is  least.  If 
the  head  is  not  flexed  the  occiput  does  not  come  down,  does  not 
meet  this  resistance,  and  does  not  turn  forward.  If  we  can 
flex  the  head  the  occiput  will  come  down  and  this  natural  mech- 
anism will  be  brought  into  play.  Flexing  means  bringing 
down  the  occiput,  and  from  what  has  been  said  it  will  be  seen 
that  this  is  often  equivalent  to  overcoming  the  hindrance  to  de- 
livery. 

Methods.  There  are  two  ways  of  doing  this.  The  effect  of 
one  is  only  to  flex.  The  other  produces  flexion  and  descent. 
First  method,  to  produce  flexion.  Push  up  the  forehead  with 
one  or  two  Angers,  and  in  doing  so  direct  the  pressure  in  such  a 
way  as  to  press  the  forehead  not  only  upward  but  backward,  so 
as  to  favor  both  flexion  and  the  turn  of  the  occiput  to  the  front. 
This  is  a  mode  of  treatment  which  is  harmless.  The  only  ob- 
jection to  it  is  that  it  is  generally  ineffective,  for  what  we  want 
is  descent  of  the  occiput.  We  only  value  flexion  as  an  aid  to 
this.  Second  method,  to  produce  flexion  and  descent.  This  is 
done  with  the  vectis,  an  instrument  like  one  blade  of  a  pair  of 
forceps,  except  that  the  tip  of  the  blade  is  more  sharply  curved. 
One  blade  of  a  pair  of  forceps  may  be  used,  if  the  forceps  has 
an  exceptionally  sharp  curve  ;  but  the  forceps  best  suited  to  the 
shape  of  the  head  cannot  be  so  used,  because  the  blade  is  not 
curved  sharply  enough.  The  vectis  is  introduced  over  the  oc- 
ciput, and  with  it  the  occiput  pulled  down  and  at  the  same  time 
forward.  This  is  undoubtedly  an  efficient  way  of  procuring 
flexion  and  descent,  and  helping  rotation  .forward.  Were  this 
the  only  or  the  best  way  it  would  involve  loading  the  obstetric 
bag  with  an  additional  instrument.  There  is  a  better  and  sim- 
pler way.     This  is : 

C.  To  rotate. — Put  the  left  hand  in  the  vagina,  and  the  right 
hand  on  the  abdomen.  Suppose  that  the  occiput  is  behind  and 
to  the  right.  The  left  shoulder  will  be  in  front  and  to  the  right. 
Put  the  right  hand  behind  the  left  shoulder  of  the  child.  Grasp 
the  head  between  the  thumb  and  four  fingers  of  the  left  hand, 
and,  in  the   interval  between   two  pains,  turn  the  occiput  for- 
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ward;  at  the  same  time,  with  the  hand  on  the  abdomen,  pressing 
the  shoulder  forward  and  to  the  left.  If  you  can  succeed  in  ro- 
tating the  head  and  the  shoulders,  the  head  will  stay  in  its  new 
position.  If  your  rotation  of  the  shoulders  is  imperfect,  when 
jo  a  take  your  left  hand  away  the  head  will  go  back  into  its 
old  position,  or  nearly  into  it.  If  you  can  easily  rotate  the  head, 
but  there  is  difficulty  in  getting  the  shoulders  round,  and  the 
passages  are  healthy,  hold  the  head  in  its  new  position  and  ap- 
ply forceps.  I  have  repeatedly  by  this  maneuvre  easily  ef- 
fected delivery  with  forceps  in  cases  in  which  prolonged  inef- 
fectual traction  had  been  previously  made. 

Forceps  rotation. — It  has  been  recommended  to  rotate  with 
the  forceps  after  the  instrument  has  grasped  the  head.  Smel- 
lie  quaintly  says  that  it  gave  him  "  great  joy  "  '  when  he  dis- 
covered this  maneuvre.  But  it  is  not  such  good  practice  as  ro- 
tating with  the  hand  ;  for  if  you  try  and  twist  the  head  round 
with  the  forceps,  one  edge  of  the  instrument  is  pressed  strongly 
against  the  head,  and  the  other  raised  off  it.  The  edge  pressed 
in  may  injure  the  scalp  or  skull,  and  the  edge  raised  may  injure 
the  mother. 

It  has  been  objected  to  the  practice  of  rotation  that  the  child's 
neck  may  be  broken  by  it.  It  might,  perhaps,  if  the  shoulders 
were  fixed  and  the  accoucheur  were  resolved  at  ad  hazards  to 
get  the  occiput  forward,  but  it  will  not  be  broken  by  one  careful 
not  to  use  violence.  Very  little  force  is  needed  for  rotation. 
The  shoulders  will,  I  believe,  turn  in  utero  before  the  neck  will 
break.  I  have  never  known  it  happen  or  read  of  its  happen- 
ing, and  I  think  the  objection  is  theoretical,  not  practical.  The 
head  will  turn  through  three-eighths  of  a  circle  without  dislo- 
cation,  and  this  amount  of  rotation  is  enough  for  delivery. 

Uterine  Rupture.  Diagnosis. — The  diagnosis  of  rupture  of 
the  uterus  is  not  difficult.  .The  stoppage  of  pains  ;  the  recession 
of  the  presenting  part ;  the  hemorrhage ;  the  prostration  out  of 
proportion  to  the  hemorrhage,  are  a  combination  of  features  not 
presented  by  anything  else.  The  only  difficulty  is  to  distinguish 
between  complete  and  incomplete  rupture.  The  differential  signs 
are  these:  If  the  rupture  be  incomplete  the  child  will  not  have 
•completely  receded  ;  its  presenting  part  will  be  still  in  the  pelvic 
cavity,  while  the  part  which  was  contained  in  the  body  of  the 
uterus  will  lie  in  a  cavity  formed  by  the  pushing  upward  of  the 
peritoneum  and  be  surrounded  by  effused  blood.  Hence  on 
abdominal  examination  you  feel  the  contracted  uterus,  which 
will  be  of  the  size  of  a  child's  head  or  that  of  a  cricket  ball  (ac- 
cording to  whether  it  contain  the  placenta  or  not),  and  by  the 
side  of  it  a  swelling  formed  by  the  child,  covered  by  stretched 
peritoneum,  the  tension  of  which  will  prevent  the  outline  of  the 
child  from  being  clearly  made  out ;  this  swelling  is  not  mov- 
able.    If  the  rupture  be   complete  the  child's  presenting  part 

1  N.  S.  S.  edition,  vol.  ii.,  p.  339. 
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may  or  may  not  have  completely  receded,  but  part  of  the  child, 
at  least,  will  be  free  in  the  peritoneal  cavity,  where  its  outline 
can  be  felt  with  unusual  distinctness,  and  it  can  easily  be  moved 
about.  The  contracted  uterine  body  will  be  felt  as  well  as  the 
child,  but  may  be  behind  or  at  the  side  or  in  front  of  it.  In  in- 
complete rupture  the  uterine  body  is  above  and  toward  one  side 
of  the  swelling  formed  by  the  child.  You  will  see  that,  while 
in  many  cases  of  complete  rupture  there  is  no  doubt  about  the 
diagnosis,  there  are  a  few  in  which  it  may  be  difficult  to  be  certain 
that  the  rupture  is  complete. 

Subcutaneous  emphysema  of  the  lower  abdomen  has  been  no- 
ticed both  in  incomplete  and  complete  rupture.  It  has  been 
said  to  be  pathognomonic.  There  is  no  need  to  trust  to  it,  if 
it  be. 

Treatment. — This  is  of  two  kinds  :  (1)  prophylactic,  (2)  cura- 
tive. The  all-important  treatment  of  rupture  of  the  uterus  is 
the  prophylactic.  I  can  only  briefly  repeat  here  what  I  have 
more  fully  said  informer  chapters.  When  obstructed  labor  has 
lasted  long,  when  the  uterus  is  in  a  state  of  tonic  contraction, 
and  when  the  ring  of  Bandl  is  felt  high  up,  immediate  delivery 
is  absolutely  necessary.  If  the  head  is  presenting  in  a  favorable 
position,  the  child  alive,  and  the  pelvis  not  so  contracted  as  to 
negative  the  possibility  of  forceps  delivery,  try  to  deliver  with 
forceps,  but  do  not  protract  such  attempts.  If  the  child  be  dead, 
or  if  you  cannot  deliver  quickly  with  forceps,  perforate.  If  the 
child  be  in  a  transverse  position,  do  not  try  to  turn :  decapi- 
tate. If  in  a  breech  position,  use  the  blunt  hook  ;  and  if  with  this 
you  cannot  get  it  down,  perforate  the  abdomen.  At  all  risks  to 
the  child,  deliver  quickly. 

It  has  been  above  stated  that  there  are  certain  cases  in  which 
rupture  of  the  uterus  takes  place  in  easy  labor,  or  even  in  preg- 
nancy. As  we  know  nothing  about  tjie  causes  of  such  ruptures, 
we  cannot  prevent  them.  But  except  these,  which  are  very 
rare,  every  case  of  rupture  of  the  uterus  ought  to  be  prevented : 
rupture  from  obstructed  labor  occurs  either  because  the  pa- 
tient has  not  had  a  competent  medicarattendant  or  has  not  al- 
lowed him  to  treat  her  properly.  It  follows  from  this  that  it  is 
exceptional  for  rupture  of  the  uterus  to  occur  in  we  11- officered 
lying-in  hospitals,  or  in  private  patients  whose  means  enable 
them  to  have  the  best  attendance.  Rupture  of  the  uterus  oc- 
curs among  those  liable  to  be  neglected,  and  usually  in  circum- 
stances unfavorable  to  the  carrying  out  of  the  best  treatment. 

After  rupture  has  occurred  the  treatment  required  has  three 
objects : 

1.  To  extract  the  child  and  placenta. 

2.  To  make  the  rent  and  its  neighborhood  quite  clean. 

3.  Either  (a)  to  close  the  rent  accurately  by  stitching,  or  (b) 
to  provide  for  the  escape  of  discharge  from  it. 
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How  best  to  effect  these  objects  depends  on  the  circumstances 
of  the  case. 

1.  Extraction  of  child  and  placenta. — The  child  may  be  ex- 
tracted either  (a)  through  the  vagina  or  (b)  by  an  opening  in  the 
anterior  abdominal  wall.  Your  choice  depends  on  the  situation 
of  the  child,  (a)  If  its  presenting  part  is  still  in  the  vagina, 
and  only  a  part  of  it  is  in  the  peritoneal  cavity,  or  if  you  think 
the  rupture  incomplete,  deliver  the  child  by  the  vagina.  There 
is  no  advantage  in  making  two  wounds  instead  of  one.  The  ob- 
struction which  led  to  the  rupture  will  prevent  you  from  deliv- 
ering without  lessening  the  bulk  of  the  child,  and,  as  the  child 
is  almost  certainly  dead,  do  this  at  once,  in  the  way  called  for  by 
the  case.  If  the  head  be  presenting,  perforate;  if  the  shoulder, 
decapitate;  if  the  breech,  pull  it  down  with  a  blunt  hook,  and, 
if  necessary,  perforate  the  abdomen  and  afterward  the  head. 
After  delivering  the  child  use  the  cord  as  a  guide  to  the  pla- 
centa ;  and  if  the  placenta  be  outside  the  uterus,  use  the  cord  to 
pull  it  down  gently. 

(b)  If  the  child  has  been  expelled  into  the  abdominal  cavity, 
so  that  you  must  pass  your  hand  through  the  wound  and  hunt 
among  the  bowels  to  get  hold  of  its  foot,  it  is  better  to  open 
the  abdomen.  If  you  deliver  through  the  wound  in  the  genital 
canal  you  may  enlarge  the  wound  and  so  cause  fresh  hemor- 
rhage. You  may  damage  the  viscera  in  searching  for  the  foot, 
and  in  pulling  down  the  child  you  may  pull  down,  and  perhaps 
tear,  coils  of  bowel.  Open  the  abdomen  in  the  same  way  as  for 
Cesarean  section  ;  you  can  then  see  what  you  are  doing.  Grasp 
the  child  by  the  foot  and  extract  it ;  and  then  remove  the  pla- 
centa. 

2.  Cleaning  the  rent. — The  next  tiling  is  to  clean  the  parts. 
Much  blood  has  been  effused  ;  the  wound  surface  and  perito- 
neum have  perhaps  been  smeared  with  vemix  caseosa  or  meco- 
nium. Clean  the  parts  by  liberal  washing  with  clean  water  a 
little  hotter  than  the  temperature  of  the  body — from  100°  to 
104°.  If  the  child  has  been  extracted  by  the  vagina,  wash  the 
parts  with  a  syringe  or  douche  tin.  Move  the  nozzle  of  the 
syringe  throughout  the  whole  length  of  the  rent,  and  pass  it 
through  the  rent  into  the  peritoneum.  Hold  the  perineum 
back  with  the  fingers  while  doing  this,  that  the  fluid,  with  dis- 
lodged clots,  may  have  no  difficulty  in  returning.  To  wash 
thoroughly,  plenty  of  fluid  must  be  used  ;  and  it  is  not  safe  to  use 
any  poisonous  germicide  in  large  quantity.  It  is  essential  also 
that  treatment  should  be  prompt  ;  and  it  is  better  to  wash  the 
parts  immediately  with  plenty  of  plain  water  than  to  wait  to  get 
a  non-poisonous  germicide  or  absolutely  sterilized  water  and  use 
that  in  limited  quantity.  Ordinary  water  from  the  tap  may 
contain  germs  of  disease  ;  but  the  chances  against  it  are  millions 
to  one.  If  you  have  extracted  by  the  abdomen,  wash  out  the 
peritoneum  by  pouring  water  into  it  from  a  jug. 
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3.  Having  made  the  parts  as  clean  as  possible,  now  decide 
either  for  (a)  suture,  (b)  drainage. 

Suture  of  the  rent. — (a)  Suture  is  only  possible  from  the  ab- 
domen. The  peritoneal  margins  of  the  rent  must  be  sewn  to- 
gether accurately  along  the  whole  length  of  the  tear.  If  there 
are  gaps  in  the  stitching  where  the  peritoneal  edges  are  not 
brought  into  apposition,  the  suture  might  as  well  not  have  been 
put  in  at  all.  You  will  see,  therefore,  that  .0  suture  a  ruptured 
uterus  must  always  be  a  tedious  proceeding,  requiring  a  good 
light,  an  expert  assistant,  and  a  skilled  anesthetist.  Hence  it  is 
a  mode  of  treatment  that  can  seldom  be  carried  out  in  the  home 
of  a  poor  patient.  Further,  if  the  rent  be  behind,  extending 
down  toward  or  into  Douglas'  pouch,  suture  will  be  a  difficult 
thing,  even  with  every  advantage.  I  think  that,  as  a  rule,  su- 
ture of  the  rent  is  only  advisable  when  the  patient  is  in  a  hospi- 
tal and  the  tear  on  the,  anterior  surface  of  the  uterus. 

The  sutures  should  be  similar  to  those  employed  in  Cesarean 
section — viz.,  deep  sutures  through  the  peritoneum  and  uterine 
muscle,  not  through  the  decidua,  about  two-thirds  of  an  inch 
apart  ;  and  superficial  sutures  bringing  the  peritoneal  edges  to- 
gether. The  object  of  the  suture  is  to  get  union  of  the  perito- 
neal surfaces,  so  that  the  discharge  from  the  ragged  wound  of 
muscular  and  cellular  tissue  may  be  shut  off  from  the  perito- 
neum. 

The  suturing  will  be  more  easily  done  if  the  patient  is  put  in 
the  raised  pelvis  position.  If  the  patient  is  lying  flat  it  may  be 
possible  to  see  the  uterine  wound  well,  but  it  may  be  found  that 
intestines  bulge  forward  and  have  to  be  held  back,  or  they  may 
be  lying  in  the  wound.  In  the  raised  pelvis  position  the  in- 
testines fall  toward  the  diaphragm,  so  that  the  uterus  can  be  seen. 
If  there  be  no  table  at  hand  which  will  support  the  patient  in 
this  position,  one  can  be  extemporized  by  putting  on  the  bed  a 
chair  resting  on  its  top  rail  and  the  front  of  its  seat,  and  pinning 
a  towel  over  its  legs.  The  patient  is  then  placed  on  the  back 
of  the  chair,  her  knees  being  supported  by  the  towel.  This 
position  gives  a  better  view  of  the  parts  concerned  than  can  be 
got  in  any  other  way. 

Drainage. — (b)  Supposing  that,  either  from  its  position  or 
from  the  circumstances,  you  do  not  think  you  can  accurately  sew 
up  the  peritoneal  wound,  it  is  better  not  to  submit  the  patient  to 
the  prolonged  anesthesia  and  manipulation  of  the  peritoneum 
which  this  delicate  task  involves.  The  next  best  thing  is  to  secure 
drainage.  Use  either  an  india-rubber  drainage  tube  or  iodoform 
gauze.  The  india-rubber  tube  is  the  simpler.  Put  one  end  in 
the  wound,  and  let  the  tube  conduct  the  discharge  outside  the 
body,  either  by  way  of  the  vagina  or  the  abdominal  wound.  It 
is  not  necessary  to  drain  both  ways.  Usually  the  vaginal  route 
will  be  best.     That  way  is  best  which  best  secures  that  the  cav- 
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ity  in  which  the  discharge  is  likely  to  collect  has  the  end  of  the 
drainage  tube  in  it. 

Drainage  by  iodoform  gauze  is  perhaps  better,  but  it  is  more 
difficult  to  apply.  Pack  the  wound  with  a  strip  of  gauze,  not  so 
tightly  as  to  displace  its  margins,  but  sufficiently  to  insure  that 
the  gauze  may  remain  in  contact  with  the  whole  surface  of  the 
wound.  This  done,  bring  the  end  of  the  gauze  by  the  most 
convenient  route,  either  the  vaginal  or  that  by  the  abdominal 
wound,  to  the  surface.  The  threads  of  the  gauze  will,  by  capil- 
lary attraction,  lead  the  discharge  to  the  surface,  and  the  iodo- 
form will,  if  the  wound  has  not  been  already  infected  with  septic 
matter,  prevent  its  getting  infected.  The  gauze  may  be  left  in 
for  a  week  or  even  more. 

Potto1  8 operation. — It  has  been  advised  to  treat  rupture  of  the 
uterus  by  Porro's  operation.  In  rupture  occurring  in  the  body 
of  the  uterus  it  may  be  good  practice  to  amputate  the  uterus  at 
the  cervix.  The  damaged  part  is  thus  got  rid  of,  and  a  healthy 
stump  left  which  can  be  treated  in  a  surgical  way.  But  it  is  not 
such  a  good  practice  as  suturing  the  wound  when  possible.  In  a 
rupture  involving  the  cervix  and  vagina,  if  you  cut  off  the  body 
of  the  uterus  the  wound  in  the  cervix  and  vagina  is  not  closed. 
It  is  left  to  granulate,  and  possibly  infect  the  system.  Porro's 
operation  here  seems  to  me  a  useless  addition  to  the  patient's 
danger.     Its  results  in  sucb  cases  have  not  been  good. 

Conditions  which  influence  the  result. — It  is  not  possible  at 
present  to  demonstrate  by  figures  the  superiority  of  any  particular 
method  of  treating  rupture  of  the  uterus.  For  this  reason  I  have 
often  had  to  use  the  word  "  probably."  The  success  of  treat- 
ment depends  on  many  other  things  besides  the  method  which 
the  operator  has  attempted  to  carry  out:  on  the  surroundings 
among  which  the  patient  is  placed,  the  time  at  which  the  opera- 
tion is  done  (if  postponed  for  several  hours  the  prognosis  is 
worse),  the  condition  of  the  patient,  the  skill  of  the  operator,  the 
after-treatment,  etc.  Hence  statistical  tables  showing  percent- 
ages of  deaths  after  this  or  that  treatment  are  of  no  value  unless 
we  know  more  about  the  cases  compared  than  any  tables  that  1 
tnowof  tell  us.  In  the  foregoing  I  have  described  what  seems 
to  me  the  way  likely  to  give  the  best  results. 

The  mortality  of  cases  without  other  treatment  than  delivery 
]jy  the  vagina  is  about  five  out  of  six.  Only  about  six  or  seven 
per  cent  of  children  survive.  The  modes  of  treatment  I  have 
described  have  lowered  the  mortality,  but  it  is  premature  to  say 
how  much. 

Syllabus  of  Gynecology.  By  J.  W.  Long,  M.D.,  Richmond, 
Va.,  Professor  of  Gynecology  and  Pediatrics  in  the  Medical 
College  of  Virginia  ;  Gynecologist  to  the  College  Hospital  ; 
Consulting  Gvnecologist  to  the  Richmond  City  Dispensary, 
etc.  Pp.133."  Philadelphia:  W.  B.  Saunders/l 895. 
This  Syllabus  is  based  upon  the  American  System  of  Gynecol- 
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ogy  and  was  written  with  a  threefold  object  in  view  :  to  facili- 
tate reference  for  practitioners  ;  to  enable  the  student  to  more 
intelligently  follow  and  utilize  lectures;  to  facilitate  the  taking 
of  notes,  for  which  last  purpose  it  is  interleaved  with  blank 
pages.  The  study  of  the  subject  matter  is  facilitated  by  fig- 
ures on  each  page  of  the  Syllabus  referring  to  the  corresponding 
pages  and  illustrations  in  the  mother  work. 

Syllabus  of  Lectures  on  Human  Embryology  :  An  Introduc- 
tion to  the  Study  of  Obstetrics  and  Gynecology.  For  Medi- 
cal Students  and  Practitioners.  With  a  Glossary  of  Embryo- 
logical  Terms.  By  Walter  Porter  Manton,  M.D.,  Profes- 
sor of  Clinical  Gynecology  and  Lecturer  on  Obstetrics  in  the 
Detroit  College  of  Medicine  ;  Fellow  of  the  Royal  Micro- 
scopical Society,  of  the  British  Zoological  Society,  American 
Microscopical  Society,  etc.,  etc.  Illustrated  with  70  outline 
drawings  and  photo  engravings.  12mo,  cloth,  126  pages, 
interleaved  for  adding  notes  and  other  illustrations.  Phila- 
delphia:  The  F.  A.  Davis  Co. 

This  little  work  gives  an  outline  of  the  essential  facts  in  hu- 
man embryology  arranged  for  use  in  the  class  room  and  labora- 
tory, interleaved  blank  pages  giving  space  for  the  addition  of 
notes.  It  is  illustrated  by  many  outline  drawings  with  space 
about  them  so  that  the  student  can  himself  write  down  the 
names  of  the  parts. 

The  subject  matter  is  carried  well  up  to  date ;  the  arrange- 
ment is  that  followed  by  the  author  in  his  lectures,  and,  begin- 
ning with  an  introductory  chapter  on  the  propagation  of  species 
and  sexual  development,  takes  up  in  succession  the  anatomy  of 
the  female  organs  of  generation,  spermatogenesis,  oogenesis, 
general  development  of  the  embryo,  the  uterine  and  fetal  mem- 
branes, the  placenta  and  utero  placental  circulation,  the  develop- 
ment of  special  organs  and  parts,  general  consideration  of  the 
child  at  birth,  changes  in  the  maternal  organism  incident  to 
pregnancy,  and  directions  for  practical  work,  finishing  with  a 
glossary  of  embryological  terms. 
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L  Gottschalk:  Sarcoma  of  the  Chorionic  Villi  (Arch. 
f.  Gyn.%  xlvi.,  Heft  1). — The  author's  case  of  sarcoma  of  the 
chorionic  villi  has  been  described  by  him  at  Berlin  and  Bres- 
lau.  In  the  present  paper  further  details  are  given,  accom- 
panied by  four  plates.  The  clinical  picture  is  absolutely  iden- 
tical with  that  of  sarcoma  uteri  deciduo-cellulare  first  described 
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by  Sanger  in  volume  xliv.  of  the  same  journal.  Gottschalk's 
pathological  examinations  show  that  in  his  case  a  malignant 
large  cell  new  formation  of  the  placental  villi  is  present,  which 
affects  the  stroma  and  epithelium  ;  that  this  is  very  rapidly  fol- 
lowed by  metastases,  exclusively  by  way  of  the  blood  current ; 
that  the  metastases  correspond  histogenetically  with  the  primary 
tumor,  and  like  it  are  composed  of  malignantly  altered  villi. 
The  cases  of  destructive  placental  polypi  cannot  be  grouped 
with  Gottschalk's  case.  They  are  closely  related  to  the  cases  of 
interstitial  destructive  hydatidiform  mole  which,  like  the  former, 
are  to  be  included  among  the  anatomically  benign  tumors.  All 
cases  of  malignant  new  formation  of  myxoma  chorii  find,  ac- 
cording to  Gottschalk,  the  same  genetic  explanation  :  they 
result  from  immigrated  cells  of  placental  villi  in  a  state  of  par- 
tial myxomatous  degeneration  ;  they  differ  in  the  structure  of 
their  elements,  according  as  the  villous  epithelium  is  implicated 
or  not.  In  the  former  case  the  malignant  new  formation  again 
consists  of  partially  myxomatous  villi  (sarcoma  chorii  myxoma- 
todes).  But  if  the  tumor  develops  solely  from  the  cells  of  the 
villous  stroma,  then  it  consists  wholly  or  partly  of  larger  or 
smaller  round  or  spindle  cells  which  resemble  decidua  cells,  and 
lacks  the  structure  of  the  villi.  All  previously  known  forms  of 
malignant  fetal  development  of  such  tumors  may  be  traced  to 
an  original  myxomatous  disease  of  the  chorion  during  the  life  of 
the  ovum.  Gottschalk  thinks  that  no  mole  had  formed  pre- 
vious to  the  tumor.  The  latter  arises  probably  after  the  expul- 
sion of  the  non-myxomatous  ovum  from  retained  unaltered  pla- 
cental villi. 

In  the  plumpness  of  the  villous  structure,  and  in  the  giant 
nuclei  of  the  villous  epithelium  which  are  overfilled  with 
chromatin  substance,  Gottschalk  thinks  he  has  found  positive 
anatomical  signs  of  the  malignancy  of  the  villous  tissue.  Fur- 
thermore, he  has  been  able  to  prove  that,  in  all  malignant  new 
formations  after  myxoma  of  the  chorion,  moles  of  uncommon 
size  had  developed.  In  similar  cases,  therefore,  especial  atten- 
tion should  be  devoted  to  the  placental  site. 

Gottschalk  devotes  a  separate  chapter  to  the  pathogenesis  of 
the  tumor  observed  by  him,  and  expresses  his  views  as  to  the 
etiology  of  the  tumors  in  general.  The  villous  sarcoma  chorii  is 
absolutely  non-vascular.  It  is  nourished  by  osmosis  from  the 
maternal  venous  blood  into  which  it  dips.  This  one-sided  and 
exclusive  nutrition  with  venous  blood  is  the  cause,  though  per- 
haps only  a  mediate  one,  of  the  malignant  transformation  of  the 
placental  villus.  In  the  cellular  elements  or  in  the  nuclein  of 
the  cell  nuclei  of  the  tissue  there  must  be  an  accumulation  of 
substances  having  a  chemically  toxic  effect,  and  these  must  be 
the  fundamental  cause  of  a  malignant  transformation.        i.  r. 

2.    Pavick    (Lyons)  :    A    Case    of    Malignant    Deciduoma 
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with  Numerous  Metastases  {Province  med.,  1894,  No.  2). 
— The  patient,  a  widow,  had  never  had  children  or  abortions. 
Thirteen  years  ago  profuse  Menorrhagias  began,  which  gradually 
changed  into  exhausting  metrorrhagias.  Nine  years  ago  was 
subjected  to  intrauterine  treatment  with  success.  Six  months 
ago  was  admitted  to  the  hospital,  and  transferred  to  the  ward 
of  the  author  three  weeks  ago.  The  patient  then  showed  ad- 
vanced cachexia,  anorexia,  frequent  vomiting,  and  an  abdominal 
tumor.  The  latter  projected  from  the  lesser  pelvis,  was  im- 
movable, about  the  shape  of  the  enlarged  uterus,  and  on  the 
anterior  abdominal  wall  and  deep  in  the  pelvis  tuberosities 
could  be  felt.  On  the  strength  of  the  latter  and  the  slow  course 
the  diagnosis  was  malignant  degeneration  of  a  myoma.  The 
patient  died  under  increasing  cachexia,  and  the  autopsy  con- 
firmed the  diagnosis  of  uterine  tumor ;  but  even  on  inspection  it 
could  be  seen  to  contain  different  tissues.  The  upper  portion 
consisted  of  firm  tissue  whose  cut  surface  was  granular,  glisten- 
mg  like  myoma  tissue,  not  friable,  but  less  firm  than  normal 
uterine  tissue.  The  rest  of  the  tumor  had  a  cystic  structure. 
The  microscopical  examination  of  the  latter  part  showed  the 
same  adenomatous  structure  as  in  mucous  polypi  of  the  uterus. 
The  former  tissue  was  composed  of  a  finely  fibrous  network 
containing  very  large  cells  with  protoplasmic  processes  and  one 
or  two  nuclei — thus  exactly  similar  to  decidua  cells.  The  same 
tissue  was  found  in  the  metastatic  nodules  which  were  present 
in  other  organs,  such  as  the  lungs,  liver,  heart,  and  peritoneum. 
The  author  therefore  considered  the  tumor  to  be  a  malignant 
deciduoma,  and  assumes  that  the  patient  had  originally  suffered 
from  a  benign  adenoma ;  had  conceived  nevertheless,  but  had 
aborted  ;  that  the  abortion  had  remained  unnoticed  on  account 
of  the  existing  menorrhagias ;  and  that  the  deciduoma  had  de- 
veloped from  the  remains  of  the  retained  decidua.  The  dia- 
gnosis was  confirmed  by  Fochier  and  Bard,  who  were  present  at 
the  meeting  where  the  specimens  were  submitted.  i.  f. 

3.  Jacobs  :  Vaginal  Hysterectomy  after  Ventrofixation 
of  the  Uterus  (PoUclinique,  1893,  No.  24).— The  author  did 
a  vaginal  hysterectomy  for  bilateral  disease  of  the  adnexa  in  a 
woman  who  had  previously  undergone  amputation  of  the  cervix, 
ventrofixation,  and  nephropexy.  The  operation  was  difficult  on 
account  of  a  pedicle,  six  centimetres  in  length,  which  united  the 
uterus  with  the  abdominal  wall.  This  pedicle  was  left  behind. 
One  week  later  distinct  symptoms  of  ileus  supervened.  Celi- 
otomy ;  the  old  pedicle,  which  had  formed  adhesions  with  the 
intestinal  loops,  was  extirpated.  The  patient  died  on  the  follow- 
ing day. 

In  another  case  ventrofixation  with  denudation  of  the  uterus 
(dropped  sutures)  had  been  performed  five  months  previously. 
Palpation  showed  that  the  uterus   was  in  correct  position  and 
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that  a  cord  existed  between  the  uterus  and  the  abdominal  wall. 
Bilateral  suppurative  disease  of  the  adnexa  necessitated  castra- 
tion. Profiting  by  his  former  experience,  the  author  began  the 
vaginal  hysterectomy,  then  performed  celiotomy,  separated  the 
adhesion  between  uterus  and  abdominal  wall,  closed  the  wound, 
and  then  completed  the  vaginal  operation.  The  dreaded  adhe- 
sions were  thus  prevented,  and  complete  recovery  ensued. 

I.    F. 

4.  Eustache,  G.:  False  Pregnancy  (JVouv.  Arch.  oVObst.  et  de 
Gyn.,  November,  1891). — The  physician  is  sometimes  summoned 
to  a  patient  who  states  that  she  is  pregnant,  either  because  it  is 
her  intention  to  deceive  {simulated pregnancy)  or  because  she  is 
self-deceived  {imaginary  pregnancy). 

1.  Simulated  pregnancy. — Medico-legal  records  offer  many 
interesting  examples  of  this  deception.  A  woman  may  simulate 
pregnancy  in  order  to  secure  a  heritage,  a  donation,  or  a  condi- 
tional legacy,  to  receive  assistance  or  an  indemnity,  to  avert  a 
legal  sentence,  excuse  guilt,  or  to  pave  the  way  for  a  substitution 
of  infants,  etc.  The  methods  employed  are  nearly  always  the 
same  in  every  case.  The  woman  asserts  that  she  is  pregnant 
and  gives  the  necessary  data  ;  an  examination  will  usually  settle 
the  question.  Pregnancy  can  be  simulated  in  the  first  four 
months  only. 

2.  False  pregnancy. — This  may  be  subdivided  into  two  va- 
rieties, according  to  whether  there  is  an  absolute  delusion  or 
whether  there  is  apparent  ground  for  the  delusion.  The  former 
is  a  species  of  mania  not  infrequently  met  with  in  the  insane, 
and  sometimes  in  patients  whose  desire  for  offspring  amounts  to 
a  monomania.  Here,  again,  a  careful  examination  will  disprove 
the  existence  of  the  gravid  state.  In  another  class  of  cases, 
however,  many  of  the  signs  of  pregnancy  are  present,  and  an 
error  in  diagnosis  is  easily  committed.  Amenorrhea  may  be 
due  to  a  variety  of  causes,  among  others  to  recent  marriage  and 
to  the  menopause.  In  the  former  case  the  suspension  of  the 
function  will  be  merely  temporary,  although  it  may  continue  for 
several  months.  In  the  latter  other  apparent  signs  of  pregnancy 
may  be  present  and  cloud  the  diagnosis  ;  nervous  troubles  appear, 
the  breasts  become  sensitive,  the  abdomen  increases  in  size  from 
a  deposit  of  fat  in  its  walls  or  in  the  mesentery,  or  from  intes- 
tinal distention  by  gases.  Intestinal  spasms  may  be  mistaken 
for  fetal  movements.  ]ji  the  earlier  stages  the  physician  may 
have  some  difficulty  in  forming  a  correct  decision,  but  after  a  few 
months  a  careful  examination  will  dissipate  all  doubts.  The 
patient  being  placed  in  the  dorsal  position,  he  can  easily  ascer- 
tain the  fatty  condition  of  the  abdominal  walls.  The  sinking- 
in  of  the  umbilicus,  the  resonance  on  percussion  ;  auscultation 
will  give  only  intestinal  rumblings,  and  digital  examination  will 
show  a  small,  hard,  and  movable  uterus.     In  how  many  cases  the 
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administration  of  a  purgative  lias  caused  the  disappearance  of 
supposed  pregnancy,  the  physician  only  can  tell! 

As  regards  the  abdominal  tumor,  the  doctor  himself  is  fre- 
quently misled.  The  specialty  practised  is  often  the  cause  of 
error :  a  surgeon  occupied  daily  with  surgical  cases  will  often 
make  but  a  superficial  examination,  omit  auscultation,  and  de- 
cide offhand  that  the  tumor  should  be  at  once  removed,  the 
tumor  being  a  gravid  uterus.  An  obstetrician,  whose  thoughts 
and  practice  run  in  entirely  different  channels,  runs  the  risk  of 
making  the  opposite  mistake  of  diagnosing  pregnancy  in  cases 
where  immediate  intervention  is  needed. 

The  traditions  of  the  clinic  room  of  even  our  great  physicians 
reveal  a  sufficient  number  of  errors  to  put  us  all  on  our  guard. 

Last  year  a  woman  consulted  Eustaehe  in  reference  to  a  lapa- 
ratomy  for  uterine  fibroma  which  she  was  to  undergo  the  next 
clay  ;  a  few  days  later  she  was  delivered  of  a  child  at  term.  In 
a  large  surgical  clinic  three  patients  were  operated  upon  simul- 
taneously for  fibromata,  whose  abdomens  were  at  once  closed 
again  upon  a  recognition  of  their  condition,  and  who  were  later 
delivered  of  children.  On  the  other  hand,  the  obstetrician  may 
and  sometimes  does  mistake  a  fibromatous  tumor  for  a  case  of 
pregnancy. 

Abdominal,  uterine,  ovarian,  renal,  mesenteric  tumors,  etc., 
may  all  be  mistaken  for  a  gravid  uterus,  because  of  the  increased 
size  of  the  abdomen  and  the  general  disturbances  which  they 
cause.  A  rigid  examination  alone  will  preserve  the  physician 
from  error.  Palpation  and  percussion  will  reveal  the  situation 
of  the  mass,  its  consistence,  sonorousness  or  dulness,  and  will 
determine  the  differential  diagnosis  of  tympanites,  ascites,  and 
physometra.  Solid  tumors  will  be  recognized  by  their  hardness 
and  absence  of  peristaltic  motion.  Cystic  tumors  will  give  a 
distinct  sense  of  fluctuation,  but  it  is  true  that  pregnancy  com- 
plicated by  hydramnion  will  give  the  same. 

In  the  few  cases  where  a  vaginal  examination  does  not  decide 
the  diagnosis,  abdominal  auscultation  may  be  of  value.  In 
cases  of  extrauterine  pregnancy,  when  the  objective  symptoms 
are  absent,  the  presence  of  the  fetal  heart  sounds  will  of  course 
determine  the  condition.  This  is  also  the  case  where  abdominal 
tumors  coexist  with  pregnancy.  Yet  even  here  error  may  be 
possible,  the  arterial  pulsation  of  the  mother  under  the  effect  of 
emotion  or  of  febrile  excitement  having  been  known  to  be  so 
rapid  as  to  be  mistaken  for  the  fetal  heart  sounds.  a.  r.  s. 
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It  has  recently  fallen  to  my  lot  to  have  to  deal  with  a  ureter 
severed  during  the  removal  of  a  large  abdominal  tumor,  and 
the  interest  awakened  by  that  case  has  led  me  to  consider,  more 
particularly  than  I  had  hitherto,  the  various  necessities  and 
possibilities  of  such  a  circumstance  and  to  review  somewhat 
the  work  of  others  in  that  direction. 

It  is  with  the  hope  of  developing  a  like  interest  in,  and  a  thor- 
ough study  of,  this  comparatively  untrodden  ground  that  I  have 
ventured  to  string  together  a  few  notes  to  serve  as  a  basis  for 
discussion  this  evening. 

It  happens  now  and  then,  in  the  course  of  our  surgical  work 

1  Read  before  the  New  York  Obstetrical  Society,  February  5th,  1895. 
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in  the  lower  abdomen,  that  we  are  obliged  either  to  open  a  ure- 
ter, say  for  the  removal  of  a  stone,  that  we  wound  a  ureter,  that 
we  excise  a  portion  of  its  circumference  transversely  or  longi- 
tudinally, or,  again,  that  we  sever  it ;  and  I  propose  to  run  over 
these  various  occurrences,  to  present  different  modes  of  treat- 
ment which  have  been  advocated,  and  to  comment  upon  them, 
I  trust  for  your  pleasure  and  possibly  for  our  common  benefit. 

The  removal  of  a  stone  from  the  ureter  can  be  accomplished 
by  a  longitudinal  incision  in  the  large  majority  of  cases  ;  the 
calculus  may  be  high  up  near  the  pelvis  of  the  kidney,  when  it 
is  best  worked  upon  by  crowding  it  into  the  pelvis  of  the  kid- 
ney, thus  to  have  better  access  to  it  by  the  lumbar  incision  ;  or  a 
stone  may  be  so  far  below  the  brim  of  the  bony  pelvis  that  it  can 
best  be  crowded  to  the  bladder,  to  be  removed  by  that  route,  or 
through  the  vagina,  or  through  the  rectum  ;  but,  found  at  some 
distance  below  the  kidney,  and  distant  also  from  the  neighbor- 
hood of  the  above-mentioned  parts,  it  may  also  safely  be  ex- 
tracted by  the  extraperitoneal  incision. 

The  following  cases  are  of  interest  as  illustrating  this  point : 
In  the  British  Medical  Journal  for  1890  Mr.  G.  Twyuam  re- 
ports the  case  of  a  child  of  8  which  had  suffered  from  abdomi- 
nal pain  and  hematuria  for  a  period  of  sixteen  months.  Failing 
to  arrive  at  a  satisfactory  diagnosis  by  the  usual  means,  he  ex- 
plored the  kidneys  and  the  ureters  through  an  incision  in  the 
left  linea  semilunaris.  He  discovered  a  calculus  iu  the  right 
ureter  at  a  distance  of  two  inches  from  the  bladder.  He  re- 
closed  the  wound  and  it  healed  well.  Three  weeks  later  he  ope- 
rated for  the  removal  of  the  stone  through  an  incision  similar 
to  that  made  for  tying  the  common  iliac  artery.  The  ureter 
was  isolated  with  difficulty,  bnt  the  stone  was  extracted  with 
forceps  through  a  linear  incision.  He  stitched  the  ureter  with 
fine  silk  and  introduced  a  drainage  tube  to  the  bottom  of  the 
cavity.  For  three  days  the  urine  drained  freely  from  the  wound, 
but  ceased  altogether  on  the  fifth  ;  the  wound  healed  and  the 
boy  made  a  perfect  recovery. 

The  second  case  is  that  of  Mr.  Arbuthnot  Lane,  published  in 
the  Lancet  of  1890.  In  this  one  a  calculus  had  been  impacted 
in  the  ureter  for  twenty  years  ;  it  was  also  detected  by  the  linger 
passed  into  the  abdominal  cavity  through  an  incision  in  the  left 
linea  semilunaris.  It  was  found  below  the  crest  of  the  ilium, 
but  was  forced  up  and  was  removed  by  a  small  incision  in  the 
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™le      The  aperture  in  the  ureter  was  stitched  up  with  a  fine 
continuous  silk  suture,  and  the  wound  healed  rapidly 

followed  w I"      t!,eSe,  """  U"doubte%  P™e  ft*  the  method 

,    mately  un,  e   Fenger,  in  the  Transactions  of  the  American  Sur 

gical  Association,  1894,  quotes  three  such  cases  from Turner! 

which  no  sutures  were  used),  and  the  result  is  all  Z  mofe    er- 

n  to  prove  satisfactory  if  the  wound  is  kept  aseptic  and  if  pe" 

feet  clrainage  ,  inamtained,  as  it  can  he  in  this  location  as  long 

Now,  in  view  of  our  present  status  in  aseptic  surgery,  I  be- 
hereto*  we  may  operate  for  the  removal  of  a  calculus  from 

we  ha™  theZ,  "  Safelj  bI  ^  '""Peritonea  incision,  one" 
we  have  tie  abdomen  opened;  then  either  to  unite  the  edges  of 
the  wound  m  the  ureter  by  a  continuous  suture  and  unite  the 
peritoneum  over  it  as  well,  or  that  we  may  incise  the" 
hrough  and  through  and  treat  it  by  the  modern  surgical  met  od 

tide^H    ,°^rn7ltten  "P°"  "le  Sab-ieot'  bat  I  tin  feel  con 
fident  that  it  w,ll  be  accomplished  with  safety  equal  to  that  bv 

Thi  TtrTf  meth°d* aUd  Ce,'tain1^  W"b  ^g"eater fac  S 
This  method  of  operating  for  stone  is  said  to  have  been  prac- 
toed  twice,  and  one  of  the  cases  is  reported  as  "  successful"  as 
regards  suturing  only,  the  other  as  regards  life.     C U Wworth 
per  ormedlaparatemyand  found  the  right  ureter  dilated  flea] 
cuius  was  found  immediately  above  the  bladder;  be  cut  into  the 
ureter,  removed  the  stone,  and  this  was  followed  by  a  fr  e  es 
eape  of  pus;  he  stitched  up  the  ureter  with  interrupted  silk 
;,?  *°t  P'aCed  a  g,aSS  draia  in  tbe  ""dome..    H  wev  r 

tha  tir8"        'T**  "  ^  bmrs'  but  it  ™s  found 
that  the  sutures  in  the  ureter  had  held  well 

This  case  certainly  does  not  hold  out  an  encouraging  prospect 
all  he  more  as  it  is  a  recognized  fact  that  in  cases"  Fn  which 
we  have  a  partially  obstructed  ureter  we  are  pretty  sure  of  find 
mg  ,t  markedly  diseased  and  the  kidney  holding  hffeTng  ffiate" 
rial  with  which  we  are  liable  to  poison  our  ureter  woundTd  the" 
pentoneum.  In  spite  of  these  adverse  elements,  however  I 
hould  .  dl  advocate  attacking  the  stone  by  this  route,  especially 
f  it  has  been  discovered  after  opening  the  abdomen,  as  we  have 
seen  in  the  cases  quoted,  that  laparatomy  has  been  a  prime  neces- 
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sity  for  the  very  purpose  of  diagnosis  even.  What  with  our  in- 
formation already  acquired  that  we  shall  probably  have  to  deal 
with  pus;  with  our  ability  to  protect  our  field  fully  ;  what  with 
our  means  of  disinfection  (peroxide  of  hydrogen,  flushing,  etc.), 
our  opportunity  of  covering  the  ureteral  wound  with  perito- 
neum, and  having  a  free  channel  for  drainage  through  the 
cleared  ureter,  I  cannot  but  think  that  we  may  fairly  count  upon 
a  successful  termination  if  we  carry  out  this  plan. 

The  second  case  which  has  been  mentioned  by  Fenger  as  one 
of  transperitoneal  incision  is,  I  think,  erroneously  quoted  as  such. 
It  is,  in  fact,  the  very  case,  that  of  Arbuthnot  Lane,  mentioned  a 
moment  since  as  a  sample  of  extraperitoneal  removal. 

The  exact  reading  of  the  original  report  is :  "  Consequently 
on  July  5th  the  abdomen  was  opened  along  the  left  linea  semi- 
lunaris, and  in  the  portion  of  the  ureter  which  had  not  been 
explored  at  the  previous  operation  a  small  stone  was  felt.  This 
was  forced  upward  along  the  ureter  to  the  crest  of  the  ilium,  and 
by  means  of  a  small  incision  in  the  side  the  ureter  was  exposed 
and  the  stone  removed.  The  aperture  in  the  ureter  was  sewn  up 
by  means  of  a  tine  continuous  silk  suture.  The  wounds  healed 
very  rapidly,  no  leakage  taking  place  from  the  ureter."  It  is 
evident  that  Dr.  Fenger  has  interpreted  this  to  mean  in  the  side 
of  the  ureter  instead  of  in  the  side  of  the  body,  but,  as  the  ure- 
ter was  exposed  by  means  of  a  small  incision  in  the  side,  there 
can  really  be  no  misunderstanding.  Furthermore,  it  is  said  the 
wounds  healed  rapidly  ;  evidently  there  were  two,  and,  as  there 
is  no  mention  of  drainage,  I  think  there  can  be  no  question 
about  the  incision  being  extraperitoneal. 

So  that  we  have  but  one  case  reported  in  which  the  transperi- 
toneal method  has  been  resorted  to. 

Union  of  such  an  incision  within  the  abdominal  cavity  should 
be  made  sure  with  a  continuous  fine  silk  suture;  or  one  may  even 
trust  a  catgut  suture  which  has  been  chromicized,  for  greater 
durability.  The  line  of  union  is  then  to  be  covered  by  the 
neighboring  peritoneum  nicely  stitched  over  it. 

If  the  edges  of  such  an  incision  are  not  perfectly  adapted, 
after  removal  of  a  stone,  for  nice  coaptation,  they  should  be  re- 
trimmed  so  that  there  shall  be  no  question  possible  of  complete 
and  perfect  closure. 

Should  the  line  be  a  long  one,  say  over  an  inch,  it  is  well  not 
to  make  the  suture  all  of  one  continuous  stitch,  but  make  it  fast 
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here  and  there  in  its  course,  either  by  knot  or  by  a  half-turn  now 
and  then  under  the  loops. 

Should  a  wound  which  we  have  intended  to  maintain  in  its 
linear  integrity  become  misshapen,  it  may  chance  that  we  shall 
have  to  choose  some  other  mode  of  treatment ;  still,  if  the  ureter 
at  such  a  site  has  enclosed  a  stone,  its  calibre  will  of  a  surety  be 
sufficiently  ample  not  to  threaten  a  stenosis. 

Now,  should  we  chance  to  wounda.  ureter  transversely — which, 
in  view  of  Cabot's  studies  of  the  anatomical  relations  of  the  ure- 
ter to  the  peritoneum,  we  may  see  we  are  constantly  exposed  to, 
if  we  have  the  latter  at  all  stripped  up — the  question  is  immedi- 
ately presented  :  shall  we  seek  to  treat  this  by  direct  stitching  of 
the  edges  as  they  lie,  or  shall  we  seek  to  make  the  partial  trans- 
verse incision  into  a  longitudinal  one  ?     This  is  a  point  which,  I 
think,  has  not  had  a  very  full  discussion,  though  Van  Hook  has 
considered  it,  and  which  is  very  difficult  of  settlement  on  paper; 
but  it  is  one  which  every  operator  should  have  in  mind,  to  keep 
the  different  possibilities  clearly  before  him,  ready  to  decide 
quickly  in  any  given  emergency.     Any  choice  of  method  will 
clearly  have  to  depend  upon   the  extent  of  the  injury  :  if  it 
amounts  to  a  prick  point  only,  of  course  it  will  be  met  by  one 
suture  across  the  ureter  and  a  covering  of  peritoneum;  if  it  is 
a  wound  that  gapes  slightly  it  may  still  be  held  by  one  or  two 
sutures  across  the  ureter  and  a  covering  of  peritoneum.     A  trifle 
more  gaping,  however,  will  undoubtedly  call  for  the  transforma- 
tion of  the  transverse  shape  into  a  longitudinal  slit ;  this  latter 
to  be  stitched  as  we  have  indicated  above,  unless,  indeed,  by  so 
doing  we  risk  bringing  one  wall  of  the  ureter — that  stitched — in 
contact  with  the  back  wall.     Anything  threatening  to  be  a  ste- 
nosis should  be  avoided  at  all  hazards,  and  such  a  wound  would 
then  have  to  be  cared  for  either  by  a  method  devised  by  Fenger, 
of  Chicago,  in  treating  a  stricture,  that  of  doubling  one  half  of 
the  fistula  upon  the  other  half  and  then   stitching  about   the 
edges  ;  or  by  the  method  of  completely  severing  the  ureter  and 
adopting  the  anastomosis  method,  which,  I  am  inclined  to  think, 
is  decidedly  the  better  of  the  two;  or,  again,  by  implantation 
into  the  bladder. 

The  same  rule  will  hold  if  we  inadvertently  excise  a  portion 
of  the  circumference  of  the  ureter,  transversely  or  iongitudi 
nally.  Coaptation  of  the  edges  under  such  circumstances  would 
nust  positively  constrict  the  canal,  which  one  is  not  to  counte- 
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nance  for  a  moment.  One  may  here  also  resort  to  the  expedi- 
ent of  doubling  one  half  of  the  opening  upon  the  other  half  and 
suturing  the  edges,  or  one  may  think  well  of  dividing  the  ure- 
ter completely,  as  indicated  above,  to  anastomose  or  to  implant, 
according  to  the  point  of  the  injury. 

We  come  now  to  consider  the  question  of  treatment  of  com- 
plete division  of  the  ureter  in  its  several  portions.  The  ureter 
has  been  purposely  cut  in  its  upper  portion  near  the  pelvis  of 
the  kidney  to  get  below  a  stricture,  and,  after  full  two  centime- 
tres of  its  length  have  been  resected  and  the  cut  end  split  open, 
it  has  been  stitched  into  the  pelvis,  thus  establishing  a  good  con- 
tinuity. This  you  will  doubtless  recognize  as  the  great  achieve- 
ment of  Kiister  on  a  boy  of  13  years  of  age.1  This  had  been 
suggested  for  the  same  individual  by  Braun,  of  Marburg,  two 
years  before,  but  as  the  case  came  later  under  K  lister's  care  it 
was  his  privilege  to  put  the  idea  into  execution.  A  fistula  re- 
mained, but  it  was  closed  five  months  later,  and  within  a  year  the 
boy  was  seen  and  presented  a  good  condition  but  for  a  lumbar 
hernia. 

Another  instance  of  intentional  section  is  mentioned  by  Dr. 
Baldy  in  the  American  Gynecological  and  Obstetrical  Journal, 
November,  1894,  who  says  that,  witnessing  Dr.  Penrose  operate 
for  removal  of  a  cancerous  uterus,  the  ureter  being  involved  in 
the  cancerous  mass  and  the  dissection  being  difficult,  further- 
more the  walls  of  the  ureter  being  infiltrated,  he  counselled  that 
the  ureter  be  severed  beyond  the  limit  of  the  disease  and  later 
be  implanted  into  the  bladder. 

Dr.  Polk  also,  in  the  Medical  Record,  January  5th,  1895,  in 
mentioning  a  case  of  congenital  absence  of  one  kidney,  said: 
fortunately  the  anomaly  was  discovered  before  he  took  out  a 
piece  of  the  ureter  of  the  only  kidney,  which  he  was  about  to  do 
in  an  operation  upon  the  uterus. 

References  to  this  occurrence  as  an  accident  are  not  very 
numerous,  yet  there  are  a  number  on  record,  as  quoted  in  the 
"  Cyclopedia  of  Obstetrics  and  Gynecology,"  vol.  vi.,  namely, 
by  Yon  Nussbaum,  Hegar,  and  Miiller,  and  a  few  others,  and,  in 
addition,  those  of  more  recent  date  by  Schopf,  Gushing,  Kelly, 
and  Krug.  My  own,  reported  herewith,  completes,  I  believe, 
the  list  up  to  date. 

1  Reported  in  Archiv  fi'ir  kliuische  Chirurgie,  vol.  xliv.,  1892,  p  850. 
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The  question  of  properly  meeting  such  a  condition  has  only 
lately  been  brought  to  its  best  development.  Some  of  the  text 
books  of  even  recent  issue  make  no  mention  at  all  of  such  a 
possibility.  Others  still  advocate  the  older  methods — namely, 
nephrectomy  and  carrying  the  ureter  to  the  outer  world  or  to 
the  rectum — or  they  fail  to  lay  sufficient  stress  upon  the  best 
methods  which  may  be  adopted  with  a  fair  promise  of  success — 
namely,  the  anastomosis  and  bladder  implantation.  So  also,  in 
a  recent  German  study,  Hermann  Thomson,  of  Odessa,  in  Zeil- 
schrift  fiXr  Geburtshulfe  und  Gynakoloyie,  Stuttgart,  1893,  sum- 
marizes the  possibilities  up  to  that  time  : 

1.  Direct  union  of  a  severed  ureter  is  generally  not  to  be 
attempted. 

2.  The  only  surety  for  a  primary  union  depends  upon  the 
stitching  being  made  upon  a  catheter ;  and  even  this  is  not  to 
bd  attempted,  on  account  of  the  almost  certain  stenosis  of  the 
ureter. 

3.  The  implantation  of  the  ureter  into  the  bladder  or  into 
the  rectum  is  also  not  to  be  recommended  as  a  means  of  cure. 

4.  We  may  count  upon  a  complete  cure  after  lesion  of  the 
ureter  only  by  performing  a  nephrectomy,  immediate  or  medi- 
ate. 

The  fact  is,  there  have  been  as  yet  so  few  opportunities  for 
the  thorough  testing  and  weighing  the  merits  of  these  various 
methods  of  getting  out  of  a  serious  difficulty  that  each  operator 
has  mostly  been  obliged  to  call  upon  his  own  resources  on  the 
spur  of  the  moment.  But  still  I  think  there  is  a  sufficient 
amount  of  literature  to  furnish  us  some  very  clear  indications 
for  a  uniform  course  of  action,  and  it  is  on  these  premises  that  I 
propose  to  base  a  few  arguments. 

The  very  operation  which  this  author  commends  as  the  most 
desirable  in  the  end  to  obviate  serious  difficulty  is  the  one  which, 
I  believe,  the  most  of  us  will  wish  to  avoid  if  other  simpler 
means  offer  any  fair  promise  of  restoration  to  health. 

The  easiest  plan  of  all  to  follow  in  case  of  such  a  lesion  pre- 
senting, after  that  which  has  also  been  recommended  of  tying 
both  ends  of  the  ureter  and  dropping  them  back  into  the  cavity 
(Guyon),  is  that  which  has  been  generally  advocated — tying  the 
distal  extremity  of  the  ureter  and  making  the  proximal  end  fast 
in  the  abdominal  wound,  in  the  loin,  in  the  bladder,  or,  after 
the  manner  of  Novaro,  in  the  rectum  or  in  a  loop  of  intestine  ; 
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but  we   immediately  see   how  objectionable   several   of  these 
methods  are. 

Attempts  have  also  been  made  to  establish  a  continuous  chan- 
nel between  two  ends  of  a  ureter  which  had  been  implanted 
into  the  abdominal  wound,  but  these  offered  no  promise  of  suc- 
cess ;  either  the  distal  extremity  atrophied  and  became  useless, 
or  it  was  found  that  no  tissue  which  could  be  utilized  to  connect 
the  two  could  serve  as  a  carrier  of  urine,  neither  the  surface  of 
the  bowel,  the  peritoneal  surface  back  of  the  abdominal  wall, 
nor  the  skin  on  its  anterior  aspect. 

The  ill  results  attending  the  implantation  into  the  rectum  were 
also  quickly  manifest,  for  it  was  repeatedly  found  that  the  ure- 
ter and  the  pelvis  of  the  kidney  became  greatly  distended — in 
short,  that  hydronephrosis  set  in  early.  This  was  attributed  to 
a  partial  stenosis  at  the  site  of  implantation,  which  seems  to  be 
an  almost  insuperable  difficulty,  though  there  are  some  cases  on 
record  which,  witli  time  elapsing,  seem  not  to  have  suffered  any 
injury  (Chaput).  This  effect  seems  to  be  due  to  the  muscular 
fibres  of  the  bowel,  which  apparently  are  constantly  urged  into 
activity  by  the  presence  of  the  ureter. 

Another  objection  to  this  mode  of  implantation  is  the  uncer- 
tainty of  the  point  of  lesion.  Should  it  be  high  up  in  the 
abdomen,  the  kidney  extremity  cannot  be  brought  to  the  top  of 
the  rectum  without  subjecting  it  to  an  unwarrantable  amount  of 
stretching  which  would  be  fatal  to  a  secure  union  and  would 
also  produce  a  diminished  calibre  of  the  duct. 

With  such  a  difficulty  presenting,  the  end  of  the  ureter  has 
been  implanted  in  the  small  intestine ;  but  here  we  offer  the 
objection  that  the  small  intestine  is  too  movable  to  promise  a 
firm  healing,  that  we  expose  the  ureter  to  strangulation,  the 
intestine  to  the  same  and  to  colic,  besides  the  various  reflex 
disturbances. 

Another  very  serious  objection  to  this  procedure  is  the  cer- 
tain infection  from  the  bowel  which  is  sure  to  take  place.  The 
bacillus  coli  communis  is  ever  present  and  will  promptly  find  its 
way  into  the  ureter  and  into  the  pelvis  of  the  kidney,  producing 
a  septic  pyonephrosis.  This  is  pretty  well  established  by  the 
various  experiments  with  post-mortem  inspections,  and  by  a  few 
operations  of  this  kind  on  man  which  were  followed  by  disin- 
tegration of  the  kidney. 

Next  came  the  studies  trying  to  implant  the  ureter  into  the 
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bladder,  notably  those  by  Hegar,  Paoli,  and  Busachi.  These 
various  experiments  proved  fairly  successful,  and  their  principles 
were  put  into  practice  upon  the  human  subject  by  Baumm  in 
1892  and  by  Novaro  in  1893,  by  Penrose  in  the  early  part  of 
1894  and  by  Krug  in  the  latter  part.  But  we  see  at  once  three 
difficulties  in  the  way  of  making  this  the  mode  of  choice  or 
utility.  In  the  first  place,  it  can  only  be  applied  to  those  cases 
in  which  the  injury  is  very  close  to  the  bladder.  If  the  upper 
extremity  is  far  away  we  cannot  avail  ourselves  of  this  method  ; 
though  this  might  be  met  in  part  by  the  suggestion  and  experi 
ments  of  Yan  Hook,  who  has  sought  to  pull  upon  the  bladder  to 
such  an  extent  as  to  stretch  it  high  into  the  abdominal  cavity 
there  to  bring  it  in  contact  with  a  shortened  ureter. 

This  can  never  prove  of  any  great  service,  surely.  The  trac- 
tion which  renders  union  difficult  or  impossible,  the  traction  for 
all  time  upon  the  ureter  and  kidney,  the  consequent  diminished 
calibre  of  the  ureter  and  imminent  hydronephrosis,  the  inability 
of  the  bladder  to  empty  itself,  all  entail  backing  up  of  urine  and 
intrarenal  pressure. 

The  second  objection  to  this  mode,  implantation  into  the 
bladder,  is  founded  on  the  possibility  of  stenosis  at  the  site  of 
implantation,  owing  to  the  ureter  being  placed  directly  through 
the  walls  as  it  has  been  in  the  bowel,  instead  of  slantingly  as  it 
is  in  nature.  This  natural  entrance  is  peculiarly  well  fitted  to 
guard  against  a  constriction  of  the  canal ;  the  opening  through 
the  viscus  is  oblong,  the  contraction  of  muscular  fibres  of  the 
bladder  is  spread  over  an  oval  length  of  the  ureter,  and  closure 
of  its  lumen  is  thus  made  impossible. 

Undoubtedly  the  device  to  split  the  extremity  of  the  ureter 
which  is  placed  within  the  bladder  will  serve  a  good  purpose  in 
retarding  stenosis  at  its  extremity;  still,  I  believe  that  there  is 
reason  to  fear  the  effect  of  contraction  upon  it  ultimately.  How- 
ever, the  cases  are  all  too  few  upon  which  positive  rules  can  be 
based.  Dr.  Baldy,  in  giving  the  report  of  the  two  cases  in 
which  he  saw  this  operation  performed,  argues  that  stricture  it 
bound  to  be  much  more  common  from  the  end-to-end  operation 
than  in  the  case  of  bladder  implantation.  But  the  question  must 
arise,  "Is  it  so?"  There  are  only  two  cases  of  the  latter  kind, 
and  there  are  three  of  the  ureteral  anastomosis  upon  which  to 
form  a  judgment,  Dr.  Kelly's,  Dr.  Cushing's,  and  my  own. 

The  third  objection  which  I  make  to  the  bladder  implantation 
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is  the  fear  of  infection  of  the  kidney  from  the  bacillus  coli  com- 
munis, which  is  very  commonly  to  be  met  with  in  a  bladder 
which  has  been  diseased  or  in  which  surgical  instruments  have 
been  much  used  without  proper  antiseptic  precautions.  The 
natural  opening  of  the  ureter  into  the  bladder  is  valve-like, 
which  is  only  patent  when  the  ureter  contracts  upon  its  con- 
tents to  force  them  into  the  bladder.  Under  new  conditions 
it  is  at  times  constricted  by  the  muscular  fibres;  it  is  at  other 
times  gaping.  How  can  it,  then,  stand  as  a  guard  to  the  kid- 
ney ?  It  must  allow  a  back  pressure  when  the  bladder  is  full, 
and  more  positively  still  when  this  viscus  contracts  to  empty 
itself. 

The  effects  of  such  back  pressure,  resulting  in  intrarenai 
pressure,  are  fully  set  forth  by  interesting  experiments  carried 
out  by.  F.  Guyon  upon  dogs.  These  are  entitled  "Influence  de 
la  Tension  intra-renale  sur  les  Fonctions  des  Reins,"  in  Annates 
des  Maladies  des  Organes  genito-urinaires,  1892.  He  there 
shows,  even,  that  a  partial  obstruction  of  a  ureter  works  more 
injury  than  does  its  absolute  occlusion  (the  former  induces  con- 
siderable hydronephrosis,  while  the  complete  induces  only  very 
slight  hydronephrosis  and  then  destruction  of  function  and  struc- 
ture ensue),  and  that  the  injury  does  not  remain  confined  to  one 
kidney,  but  is  felt  also  in  a  most  positive  manner  on  that  of  the 
opposite  side. 

Guyon  goes  so  far  as  to  hold  that  an  aseptic  obliteration  of  a 
ureter  will  cause  an  aseptic  atrophy  of  the  kidney — as  he  puts 
it,  "from  being  less  required,  then  suppressed,  physiologically, 
it  conies  to  be,  under  this  continued  tension,  required  less  and 
suppressed  anatomically."  He  thereupon  repeats  what  he  has 
before  advised,  that  in  cases  of  torn  ureter,  as  may  happen  in 
removing  abdominal  tumors,  it  is  better  to  make  an  aseptic  liga- 
tion of  the  ureter  rather  than  resort  to  nephrectomy  in  cases 
which  will  not  bear  a  prolonged  operation.  This  advice  cannot 
hold  good,  however,  for  general  practice  sufficiently  to  recom- 
mend it  absolutely,  even  fortified  as  is  the  opinion  by  similar 
experiments  of  Cohnheim,  Straus,  Albarran,  and  Germont,  and 
in  our  own  country  by  those  of  Byron  Robinson,  mentioned 
in  Annals  of  Surgery,  vol.  xviii.,  since  in  another  set  of  experi- 
ments, mentioned  in  Zeitschrift  fur  Geburtshillfe  und  Oynako- 
logle,  1893,  we  are  told  that  although  Wladimiroff  did  find  as  a 
rule  that  obliteration  of  one  ureter  produced   a  hydronephrosis 
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simply,  yet  in  two  cases  out  of  nineteen  a  pyonephrosis  was  de- 
veloped. 

G-uyon  would  undoubtedly  hold  that  the  kidney  was  already 
septic,  or  that  the  ligature  was  so.  Be  it  as  it  may,  this  question 
cannot  stand  solved  as  yet. 

Not  satisfied  with  results  obtained  hitherto,  and  with  the  lead- 
ing thought  to  escape  the  more  formidable  operations,  various 
surgeons  were  constantly  attempting  to  secure  the  end-to-end 
union.  These  efforts  were  in  the  same  line  with  the  experiments 
upon  the  various  fistulse  of  the  ureters,  especially  the  uretero- 
vaginal  following  upon  hysterectomies,  and  the  operators  repeat- 
edly sought  the  aid  of  the  gum-elastic  catheter,  over  which  they 
hoped  to  secure  union.  This  was  passed  through  the  urethra, 
through  the  bladder,  and  so  up  to  the  point  of  severance. 

Gusserow  and  Pawlik  repeatedly  attempted  this  operation, 
but  all  their  efforts  proved  unavailing  for  final  closure.  Pawlik 
did  secure  union  on  one  occasion,  but  in  attempting  to  with- 
draw the  catheter  he  found  its  removal  very  difficult,  owing  to 
the  incrustation  of  salts  upon  it ;  when  this  was  accomplished 
the  wound  reopened,  and  he  tried  it  no  more. 

Yet  this  (strictly  speaking)  end  to-end  method  has  been  car- 
ried out  on  two  occasions  on  the  human  subject.  The  first  is 
that  of  Schopf,  reported  in  the  Allgemeine  Wiener  medicinische 
Zeilung,  1886,  No.  31.  He  united  the  two  ends  of  a  severed 
ureter  by  means  of  eight  silk  sutures,  which  included  only  the 
external  and  middle  coats.  The  patient  recovered  fully  after 
the  operation,  and  there  were  no  symptoms  to  point  to  a  proba- 
ble failure.  Still,  death  from  tuberculosis  followed  after  seven 
weeks.  The  autopsy,  however,  showed  that  there  was  probably 
stenosis,  if  not  obstruction,  for  the  ureter  was  completely  sur- 
rounded by  cicatricial  tissue. 

This  is  quite  in  keeping  with  the  results  obtained  by  Tuffier 
in  his  experiments  upon  dogs,  reported  in  the  Archives  generates 
de  Medicine,  1889.  Either  the  animals  died  shortly  before  re- 
sults could  be  noted,  or  the  ureter  was  found  much  constricted, 
even  obliterated. 

The  second  case  recorded  is  that  of  E.  W.  dishing,  of  Boston. 
It  is  noted  in  Annals  of  Gynecology  and  Pediatry,  vol.  vi., 
February,  1893,  without  any  statement  of  the  date  of  the  opera- 
tion. Cushing's  work  was  apparently  original, as  he  says:  "The 
ends  of  the  severed  ureter  were  found  and  united   by  two  fine 
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silk  sutures  and  one  of  catgut.  There  was  a  discharge  of  a  little 
urine  from  the  wound  for  some  two  weeks,  but  the  fistula 
promptly  closed,  forming  a  rare,  if  not  unique,  incident  in  the 
surgery  of  the  ureter." 

Within  three  days  I  have  seen  Dr.  Gushing,  and  he  tells  me 
that  he  has  seen  this  patient  within  a  month  and  that  she  is 
sound  in  every  respect. 

However,  as  said  above,  the  numerous  experiments  made 
before  this  had  fully  demonstrated  that  such  a  method  was  not 
to  be  relied  upon. 

Not,  as  has  been  feared  by  Cabot  {American  Joitrnal  of  the 
Medical  Sciences,  January,  1892),  that  the  walls  of  the  ureter 
are  too  thin  to  bear  sutures  ;  nor  that  if  one  uses  catgut  it  is 
too  quickly  absorbed,  and  if  silk,  it  forms  a  foundation  for  con- 
cretions, for,  in  fact,  the  walls  are  amply  thick  to  allow  of 
sutures  being  passed  down  to  the  mucosa  only,  and  catgut  can 
be  made  durable  by  chromic  acid,  and  no  urine  need  touch 
either  kind;  but,  rather,  that  perfect  coaptation  was  difficult, 
that  leakage  was  probable,  and  that  stenosis  was  almost  sure  to 
follow,  either  from  cicatrix  in  the  line  of  union,  from  com- 
pression from  without,  or  from  folding  in  the  mucosa. 

At  about  the  same  date  as  this  first  case  is  reported,  namely, 
1887,  work  had  been  undertaken  which  promised  well  to  secure 
good  results. 

To  Alfonso  Poggi,  of  Bologna,  is  due  the  credit  of  first  in- 
stituting successful  experiments  in  this  direction,  and  of  paving 
the  way  for  good  surgical  work  to  maintain  the  calibre  of  the 
ureter,  to  save  the  function  of  the  kidnej-,  and  to  free  the  sur- 
geon from  the  necessity  of  resorting  to  nephrectomy,  which  was 
so  universally  advocated  at  that  time. 

In  the  R if orma  Medica  for  1887  we  may  read  the  descrip- 
tion of  Poggi's  studies  upon  the  dog,  and  we  find  there  also  a 
couple  of  plates  showing  the  appearance  of  the  ureters  after  re- 
moval, one  at  the  end  of  fifteen  days,  another  after  three  and  a 
half  months.  In  his  experiments  he  attempted  the  end  invagi- 
nation, dilating  the  lumen  of  the  distal  portion,  inserting  the 
proximal  end,  suturing  about  the  edges,  and  covering  the  wound 
as  best  he  could  with  peritoneum. 

We  next  find  an  account  of  similar  experiments  made  by 
Weller  Yan  Hook,  reported  in  Journal  of  the  American  Med- 
ical Association,  Chicago,   1893,  six  years  later.     His  experi- 
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ments  were  directed  to  the  insertion  of  the  proximal  end  of  the 
ureter  into  a  slit  made  upon  the  face  of  the  distal  extremity  after 
ligating  its  tip.  "  A  suture  was  passed  through  the  wall  of  the 
upper  fragment  of  the  ureter,  the  opening  of  which  had  been 
enlarged  slightly  with  the  scissors."  The  suture  was  then  car- 
ried through  the  slit  and  through  the  wall  of  the  lower  frag- 
ment, the  upper  portion  was  drawn  into  the  slit,  and  the 
suture  was  tied.  The  edges  were  sutured  to  the  invaginated 
portion,  and  peritoneum  was  gathered  about  the  wound  and 
stitched. 

"  The  dog  recovered  with  no  ill  effects  whatever  and  was  killed 
twenty-six  days  afterward."  "  There  was  complete  permeabil- 
ity of  both  ureters,  as  shown  by  the  probe  passing  through  the 
ureters  into  the  bladder."  The  mucous  membrane  was  seen  to  be 
continuous,  perfectly  healed  at  the  point  of  junction,  and  present- 
ing no  diminution  of  calibre.  This  lack  of  stricture  formation 
was  to  be  expected  from  the  fact  that  the  line  of  primary  union 
was  necessarily  an  oval,  not  a  circle,  corresponding  to  the  shape 
of  the  slit  as  distended  by  the  invaginating  end  of  the  ureters. 

Both  of  these  experimenters  established,  therefore,  the  cor- 
rectness of  their  leading  idea,  and  the  post-mortem  inspection  of 
the  ureters  operated  upon  fully  justified  them  in  proclaiming 
their  achievement  as  a  warrant  for  similar  work  to  be  under- 
taken on  man. 

Dr.  Ii.  A.  Kelly  had  the  gratification  of  first  performing  this 
operation  on  the  human  subject.  The  operation  was  performed 
in  May,  1892,  and  the  case  is  reported  in  the  Bulletin  of  Johns 
Hopkins  Hospital  for  October,  1893. 

He  followed  Yan  Hook's  lines  closely  (except  that  he  used  two 
stitches)  and  he  secured  a  perfect  result.  In  this  case  the  ureter 
was  enlarged  to  four  times  its  natural  size,  therefore  the  work 
upon  the  two  bits  became  comparatively  simple,  once  the  method 
was  determined  upon. 

The  one  which  1  now  place  on  record  is,  then,  the  second  case 
of  this  operation  performed  on  the  human  subject. 

On  November  22d,  1894,  while  removing  from  a  woman  of  25 
a  large,  solid  mass  attached  over  the  fifth  lumbar  vertebra  (ede- 
matous fibroid,  ten  by  twelve  inches,  pronounced  by  the  patho- 
logist of  the  hospital  to  have  been  at  one  time  attached  to  the 
uterus),  I  chanced  to  sever  the  left  ureter  at  that  level. 

The  cut  ureter  was  quickly  recognized  by  the  appearance  of 
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urine,  though  for  a  moment  the  question  arose  whether  we  had 
an  enlarged  blood  vessel  to  deal  with,  the  tumor  having  already 
been  ligated  off.  I  proceeded  at  once  to  attach  the  proximal  to 
the  distal  extremity,  after  the  manner  suggested  by  Van  Hook, 
but  was  met  by  a  difficulty  which,  I  think,  has  not  been  men- 
tioned in  the  writings  on  this  subject — namely,  that,  through 
compression  exercised  by  the  tumor  upon  the  ureter,  the  upper 
portion,  just  where  it  was  severed  (evidently  where  it  was  en- 
gaged under  the  tumor),  had  attained  to  a  size  of  eight  milli- 
metres, while  the  distal  portion  had  no  more  than  six,  the  calibre 
of  which  was  probably  only  four  millimetres.  Had  the  situation 
been  reversed,  how  simple  to  slip  the  smaller  into  the  larger  and 
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run  it  down  for  quite  a  distance  to  make  leakage  impossible  ! 
But  to  insert  a  tube  eight  millimetres  in  diameter  into  one  with 
a  lumen  of  only  four  millimetres  seemed  at  first  sight  well-nigh 
impossible  ;  and,  indeed,  it  was  not  easy.  But,  as  mentioned  by 
Yan  Hook,  "  the  lumen  of  the  tube  can  be  enormously  increased 
by  stretching,  without  prejudice  to  the  integrity  of  its  walls,"  so 
I  found,  and  I  overcame  the  difficulty  by  making  quite  a  long 
slit  upon  the  face  of  the  smaller  tube  (see  Fig.  1),  then  tying  the 
cut  end,  just  as  was  done  by  the  above-mentioned  writer  in  his 
experiments.  Next,  by  inserting  three  double  sutures  at  three 
equidistant  points  in  the  circumference  of  the  upper  extremity 
of  the  tube,  at  about  one-half  centimetre  from  its  end  (see  Fig. 
2),  so  arranged  that  by  pulling  upon  them  this  tube  would  col- 
lapse at  three  points  (see  Fig.  3),   I  passed    the  three  double 
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sutures  into  the  slot  of  the  lower  tube,  and  through  its  walls  at 
three  equidistant  points  also  ;  and,  by  this  means  drawing  upon 
the  sutures,  I  gathered  the  larger  extremity  into  the  calibre  of 
the  smaller  one,  which  did  stretch  to  admit  it  (see  Fig.  4) ;  and 
ligating  these  sutures,  I  fixed  the  one  tube  within  the  other  (see 
Fig.  5). 

My  next  point  was  to  stitch  the  edge  of  the  slot  to  the  upper 
portion  of  the  ureter,  as  well  as  1  could,  by  a  running  suture  (see 
Fig.  6) ;  then  to  gather  bits  of  parietal  peritoneum  about  my 
work  and  to  stitch  them  here  and  there,  trusting  to  rapid  plastic 
exudation  to  seal  up  the  joint  (Fig.  7).     Van  Hook,  in  his  ex- 


Fig.  5. 


Fig.  6. 
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periments,  utilized  omentum,  but  I  had  peritoneum  of  the  tumor 
stump  all  ready  at  hand. 

This  method  proved  effectual,  and  the  patient  recovered  with- 
out showing  any  untoward  symptom. 

The  catheter  was  left  in  the  bladder  for  six  days ;  after  that 
time  the  patient  was  allowed  to  pass  the  water.  The  amount 
of  urine  excreted  was  not  measured  with  great  accuracy,  but  it 
seemed  to  be  about  normal,  according  to  the  patient's  statement. 

As  recovery  was  progressing  (third  and  fourth  day)  I  feared 
that  there  was  evidence  of  urinary  distention  of  the  proximal 
portion  of  the  ureter,  which  would  either  cause  rupture  of  the 
union  or  lead  to  hydronephrosis.  This  apprehension  was  dis- 
pelled by  percussion  of  the  tumefaction  directly  over  the  site  of 
the  repair,  and  the  further  information  gained  that  it  did  not 
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increase  in  size.  Evidently  we  had  here  merely  the  agglutina 
tion  of  a  mass  of  intestines  to  the  newly  vitalized  surfaces; 
there  was  nothing  like  obstruction  of  the  tube. 

In  giving  this  opinion  we  should  not  overlook  the  possibility 
of  error  on  our  part,  in  view  of  the  experiments  upon  dogs  made 
by  Robinson,  of  Chicago,  reported  in  Annals  of  Surgery,  vol. 
xvii.,  1893,  from  which  the  induction  seems  plausible  that  a  ure- 
ter may  be  occluded  for  weeks  without  producing  any  special 
harm,  and  that  the  kidney  may  resume  its  natural  function  once 
the  constriction  or  pressure  has  been  removed.  In  support  of 
this  view  he  quotes  the  case  of  a  lady  in  whom  the  ureter  of  one 
side  was  ligatured  for  six  weeks;  the  ligature  was  removed  at 
the  end  of  that  time,  and  the  kidney  resumed  its  function  as 
before. 

My  patient  returned  to  her  home,  Middletown,  Conn.,  in  the 
fourth  week  after  operation. 

This  mode  of  operating  under  like  circumstances  is,  I  think, 
the  one  to  be  commended.  It  is  certainly  feasible  in  every  case 
in  which  there  is  no  loss  in  continuity,  and  probably  in  those 
even  in  which  quite  a  portion  of  ureter  might  be  lost,  as  we 
could  obtain  an  adjustment  by  freeing  the  ureter  from  its  peri- 
toneal covering  within  the  pelvis. 

It  will  be  noted  that  instead  of  using  one  stitch  as  did  Yan 
Hook  upon  the  dog,  or  two  as  did  Kelly  in  his  case,  I  used 
three,  the  better  to  bind  the  inner  tube  to  the  outer  one ;  that  I 
inserted  them  all  from  within  out,  and  that  I  traversed  all  the 
coats  of  the  ureter ;  also,  that  I  closed  the  abdominal  cavity 
without  using  a  drain. 

It  seems  to  me  immaterial  whether  one  use  here  silk  or 
catgut.  The  latter  is  theoretically  the  better  one  to  use,  and, 
were  I  sure  of  its  durability,  I  would  do  so  in  another  similar 
case.  With  the  silk,  one  may  fear  capillary  attraction,  leading 
to  urinary  infiltration  beneath  the  peritoneum  ;  but,  as  a  matter 
of  fact,  if  we  cover  the  field  of  operation  with  peritoneum,  I  take 
it  that  plastic  exudation,  quickly  established,  puts  a  barrier  to  that. 

One  may  also  dread  the  ultimate  passage  of  the  knots  of  silk 
into  the  bladder,  and  their  retention  there  to  form  nuclei  for 
stone.  A  bare  possibility  there  is.  I  fancy  rather  that  they 
work  their  way  out  of  the  ureter  and  remain  encysted  beneath 
the  peritoneum. 

18  East  30th  street. 
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REMARKS  UPON  THE    ETIOLOGY    AND   TREATMENT    OF  SOME 
PELVIC  INFLAMMATIONS.1 


R.  STANSBURY  SUTTON,  M.D.,  LL.D., 
Surgeon  to  Terrace  Bank  Sanitorium  for  Women,  Allegheny,  Pa. 


The  proximity  of  the  endometrium  to  the  vagina,  consequent- 
ly its  more  exposed  position,  renders  it  especially  liable  to  attacks 
of  congestion  and  inflammation.  The  more  is  this  the  fact, 
probably,  in  the  woman  who  has  borne  children.  The  causes 
of  endometritis,  acute  or  chronic,  have  long  been  recognized  as 
direct  injury,  exposure  to  cold  during  the  menstrual  period,  the 
exanthemata,  septic  infection,  or  specific  infection,  direct  or  in- 
direct, from  vaginitis  of  specific  origin.  Simple  congestion  of 
the  endometrium,  such  as  we  find  present  in  anemia,  or  as  the 
temporary  condition  attendant  upon  a  misplacement  of  the  ute- 
rus, a  version  or  a  flexion,  or  the  existence  of  a  small  fibroid  in 
the  body  of  the  uterus,  or  that  congestion  often  attendant  upon 
a  non-specific  endocervicitis,  will  not  always,  in  the  light  of  bac- 
teriological research,  prove  to  be  a  true  inflammation.  The  diffi- 
culty of  drawing  the  line  between  true  inflammatory  conditions 
and  simple  congestions  in  this  disease  led  Thomas  to  remark  that 
in  the  arrangement  of  the  subject  none  has  caused  him  "  more 
perplexity,"  and  Barnes  treated  all  these  conditions  under  the 
head  of  endometritis.  Presuming  that  this  body,  made  up  of 
the  elite  of  the  young  profession  of  this  city,  are  familiar  with 
the  etiology  and  treatment  of  this  subject,  we  will  select  for  re- 
view a  few  of  the  more  aggravated  conditions  which  have  their 
origin  in  an  endometritis.  The  passive  rather  than  the  active 
inflammatory  congestions  of  the  endometrium  result  in  the  patho- 
logical changes  which  eventuate  in  themenorrhagia  and  metror- 
rhagia— symptoms  which  may  be  present  either  in  the  septic  or 
non-septic  variety  of  endometritis.  This  has  been  designated  as 
a  hemorrhagic  form,  and  is  characterized  by  the  presence  of  an 
hypertrophied  membrane,  preternaturally  succulent  or  soft,  its 
surface  being  studded  with  granulations  or  villi  which  bleed 

1  Read  before  the  Pittsburg  Academy  of  Medicine,  March  4th,  1895. 
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easily;  and  by  the  presence  of  small  mucoid  polypi  which  act 
as  local  irritants,  causing  excessive  bleeding.  This  condition  of 
the  endometrium,  known  as  endometritis  fungosa,  when  not  of 
specific  origin  is  treated  successfully  by  the  entire  ablation  of  the 
diseased  endometrium  by  means  of  the  sharp  curette,  preceded 
by  the  dilatation  of  the  cervical  canal,  and  followed  by  drainage 
of  the  uterine  cavity  ;  and  in  some  cases  by  occasional  local  ap- 
plications to  the  interior  of  the  uterus.  In  those  cases  where  the 
organ  occupies  a  malposition  in  the  pelvis,  during  the  treatment 
it  should  be  kept  as  nearly  as  possible  in  good  position  by 
tamponades  of  wool  saturated  with  glycerin,  or,  better,  a  solu- 
tion of  boroglyceride.  Coincident  with  the  curettage,  if  the  cer- 
vix be  lacerated  and  the  lips  everted  and  hard,  or  the  glands 
underlying  the  everted  mucosa  be  diseased,  as  is  usually  the 
case,  Schroder's  operation  should  be  performed  upon  the  cervix. 
Should  the  coincident  retroversion,  if  it  exist,  have  been  of  long 
duration,  the  uterus  should  also  be  placed  in  a  position  as  nearly 
normal  as  possible  by  the  performance  of  an  Alexander's  opera- 
tion, a  ventrofixation,  or  an  anterior  fixation  after  the  method  of 
Diihrssen.  Should  the  body  of  the  uterus  have  undergone  hyper- 
plastic hypertrophy,  or  should  the  existence  of  the  hypertrophy 
peculiar  to  subinvolution  be  present,  the  procedures  already 
mentioned  will  frequently  result  in  involution,  ending  in  the 
recovery  of  the  patient.  The  treatment  above  detailed  may  fail 
to  result  in  the  permanent  cure  of  the  patient  where  the  dis- 
ease is  dependent  upon  a  gonorrheal  infection  or  a  post-puer- 
peral infection  which  has  already  laid  the  foundation  for  a  sub- 
sequent salpingitis  and  ovaritis. 

Inflammations  in  the  cellular  tissues  of  the  pelvis  are  almost 
exclusively  of  puerperal  origin  and  are  caused  by  the  strepto- 
coccus. 

During  the  last  decade  the  observance  of  great  cleanliness  and 
the  use  of  antiseptics  in  midwifery  have  so  completely  destroyed 
the  evil  consequences  of  this  germ  that  post-puerperal  pelvic 
abscesses  are  among  the  curiosities  in  pathology.  These  pre- 
cautions have  had  their  bearing  upon  the  etiology  of  endometri- 
tis, salpingitis,  and  ovaritis.  Modern  pathology,  governed  by  the 
bacteriological  laboratory,  requires  that  a  recognizable  cause  be 
assigned  to  the  process  known  as  inflammation.  If  an  inflam- 
mation exists  the  bacteriologist  demands  that  the  cause  of  the 
infection  be  made  known  j  ergo,  if  an  endometritis,  with  or  with- 
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out  salpingitis  and  ovaritis,  exists,  he  demands  to  know  the 
cause.  He  has  demonstrated  in  the  vaginal  tract  and  in  the 
cervical  canal  the  existence  of  the  following  germs  :  all  cocci 
pyogenes,  viz.,  staphylococcus  pyogenes,  streptococcus  citreus, 
aureus,  albus,  micrococcus  pyogenes  conglomeratus,  diplococcus 
flavus,  and  the  gonococcus. 

The  latter  germ  is  that  which  has  recently  been  engaging  the 
attention  of  the  gynecologist.  In  the  very  onset  of  making  a 
diagnosis  as  to  the  pathology  of  any  form  of  endometric  conges- 
tion or  inflammation,  the  presence  or  not  of  the  gonococcus  in 
the  discharge  from  the  interior  of  the  uterus  should  be,  if  pos- 
sible, positively  determined.  If  the  gonococcus  be  absent  the 
so-called  endometritis  is  usually  amenable  to  treatment  such  as 
has  already  been  mentioned.  If  the  gonococcus  be  present  the 
same  treatment  may  be  tried,  but  the  results  will  be  variable. 
Sometimes  they  will  be  tolerably  satisfactory  and  sometimes 
unsatisfactory.  My  position  does  not  give  the  opportunity  of 
studying  the  history  in  extenso  of  chronic  gonorrhea  in  the  male 
subject.  But  we  have  it  from  reliable  observers  that  the  gono- 
coccus has  been  found  in  the  depths  of  the  male  urethra  more 
than  a  dozen  years  after  its  introduction.  Wertheim,  a  Fellow 
of  the  German  Dermatological  Society,  reports  that  he  has 
found  it  after  seventeen  years ;  that  he  cultivated  it  and  so  re- 
stored its  virility  that  its  reintroduction  into  the  same  urethra 
produced  an  acute  attack  of  gonorrhea.  Dr.  William  Mercur 
informs  me  that  he  found  it  in  the  depths  of  the  urethra,  after 
a  dilatation  of  a  stricture,  twelve  years  after  the  original 
attack.  The  gonococcus  under  these  circumstances  loses  its 
virulence,  owing  probably  to  its  having  been  confined  for  a  long 
period  in  the  same  culture  medium;  but,  as  seen,  if  it  is  trans- 
ferred to  a  new  culture  medium  its  virulence  maybe  restored. 
I  leave  you  to  answer  the  question  what  proportion  of  unmar- 
ried men  who  have  reached  the  age  of  25  years  have  es- 
caped an  attack  of  gonorrhea.  What  proportion  of  the  future 
wives  of  such  husbands  escape  endometritis  and  salpingitis? 
What  proportion  of  these  women  are  sterile,  or  miscarry  the 
product  of  their  first  conception,  or  bear  but  one  child  at  term  ? 
Finger  asserts,  in  his  work  issued  from  Vienna,  that  the  most 
prevalent  cause  of  sterility  in  women  is  the  presence  of  the 
gonococcus  in  the  urethra  of  men.  Noeggerath  says  ninety  per 
cent  of  women  who   marry  men  with  chronic  gonorrhea  show 
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some  genito-inflammatory  trouble,  such  as  endometritis  and  sal- 
pingitis, and  that  the  majority  of  these  women  are  sterile.  He 
regards  the  occurrence  of  infection  in  married  women  as  equal 
to  eighty  per  cent.  Oppenheimer,  ten  years  ago,  reported  that 
out  of  one  hundred  and  eight  pregnant  women  he  found 
gonococci  in  twenty-eight  per  cent.  Schwarz,  nine  years  ago, 
reported  an  examination  of  six  hundred  and  seventeen  women ; 
in  one  hundred  and  twelve  gonorrheal  infection  was  supposed 
to  be  present,  and  the  gonococcus  was  found  in  seventy-seven 
of  them.  Sanger  says  that  one-eighth  of  all  women  who  come 
to  the  gynecological  clinics  are  troubled  with  affections  gon- 
orrheal in  character.  The  chronic  blennorrbagic  endometritis 
contracted  from  husbands  who  had  chronic  gonorrhea  at  the 
time  of  their  marriage  occurs,  not  as  an  acute  inflammation, 
but  assumes  a  chronic  type  from  the  start.  In  many  of  these 
cases  of  actual  gonorrheal  origin  the  demonstration  of  the 
gonococcus  has  baffled  the  efforts  of  the  bacteriologist.  Just 
in  proportion  to  the  virulence  of  the  gonococcus  in  the  hus- 
band will  the  infection  be  profound  in  the  female.  This  may 
localize  itself  in  the  vulva  or  in  the  vagina,  producing  slight 
hyperemia  or  a  slight  granular  vaginitis.  The  vulva  and  va- 
gina may  escape  entirely,  and  the  gonococcus  brought  up  from 
the  depths  of  the  urethra  may  infect  primarily  the  cervical 
mucosa  and  the  endometrium,  a  subsequent  slight  burning  and 
itching  about  the  vulva  being  the  only  indication  of  vaginal 
involvement.  As  the  endometrium  becomes  more  deeply  in- 
fected the  ordinary  pathological  symptoms  appear,  and  final]}7 
salpingitis  and  ovaritis  follow.  The  infection  of  women,  gonor- 
rheal in  character,  in  the  treatment  of  chronic  endometritis,  is 
not  confined  to  any  class  of  society,  inasmuch  as  it  depends  upon 
the  sexual  health  of  the  husband  prior  to  marriage.  In  this 
instance  it  is  apropos  to  quote  a  remark  attributed  to  the  late 
Prof.  James  R.  Woods,  of  New  York,  when  lecturing  upon 
stricture  in  man.  He  said  :  "  Gentlemen,  these  strictures  are 
apt  to  develop  about  the  time  when  the  husband  is  elected 
to  eldership  in  the  church."  You  will  recognize  the  following 
picture :  The  young  woman  before  marriage,  with  blooming 
cheeks,  gracious  smiles,  with  her  springing  movements,  shows 
the  perfection  of  healthful  girlhood.  She  has  never  been  the 
victim  of  pelvic  diseases.  Her  menstrual  periods  have  not  been 
painful.     She  marries.     After  a  two  weeks'  honeymoon  trip  she 
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experiences  a  painful  menstruation;  a  leucorrheal  discharge  has 
made  its  appearance  ;  she  complains  of  slight  burning  and  itch- 
ing about  the  vulva  ;  she  has  vague  pains  in  the  pelvis  and  back- 
ache. Her  menstrual  period  is  now  painful  and  soon  becomes 
irregular ;  she  loses  too  much  or  too  little  blood  ;  locomotion  be- 
comes painful ;  dyspareunia  is  present ;  probably  she  becomes 
pregnant.  She  may  abort  or  she  may  go  to  term;  after  either 
her  ill  health  increases,  and  frequently  she  becomes  a  chronic 
invalid.  This  picture  presupposes  gonorrheal  infection.  Endo- 
metritis and  salpingitis  are  usually  the  result  of  a  mixed  infec- 
tion in  which  the  gonococcus  germ  is  the  prime  factor  in  the 
causation  of  the  disease,  and  the  prime  factor  which  resists 
all  eradication.  Bacteriologists  have  demonstrated  mixed  in- 
fection in  the  endometrium  and  tube ;  all  agree  that  the  fur- 
ther away  from  the  vulva  we  seek  for  information  the  more 
rarely  do  we  find  complex  or  mixed  infection.  In  the  inves- 
tigation of  the  contents  of  the  tube  the  gonococcus  and  the 
bacillus  tuberculosis  are  occasionally  found  associated.  Every 
gynecologist  must  be  familiar  with  the  gonococcus.  It  is  recog- 
uized  by  its  shape,  by  its  disposition  to  invade  other  cells  and 
deeper  tissues,  and  by  the  possibility  of  its  cultivation.  Unlike 
other  germs  alluded  to,  it  enters  directly  into  the  cylindrical 
epithelium,  and,  dipping  beyond  the  superficial  layers  of  the 
vaginal  mucosa,  it  reaches  tissues  in  which  it  can  produce  no 
mischief,  in  which  it  becomes  inhibited  or  domesticated,  or  in 
which  it  dies.  In  the  genital  mucosa  its  natural  history  is,  after 
a  time,  to  lose  its  virulence,  but  not  always  to  disappear  com- 
pletely. It  travels  along  the  endometrium,  enters  the  tube, 
produces  suppuration,  and  is  frequently  found  in  the  encysted 
pus.  Pozzi  first  used  the  term  "  domesticated  "  in  reference  to 
the  habitat  of  the  gonococcus.  Jacobs,  Wertheim,  and  others 
have  proven  that  the  gonococcus  can  rapidly  acquire,  under  favor- 
able circumstances,  its  lost  activity.  The  recurrence  of  a  dis- 
charge in  the  male  supposed  to  be  cured  is  proof  also  of  this 
fact.  In  infected  women  favorable  circumstances  light  up  the 
endometritis  apparently  nearly  cured.  The  streptococcus  and 
staphylococcus  are  abundant  in  the  interior  of  the  uterus  in 
many  instances,  but  when  mixed  with  the  gonococcus  their 
powers  for  mischief  are  greatly  increased.  The  gonococcus 
travels  into  the  epididymis  in  the  male,  and  into  the  tubes  in  the 
female;  in  the    former   suppuration   is  very  rare,  in  the  latter 
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suppuration  is  very  frequent.  Jacobs  has  shown  that  there  are 
other  microbes  as  well  as  the  bacillus  tuberculosis  associated  with 
the  gonococcus  in  the  production  of  pus  in  the  tubes,  but  that 
the  primary  instigator  of  the  mischief  is  the  gonococcus.  The 
absence  of  the  gonococcus  in  the  pus  of  old  tubal  abscesses  is  not 
infrequent,  and  may  be  accounted  for  on  the  theory  that  the 
gonococcus  itself  has  finally  been  devoured  by  the  other  ele- 
ments producing  suppuration.  Modern  pathologists  and  gyne- 
cologists are  rapidly  being  forced  to  the  position  assumed  by 
Noeggerath  many  years  ago  in  regard  to  the  difficulty  of  eradi- 
cating the  results  of  gonorrheal  infection  in  women.  Instances 
are  constantly  occurring  showing  the  presence  of  the  gonococcus 
in  cases  where  all  the  ordinary  clinical  symptoms  of  gonorrhea 
have  disappeared.  If  we  assume  the  rational  conclusion  that  a 
gonorrheal  infection  in  the  uterus  is  always  preceded  by  a  con- 
tact with  an  infected  urethra  in  the  male,  that  one  cannot  exist 
without' the  other,  and  that  one  cannot  be  absent  without  the 
other,  we  have  only  to  consider  the  enormous  number  of  men 
who  have  had  gonorrhea  to  realize  a  great  cause  at  work  pro- 
ducing the  widespread  invalidism  which  exists  to-day  among 
women.  This  latent  condition  of  the  gonococcus  explains  the 
pathology  of  cases  of  persistent  endometritis  improved  by  treat- 
ment but  not  cured.  It  is  true  that  iodine,  curettage,  and  drain- 
age have,  in  some  instances,  brought  about  a  cure  in  these  cases, 
so  far  as  we  could  see,  but  the  permanency  of  which  can  only 
be  proven  by  non-recurrence  of  the  affection. 

If  the  woman  be  married  and  the  husband  has  a  chronic  ure- 
thritis the  woman  will  not  remain  well.  Where  such  women 
conceive,  another  proof  of  the  power  and  presence  of  the  gono- 
coccus is  the  persistent  purulent  ophthalmia  of  new-born  children, 
and  also  the  vulvo-vaginitis  which  is  so  often  overlooked  in  new- 
born female  children. 

Following  the  infectious  endometritis  comes  infectious  sal- 
pingitis. I  say  infectious,  in  the  light  of  modern  bacteriology. 
I  ask  you,  can  any  inflammation  exist  without  infection  ?  If 
you  answer  in  the  negative  you  must  in  the  future  exclude  the 
term  "  catarrhal  salpingitis." 

The  advent  of  salpingitis  is  marked  by  an  edematous  condition 
of  the  mucosa  of  the  tube,  accompanied  by  a  serous  or  a  sero-san- 
guinolent  exudation  and  a  constantly  increasing  hyperemia  of  the 
tubal  tissues;  the  ampulla  of  the  tube  closes  or  becomes  adherent 
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to  the  neighboring  ovary  or  other  tissues  ;  its  walls  become  thick- 
ened, its  cavity  sacculated  ;  its  lumen  at  both  ends  becomes 
closed ;  its  cavity  is  filled  with  serum,  so-called  hydrosalpinx,  or 
with  bloody  serum,  so-called  hematosalpinx,  in  which  are  present 
the  specific  exciters  of  inflammation.  Of  these  we  know  several 
varieties  :  the  gonococcus,  the  tubercle  bacillus,  and  the  actino- 
mycos.  In  this  accumulation  of  fluid,  wonderfully  well  pre- 
pared for  the  development  of  these  cocci,  they  rapidly  develop 
pus — the  so-called  pyosalpinx.  The  gonococcus  produces  the 
same  pathological  conditions  in  the  young  and  in  the  old.  Un- 
der favorable  circumstances  tubal  accumulations  are  occasion- 
ally discharged  through  the  uterus.  I  have  operated  in  one 
case  where  both  tubes  discharged  through  the  uterus.  They 
filled  alternately  and  they  discharged  alternately.  They  were 
removed,  when  full,  at  two  operations.  At  the  first  operation 
one  tube  was  empty  and  was  left. 

When  drainage  from  the  tube  through  the  uterus  can  be  main- 
tained, under  appropriate  treatment  there  is  hope  that  an  ope- 
ration may  be  avoided. 

The  history  of  gynecology  of  only  a  few  years  ago,  when  every 
laceration  of  the  cervix  was  closed  by  operation,  appears  now, 
in  the  light  of  our  present  knowledge,  as  most  mischievous  in- 
deed. In  cases  of  septic  or  gonorrheal  endometritis  and  sal- 
pingitis the  Emmet  cervix  operation  never  was  and  never  can  be 
of  any  service,  and  simple  removal  of  the  uterine  appendages  in 
such  a  case,  leaving  the  infected  uterus  to  torture  and  torment 
the  patient  and  to  be  a  nidus  for  future  invasions  of  gonor- 
rhea, cancer,  tuberculosis,  or  adenomatous  disease,  is  a  violation 
of  sound  surgical  and  pathological  principles. 

Let  us  recall,  for  a  moment,  our  picture  of  the  healthy  girl 
who  marries  a  gleety  husband.  She  probably  miscarries ;  pos- 
sibly she  remains  sterile  ;  or,  if  she  conceives  and  goes  to  term, 
frequently,  but  not  always,  she  has  borne  the  last  fruit  of  her 
married  life.  The  infection  continues  to  destroy  the  health  of 
her  endometrium,  and  a  salpingitis  has  been  set  up  which  goes 
steadily  onward  to  the  formation  of  pus.  Should  she  fail  to  mis- 
carry it  is  recorded  that  she  may  develop  pus  tubes  during  preg- 
nancy. Jacobs  found  pus  tubes  in  a  girl  10  years  of  age  who 
had  never  been  subjected  to  sexual  intercourse,  but  whose  early 
history  revealed  persistent  vulvo-vaginitis  and  pathological  pel- 
vic symptoms.     Such  cases  are  to  be  reverted  to  the  6ame  class 
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of  primary  infections  to  which  ophthalmia  neonatorum  belongs. 
It  is  not  asserted  that  every  case  of  endometritis  is  of  gonor- 
rheal origin.  There  is  a  great  variety  of  cases  dependent  upon 
other  cases,  but,  excepting  in  cases  of  tubercular  disease,  they 
are  not  complicated  by  a  pyosalpinx.  We  well  know  that  old 
gonorrheal  endometritis  is  incurable ;  having  invaded  the  tube, 
the  phenomena  of  specific  inflammation  follow,  both  ends  of 
the  tube  become  occluded,  and  the  pus  is  encysted. 

The  age  of  the  picture  does  not  change  the  pathological  col- 
oring. The  woman  lives  over  a  dormant  volcano.  Surgical 
interference  about  such  a  uterus  from  the  vaginal  side  is  liable 
to  be  followed  by  a  fresh  attack  of  inflammation.  So-called  con- 
servative treatment — namely,  the  application  of  a  pessary,  the 
curette  or  dilator  or  sound,  or  the  performance  of  trachelor- 
rhaphy— may  be  followed  by  great  mischief. 

Conservative  treatment  in  such  cases  is  that  which  deals 
promptly  and  radically  with  the  diseased  uterus  and  its  appen- 
dages.    I  mean  total  extirpation  per  vaginam. 

In  regard  to  the  use  of  a  pessary,  there  is  a  solitary  exception, 
that  of  the  diseased  appendages  being  non-adherent,  when 
their  elevation  by  a  pessary  may  facilitate  better  drainage,  when 
the  uterine  ends  of  the  tubes  are  not  entirely  closed.  Much 
relief  may  also  be  brought  to  such  a  patient  by  medicated  tam- 
ponades of  lamb's  wool,  hot  douches,  and  the  application  of 
iodine  to  the  vault  of  the  vagina,  as  already  remarked. 

After  all,  this  treatment  is  only  palliative.  Any  attempt  to 
elevate  an  adherent  uterus  and  appendages  is  liable  to  be  fol- 
lowed by  mischief.  The  coexistence  of  fibroid  tumors  in  the 
body  of  the  uterus,  a  contracted  cervical  canal,  interfere  with 
drainage,  and  are  annoying  complications  in  these  cases  when 
the  physician  is  compelled  to  follow  treatment  alone. 

As  already  intimated,  the  end  of  the  tube  during  the  progress 
of  a  salpingitis  is  not  at  all  times  closed,  and  occasionally  dis- 
charge occurs  through  the  uterus,  whether  it  be  serum,  blood, 
or  pus.  This  may  be  explanatory  of  some  cases  of  metrorrhagia 
in  which  curettage  is  not  followed  by  relief.  An  arrest  of 
drainage  in  these  cases  is  followed  by  the  phenomena  of  con- 
gestion and  inflammation,  pain,  elevation  of  temperature,  an 
increase  in  the  vascular  circulation,  pelvic  soreness,  impeded 
locomotion,  and  a  condition  of  wretchedness.  If  a  menstrual 
period  is  due,  the  uterus,  heavy  with  congestion,  sinks  lower  in 
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the  pelvis  and  becomes  more  sensitive  to  toncli.     In  such  cases 
there  is  often  a  coexisting  pelvic  peritonitis. 

Is  the  gonococcns  the  only  cause  of  a  suppurative  salpingitis? 
This  question  may  be  answered  in  the  negative.  I  have  seen 
the  gonococcus  and  the  bacillus  tuberculosis  present  in  the  same 
tube. 

Would  suppuration  have  occurred  without  the  presence  of  the 
gonococcus?  I  think  it  would  have  occurred.  Why?  Koch 
injected  tubercle  bacilli  germs  under  healthy  skin  and  produced 
pus. 

The  gonococcus  in  man  invades  the  epididymis.  It  rarely 
produces  suppuration.     Is  this  an  accident? 

When  the  gonococcus  invades  the  Fallopian  tubes  it  always 
produces  suppuration.     Is  this  an  accident? 

I  would  answer  both  questions  in  the  negative,  believing  that 
the  gonococcus  is  the  instigator  of  suppuration  only  when  ac- 
companied by  favorable  conditions,  or,  we  might  say,  by  other 
pus-producing  germs. 

Frequently  in  a  chronic  salpingitis  the  remains  of  a  tubal 
pregnancy  are  found. 

The  introduction  into  the  uterus  of  infected  instruments  is 
occasionally  the  cause  of  an  endometritis  and  a  salpingitis. 

Beyond  these  causes,  which  are  proved,  we  speak  hesitatingly. 
We  know  that  without  a  previous  infection  of  the  endometrium 
an  abortion  is  not  caused  by  salpingitis.  We  know  further  that 
an  abortion  is  not  followed  by  cellulitis  unless  traumatism  be 
present.  * 

Salpingitis  does  not  always  prevent  pregnancy,  which  always 
aggravates  the  salpingitis  and  adds  to  the  perils  of  the  patient. 
Six  years  ago  Sacre  operated  for  double  pyosalpinx  in  a  woman 
who  was  four  months  pregnant.  Salpingitis  once  established  is 
followed  by  an  extension  of  the  inflammation  beyond  the  tube 
to  the  surrounding  cellular  tissue  (perisalpingitis)  or  to  the  peri- 
toneum covering  and  adjacent  to  the  tube  (pelvic  peritonitis). 

Thus,  finally,  the  tubes  are  fixed  by  adhesions  and  in  posi- 
tions acquired  by  gravity. 

The  uterus  is  most  frequently  retroverted,  and  by  the  ad- 
herent appendages  held  in  position.  After  every  burst  of  local 
inflammation  new  exudates  are  thrown  out,  new  plasma  is 
added  to  the  protecting  walls,  Nature  thus  protecting  herself 
from  the  repeated  attacks  of  the  enemy.     These  repeated  at- 
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tacks  of  localized  peritonitis  result  in  strengthening  and  increas- 
ing the  membranous-like  adhesions  existing  around  the  tube 
and  ovary.  So  completely  are  the  tube  and  its  contents  shut  out 
by  these  protecting  barriers  that  spontaneous  rupture  of  a  pus 
tube  into  the  peritoneal  cavity,  without  its  having  occurred  in 
the  breaking-up  of  these  adhesions  at  or  prior  to  operation,  has 
probably  rarely,  if  ever,  occurred. 

The  immobility,  misplacement,  and  strictured  condition  of  the 
tubes,  with  the  destruction  of  their  ciliated  epithelium,  result- 
ing from  salpingitis,  are  the  leading  causes  of  ectopic  gestation. 

The  subject  of  a  gonorrheal  salpingitis  is  extremely  liable  to 
miscarry,  and  if  slight  traumatism  exists  at  the  cervix,  followed 
by  ordinary  infection,  observe  the  picture  which  immediately 
comes  into  view.  In  a  few  days  there  is  a  chill  ;  it  is  followed 
by  a  sweat ;  chill  succeeds  chill ;  to  either  side  of  the  uterus,  in 
the  vault  of  the  vagina,  is  found  a  sensitive  swelling;  the  vagi- 
nal roof  gradually  becomes  hard  ;  a  ridge-like  projection  ex- 
tends from  the  cervix  to  and  beyond  the  focus  of  approaching 
suppuration  ;  the  uterus  becomes  fixed  in  the  pelvis  ;  the  vaginal 
pulse  beats  stronger;  the  temperature  of  the  body  has  risen; 
the  cellulitis  is  in  full  blaze.  But  this  is  not  all.  That  portion 
of  the  endometrium  remaining  outside  of  the  placental  site  is  a 
culture  bed  of  the  gonococcus,  stirred  into  new  activity  by  the 
conditions ;  a  specific  inflammation  lights  up  the  tubes ;  pelvic 
peritonitis  is  set  up  with  all  its  attending  phenomena  and  dis- 
tress, and  if  the  woman  survives  the  attack  she  probably  remains 
forever  after  an  invalid  until  relieved  by  the  surgeon.  In  cases 
where  gonorrheal  salpingitis  of  a  mild  type  coexists  with  preg- 
nancy at  full  term,  the  advent  of  labor  is  liable  to  be  followed, 
not  immediately,  but  after  a  week  or  ten  days,  by  an  increased 
activity  in  the  salpingitis,  generally  without  the  precedence  of  a 
chill.  This  attack  may  continue  for  a  longer  or  a  shorter  period, 
to  be  followed  by  convalescence. 

It  may  be  seen,  therefore,  that  while  gonorrhea  bears  a  distinct 
relation  to  salpingitis,  the  ordinary  puerperal  conditions  accom- 
panied by  traumatism  bear  a  similar  relation  to  cellulitis. 

The  gonococcus  alone  provokes  and  sustains  specific  action 
upon  healthy  epithelium.  It  is  the  most  frequent  cause  of  per- 
sistent salpingitis.  It  is  present  in  the  tube  with  other  germs, 
which  it  influences  for  evil ;  and  they  in  turn  excite  the  gono- 
coccus to  greater  activity. 
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Since  we  know  now  the  pathology  of  pelvic  cellulitis,  and 
we  no  longer  confound  it  with  the  pathology  of  salpingitis, 
we  know  that  cellulitis  is  rare ;  that  salpingitis  is  frequent,  that 
its  cause  is  external  to  the  patient,  and  that  the  only  plausible 
theory,  independent  of  the  evidence  of  the  bacteriological  re- 
search, is  that,  whatever  this  poison  is,  it  is  introduced  into  the 
genital  tract.  Jacobs  claims  to  have  proven  that  it  is  the  gono- 
coccus  which  is  the  cause  of  persistent  salpingitis  in  seventy-five 
per  cent  of  all  women  from  whom  he  has  found  it  necessary  to 
remove  the  uterine  appendages. 

Ordinary  non-specific  endometritis  with  tenderness  in  the 
direction  of  the  Fallopian  tubes,  one  or  both,  may  generally, 
with  appropriate  treatment,  be  cured,  as  stated  ;  but  when  the 
gonococcus  has  invaded  the  tubes  and  set  up  a  specific  inflam- 
mation which  may  extend  to  the  pelvic  peritoneum,  palliative 
treatment  can  only  quiet  the  disturbance  until  again  a  condition 
favorable  to  the  proliferation  of  the  gonococcus  occurs,  when  the 
same  symptoms  recur. 

The  formation  of  a  salpingitic  cyst  containing  serum,  blood, 
or  pus  may  result ;  or  perchance  the  patient  may  become  the 
subject  of  an  ectopic  gestation.  As  the  ovary  becomes  envel- 
oped in  membranous  adhesions,  sterility  and  pain  ensue.  The 
presence  of  a  swelling  in  the  pelvis  may  give  evidence  of  uni- 
lateral or  bilateral  involvement,  or  one  side  may  be  affected  at 
a  much  later  date  than  the  other  side.  A  condition  in  the  history 
of  this  affection,  not  sufficiently  regarded  at  an  early  period,  led 
many  operators,  I  among  others,  to  leave  one  ovary  and  tube  in 
the  patient,  necessitating  a  second  operation  at  a  later  period. 

Women  who  are  passing  through  the  pathological  changes 
produced  by  gonorrheal  infection  present  themselves  with  ster- 
ility, menorrhagia,  uterine  catarrh  and  vaginal  leucorrhea,  ecto- 
pic pregnancy,  or  possibly  by  reason  of  frequent  miscarriages. 
They  are  nervous,  often  anemic,  feeble,  impotent,  the  subject  of 
dyspareunia,  and  are  well-nigh  ready  to  accept  surgical  treat- 
ment at  any  risk. 

I  would  add  here  that  in  every  case  of  salpingitis  of  gonor- 
rheal origin  it  was  a  violation  of  pathological  law  to  leave  one 
ovary,  or  the  uterus  itself,  if  the  affection  on  one  side  already 
demanded  operation. 

The  future  treatment  of  endometritis,  the  forerunner  of  sal- 
pingitis and  ovaritis,  will  depend  upon  its  pathology.     If  it  be 
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of  non-specific  origin,  curettage,  the  application  of  iodine,  the 
drainage  of  the  uterus  by  medicated  tamponades,  which  should 
correct  malpositions  of  the  uterus,  if  possible,  will  probably  lead 
to  a  recovery;  but  if  the  endometritis  is  of  gonorrheal  origin, 
proven  either  by  the  admission  of  the  husband  or  lover,  or 
proven  by  the  existence  of  the  gonococcus  in  the  secretion  of 
the  endometrium,  it  will  depend  entirely  on  the  involve- 
ment of  the  tubes  whether  it  be  worth  while  to  resort  to  pallia- 
tive treatment  or  not.  If  palliative  treatment  is  desired  the 
patient  should  be  put  to  bed,  the  uterus  be  freely  dilated, 
curetted,  and  drained  with  iodoform  gauze.  These  remedies, 
with  hot  douches,  depleting  medicated  tamponades,  and  galvan- 
ism, may  effect  considerable  relief  in  some  cases. 

But  there  are  numerous  cases  in  which  all  palliative  measures 
have  been  exhausted  ;  where  there  is  no  question  as  to  the  gon- 
orrheal origin  of  the  disease,  proven  beyond  doubt  by  bacterio- 
logical research  or  the  admissions  of  the  husband.  In  these  cases, 
operation  having  been  determined  upon,  the  best  and  the  safest 
operation  is  total  hysterectomy  per  vaginam.  Already  during 
the  present  winter,  in  every  instance  in  which  I  have  found  it 
necessary  to  sacrifice  both  ovaries  and  tubes,  with  but  a  single 
exception,  the  operation  has  been  total  extirpation  done  by  the 
vagina.  Some  of  the  patients  have  been  out  of  bed  on  the  sev- 
enth day,  and  have  left  the  institution  for  home  at  their  own 
will  after  the  fifteenth  day. 

170  Ridge  avenue. 


THE  OPERATIVE   TREATMENT   OP  VESICO-  AND   RECTO- 
VAGINAL FISTULA.1 
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Professor  of  Surgery  in  the  Post-Graduate  Medical  School  and  Hospital  of  Chicago. 


(With  five  illustrations.) 


The  treatment  of  urinary  and  fecal  fistulas  involving  the 
utero- vaginal  tract  clearly  belongs  in  the  field  of  the  gynecolo- 
gist, but  let  it  be  hoped  that  the  members  of  this  Society  will  not 

1    Thesis   read  before   the  Chicago  Gynecological  Society,  February   22d, 
1895. 


VESICO-   AND    KECTO-VAGINAL    FISTULA.  477 

consider  it  presumptuous  for  a  general  surgeon  to  offer  a  few 
observations  and  suggestions  on  this  difficult  aud  important 
branch  of  surgery. 

Of  the  many  varieties  of  urinary  and  fecal  fistnlse,  the  writer 
has  selected  for  the  subject  of  his  paper  the  two  most  eommonly 
met  with — vesico-vaginal  and  recto-vaginal.  The  principles 
governing  the  operative  procedures  directed  to  cure  these  are 
applicable  to  the  majority  of  the  others.  It  is  not,  therefore, 
necessary  to  describe  or  discuss  the  many  modifications  of  opera- 
tions which  have  naturally  suggested  themselves  to  the  surgeon, 
depending  upon  the  size,  shape,  and  situation  of  the  fistula. 
While  it  might  be  interesting  and  even  instructive  to  recapitu- 
late more  or  less  fully  the  efforts  of  our  predecessors  to  close 
these  troublesome  artificial  openings,  suffice  it  on  this  occasion 
to  consider  the  methods  of  relief  that  are  now  most  commonly 
in  vogue.     The  methods  now  practised  per  vaginam  are  : 

1.  Cauterization. 

2.  Vaginal  autoplasty  and  elytroplasty. 

3.  Yivification  and  suture  of  the  edges  of  the  fistula. 

4.  Flap-splitting  and  sutures. 

5.  Flap-formation  and  sutures,  which  the  author  suggested 
and  put  into  successful  effect  more  than  three  years  ago,  and 
which  he  reported  in  the  British  Medical  Journal,  February 
24th,  1 894. 

The  mere  mention  of  the  cautery  carries  us  at  once  back  to 
the  ancient  history  of  medicine,  when  it  was  the  all-favorite 
method  for  every  size  and  variety  of  fistula.  Its  trial  and  use- 
fulness are  now  relegated  to  very  small  or  oblique  fistulse,  where 
it  sometimes  proves  efficacious.  It  is  not  always  the  minute 
opening  that  is  most  amenable  to  treatment,  for  some  of  the 
very  intractable  cases  are  those  in  which  the  opening  is  so  small 
as  to  be  discovered  with  difficulty.  Fistulae  of  considerable  size 
may  close  spontaneously,  and  the  cauterization  that  may  have 
been  employed  from  time  to  time  receives  the  credit  for  the 
cure. 

The  mucous  and  skin-flap  operations  instituted  and  performed 
by  Roux,  Velpeau,  Leroy,  Gredy,  Jobert,  and  others  in  the  early 
part  of  this  century,  although  more  or  less  successful,  indeed 
wonderfully  so  when  we  consider  that  these  operators  knew 
nothing  of  antisepsis  or  asepsis,  fell  into  disuse  shortly  after 
the  introduction,  or  rather  revival,  of  the  operation  of  vivi- 
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fication  of  the  edges  of  the  fistula  and  the  bringing  of  these 
together  with  silver  sutures.  A  case  may  exceptionally  be  en- 
countered where  auto-  or  elytroplasty  is  most  suitable. 

As  early  as  1570  Ambrose  Pare  proposed  the  closure  of 
vesico-vaginal  fistulse  by  a  retinaculum,  which  was  the  first  idea 
of  the  coaptation  of  the  fistulous  edges.  A  Dutch  surgeon,  Von 
Roonhuysen,  in  1660  vivified  the  edges  of  a  fistula  and  sewed 
them  together.  His  failure  was  undoubtedly  due  to  bad  tech- 
nique, which,  strange  to  say,  was  not  improved  upon  until  about 
two  hundred  years  later,  when  Marion  Sims,  Bozeman,  and 
Hayward  in  America,  Simpson  and  Baker  Brown  in  Great 
Britain,  Simon  and  Hegar  in  Germany,  Keugebauer  in  Warsaw, 
Follin  and  Yerneuil  in  France,  placed  the  operation  upon  the 
firm  aud  useful  basis  upon  which  it  now  stands.  These  are  a 
few  of  the  prominent  facts  in  the  chain  of  development  of  the 
operative  treatment  of  vesico-vaginal  fistula. 

Although  it  would  be  superfluous  to  give  a  description  of 
Sims'  operation  in  all  its  details,  a  lesson  or  two  may  be  drawn 
from  a  consideration  of  a  few  of  the  causes  of  failure  which 
frequently  confront  the  surgeon. 

1.  Hemorrhage,  either  primary  or  secondary,  into  the  bladder. 
— It  is  easy  to  perceive  why  this  accident  cannot  always  be 
avoided.  The  extremely  vascular  and  in  many  cases  congested 
mucous  membrane  of  the  bladder  is  pared  off  the  full  size  of  the 
fistula,  and  the  oozing  of  blood  into  the  bladder  gives  rise  to 
distention  from  the  accumulation  of  coagulated  blood  mixed 
with  urine,  distressing  tenesmus,  etc.,  which,  if  not  at  once  fatal 
to  success,  is  apt  subsequently,  from  decomposition  of  the  residue, 
to  invade  the  seat  of  operation  with  disastrous  results. 

2.  Leakage  of  urine  along  one  or  more  sutures. — This  is  a 
frequent  cause  of  failure  when  the  edges  of  the  fistula  are  very 
thin  and  only  a  narrow  raw  surface  is  obtainable,  and  when  the 
tension  on  the  coaptating  sutures  is  so  considerable  that  the  edges 
of  the  fistula  on  the  vesical  surface  cannot  come  into  close  con- 
tact because  they  are  not  grasped  by  the  stitches ;  the  urine 
consequently  trickles  along  the  sutures  with  which  it  had  been 
in  contact  from  the  time  of  the  completion  of  the  operation. 

3.  Suppuration,  whose  origin  is  from  the  surface  of  the 
bladder.  It  must  be  remembered  that  in  the  majority  of  pa- 
tients suffering  from  this  affection  septic  inflammation  has  ex- 
tended up  the  fistula  to  the  lining  of  the  bladder,  from  which 
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the  vivified  edges  receive  infection.  Suppuration  from  this 
source  is  more  liable  to  occur  when,  as  in  Sims'  operation,  the 
vesical  lining  is  wounded  by  the  vivification,  when  a  gaping  of 
the  bladder  edges  exists,  and  when  more  or  less  of  a  concav- 
ity is  present  on  the  bladder  surface  along  the  line  of  coaptation 
after  the  sutures  are  tied,  which  acts  as  a  retaining  surface  for 
any  pyogenic  organisms  that  may  peradventure  be  in  the  blad- 
der. In  addition  to  these  three  insurmountable  causes  of  fail- 
ure of  the  operation  of  vivification  and  suture,  many  objections 
to  it  may  be  raised,  chief  among  which  is  the  irreparable  loss  of 
tissue  involved,  which  makes  the  successful  performance  of  sub- 
sequent operations  more  and  more  difficult. 

The  flap  splitting  operation  in  gynecology,  with  which  the 
name  of  Lawson  Tait  has  been  so  laudably  associated  in  his  peri- 
neal operation,  was  primarily  applied  to  the  cure  of  vesico  vagi- 
nal fistula  by  Blasius,  in  Germany,  in  1839.  The  operation  was 
revived,  or  possibly  independently  invented,  by  Tait  and  Von 
HerJff.  It  consists,  as  you  all  know,  in  splitting  the  cicatricial 
margin  of  the  fistula,  extending  the  incision  into  the  surround- 
ing septum,  and  reflecting  the  flaps  toward  their  respective  mu- 
cous surfaces,  vaginal  and  vesical.  The  operation  is  completed 
by  inserting  one  row  of  sutures  in  the  inner  or  vesical  flap  and 
one  in  the  vaginal  flap.  Its  praises  have  recently  been  enthusi- 
astically sounded  by  Yon  Herri,  Sanger,  Fritsch,  Walcher,  and 
others. 

Tait  has  successfully  employed  one  buried  suture  inserted  cir- 
cumferentially  and  tied.  The  single  suture  can  only  be  success- 
ful in  very  small  fistulse  where  coaptation  of  the  raw  surfaces 
is  easy.  The  usefulness  of  the  more  extensive  flap-splitting 
operation  already  described  is  limited  to  comparatively  small 
openings. 

The  objections  to  this  operation  are  : 

1.  Its  application  is  limited. 

2.  It  leaves  a  flat  surface  on  the  vesical  side  at  the  seat  of 
operation,  and  on  this  account  infection  from  an  inflamed  bladder 
is  more  liable  to  occur  than  when  a  prominent  elevation  is  secured. 

3.  Accurate  coaptation  of  the  whole  raw  surface  is  impossi- 
ble. At  the  point  of  deviation  of  the  flaps  a  triangular  space 
is  left  in  which  blood  and  serum  are  liable  to  accumulate. 

4.  It  is  difficult  to  suture  the  internal  flap  without  wide  sepa- 
ration of  the  external. 
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The  flap-formation  operation  suggested  itself  to  the  writer  af- 
ter the  performance  of  two  unsuccessful  operations,  described 
below  as  Case  1.  The  patient  had  a  vesico-vaginal  fistula,  a 
large  recto-vaginal  fistula,  and  atresia  of  the  vagina  above  these 
two  openings.  The  preparation  of  the  patient  includes  sur- 
gical cleanliness  of  the  field  of  operation,  which  frequently 
necessitates  dilatation  and  curettage  of  a  foul  uterus.  The  posi- 
tion of  the  patient  for  operation  is  that  which  furnishes  the  best 
exposure  of  the  fistula,  which  may  be  the  extra-lithotomy  on 
the  side  or  the  knee-chest. 

Operation. — The  fistulous  opening  being  exposed,  an  incision 


Fig.  1. 


Fig.  -i. 


is  made  with  a  scalpel  through  the  mucous  membrane  of  the 
vagina  at  the  distance  of  an  eighth  to  a  quarter  of  an  inch  from 
the  margin  of  the  fistula.  This  incision  is  extended  until  it  com- 
pletely encircles  the  opening  (Fig.  1.). 

The  line  of  incision  is  carefully  deepened,  not  obliquely,  but 
at  right  angles  to  the  parts  severed,  until  the  vesical  membrane 
is  reached,  and  great  caution  should  be  exercised  in  retaining 
the  integrity  of  that  membrane.  A  stream  of  sterilized  water 
directed  on  the  wound  keeps  it  free  from  blood.  In  this  man- 
ner a  circumferential  flap,  hinged  by  the  mucous  membrane  of 
the  bladder,  is  obtained.  This  flap  is  turned  into  the  bladder, 
thus  forming  a  roof  for  the  broad  raw  surface  exposed,  and  is 
held  in  this  position  by  a  continuous  tine  chromic  catgut  suture, 
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inserted  in  such  a  manner  that  the  stitches  do  not  pierce  the 
raucous  wall  of  the  bladder,  or  preferably  with  several  of  my 
inversion  sutures  (Fig.  2). 

The  narrow  strip  of  vaginal  mucous  membrane,  which,  owing 
to  its  density,  retains  a  suture  well,  becomes  part  of  the  lining  of 
the  bladder  and  causes  no  disturbance  in  its  new  location.  The 
artificial  opening  is  now  closed  and  water-tight,  and  to  com- 
plete the  operation  it  is  necessary  only  to  pass  and  tie  silkworm- 
gut  or  silver-wire  sutures  on  the  vaginal  surface  in  the  ordinary 
way  (Fig.  3).  Great  care  must  also  be  taken  that  these  sutures 
do  not  include  the  vesical  mucous  membrane. 

The  vagina  is  now  carefully  packed  with  iodoform  gauze, 
which  is  left  in  situ  for  six  or  eight  days;  it  is  then  removed, 


^5w- 


Fig.  3. 


Fig.  4. 


the  vagina  thoroughly  irrigated,  any  loose  suture  withdrawn, 
and  the  packing  renewed.  This  cleansing  and  dressing  are  re- 
peated every  five  or  six  days  for  about  three  weeks. 

^  In  my  opinion  all  the  sutures  should  not  be  taken  out  on  the 
eighth  or  tenth  day,  as  recommended  by  so  many  operators;  as 
long  as  a  stitch  is  not  easily  moved  in  its  bed  it  had  better 
b3  left  until  fibrous  tissue  is  formed,  which  ordinarily  requires 
about  three  weeks. 

^  Fig.  4  shows  a  sectional  view  of  the  flap  inverted,  my  inver- 
sion sutures  tied,  and  the  projection  into  the  bladder. 
The  chief  advantages  of  this  operation  are  : 

1.  There  is  no  loss  of  tissue. 

2.  A  very  broad  raw  surface  is  obtained  for  apposition. 

3.  At  the  site  of  the  oparation  there  is  a  projection  into^the 
bladder  which  forms  a  roof  for  the  raw  surface. 
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4.  Should  the  mouth  of  a  ureter  be  exposed  at  the  edge  of 
the  fistula  it  is  not  injured,  but  is  turned  into  the  bladder. 

5.  It  obviates  the  danger  of  primary  or  secondary  hemorrhage 
into  the  bladder. 

6.  As  the  coaptation  on  the  vesical  surface  is  perfect,  the  dan- 
ger of  leakage  of  urine  along  the  sutures  is  obviated. 

7.  Secondary  infection  of  the  wound  from  an  inflamed  bladder 
is  minimized  by  the  prominent  projection  of  the  internal  flap 
into  the  bladder  along  the  whole  line  of  operation,  thus  raising 
the  abraded  surface  above  the  most  dependent  parts  where  sep- 
tic material  would  most  naturally  lodge ;  and  because  the  bladder 
lining  is  not  injured. 

8.  In  large  fistulse,  the  apposition  of  whose  edges  requires 
great  tension  upon  sutures,  this  operation  affords  the  best  oppor- 
tunity to  make  relaxation  incisions,  gliding  flaps,  or  other  auto- 
or  elytroplastic  operations. 

9.  It  is  applicable  to  every  form,  and  may  be  to  every  size  or 
site,  of  a  cicatricial  fistula  between  the  vagina  and  bladder  or 
urethra. 

In  this  connection  allow  me  to  report  the  following  cases. 

Case  I. — Mrs.  B.,  English,  aged  26,  wife  of  a  farmer,  lived 
with  her  husband  about  two  hundred  miles  away  from  medical 
skill.  A  squaw  midwife  was  summoned  to  attend  this  patient  at 
her  first  confinement.  Her  labor  was  long  and  tedious.  After 
the  escape  of  the  liquor  amnii  she  had  hard  labor  pains  for  three 
days,  when,  with  a  great  rush,  a  dead  child,  secundines,  and  a 
large  quantity  of  urine  escaped,  greatly  to  her  relief.  From  that 
time  all  the  urine  escaped  by  the  vagina.  Later  on  she  applied 
to  a  doctor  for  relief,  who  operated  on  her  three  times  without 
any  benefit.  She  was  told  the  vagina  was  obliterated  above  the 
fistula,  and  to  overcome  this  a  cylindrical  speculum  was  kept 
forcibly  pressing  upon  the  cicatricial  mass  for  many  days,  which 
caused  extensive  ulceration  into  the  rectum.  This  desperate  case 
was  referred  to  the  author. 

Examination  revealed  a  short,  inflamed  vagina,  covered  with 
phosphatic  concretions,  through  which  escaped  fecal  matter  and 
urine.  The  tenderness  was  so  extreme  that  it  required  several 
days  of  constant  attention  before  a  thorough  digital  exploration 
could  be  made.  The  vagina  was  not  more  than  two  inches  long ; 
the  index  finger  could  be  pushed  into  the  bladder,  while  the 
middle  finger,  at  the  same  time,  readily  passed  into  the  rectum, 
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and  a  thickened  mass  could  be  felt  between  the  two,  which 
proved  to  be  a  cicatricial  stenosis  of  the  vagina  above  thefistulse, 
embodying  the  whole  cervix  of  the  uterus.  A  small,  tortuous 
passage  through  which  the  menstrual  discharge  flowed  could  be 
traced  a  short  distance  with  a  filiform  bougie.  The  vesicovagi- 
nal fistula  was  large  enough  to  admit  the  tips  of  three  fingers. 
With  reflected  light  the  orifices  of  the  ureters  could  be  seen  at 
the  margin  of  the  fistula.  After  first  transversely  splitting  the 
cicatricial  tissue  and  cervix  the  uterine  canal  was  found,  curetted, 
and  packed  with  gauze.  The  two  fistulse  were  then  vivified 
and  sutured  with  silkworm  gut  after  the  method  of  Sims. 
'Slight  improvement  followed,  but  the  operation  was  practically 
a  failure.  Eight  weeks  later  a  second  similar  attempt  was  made, 
but  without  success.  Three  months  afterward,  on  October  8th, 
1891,  [  performed  on  her  my  flap-formation  operation,  closing 
l>oth  fistulse  at  one  sitting.  This  was  successful,  and  she  left  the 
hospital  three  or  four  weeks  later,  pronounced  cured.  She  re- 
turned to  her  husband,  and  in  about  a  month  wrote  to  me  that 
her  "  bladder  leaked  again  nearly  as  bad  as  ever."  She  returned 
as  requested.  I  found  the  vesico-vaginal  opening  incredibly  large. 
My  suspicions  were  aroused  as  to  the  cause  of  so  large  and  round 
an  opening,  but  nothing  was  said.  It  was  again  repaired  in  the 
§ame  manner,  this  time  without  an  anesthetic.  It  healed  nicely 
by  first  intention,  and  at  the  end  of  four  weeks  she  returned 
home.  Soon  after  I  heard  indirectly  that  she  could  not  hold  her 
urine,  and  wrote  to  her  to  call  and  see  me  the  first  time  she  came 
to  the  city.  Three  or  four  months  later  she  called.  I  made  an 
examination,  and  found  the  vesico-vaginal  fistula  as  large  as  be- 
fore the  last  operation.  She  then  told  me  that  rupture  into  the 
bladder  had  occurred  during  coitus  after  each  of  the  two  last 
operations;  that  she  did  not  wish  to  have  it  closed  any  more, 
because  her  husband  would  leave  her  unless  she  could  gratify  him ; 
that  she  herself  "was  as  erotic  as  he  was  amorous,  and,  as  she 
then  was,  they  were  both  happy  and  satisfied  except  for  the  odor 
■of  the  urine  and  inconvenience  of  constantly  wearing  napkins. 

In  the  management  of  this  case  I  was  assisted  throughout  by 
Dr.  J.  O.  Todd,  of  Winnipeg,  who  was  then  my  assistant,  and  to 
■whom  I  am  grateful. 

Case  II. — Mrs.  H.  L.,  of  West  Superior,  aged  35,  had  a  mis- 
carriage in  1835,  became  pregnant  in  1891,  and,  after  a  tedious 
and  instrumental  labor,  was  delivered  on  May  8th,  1892.     She 
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passed  no  urine  for  three  days  after  the  birth  of  the  child.  Her 
bladder  became  greatly  distended,  causing  great  distress,  which 
was  relieved  only  upon  the  bursting  of  the  bladder  and  the 
escape  of  the  urine  per  vaginam.  Her  attendant  was  a  homoeo- 
pathic physician.  Four  weeks  later  she  went  to  St.  Paul,  where 
four  unsuccessful  operations  were  performed,  the  failure  of 
which  I  attribute  to  the  method  of  operating. 

On  March  8th,  1893,1  operated  on  the  fistula  (which  was  ai> 
inch  in  diameter)  by  my  flap-formation  method,  with  complete 
success,  and  the  patient  left  the  hospital  twenty-one  days  after 
the  operation. 

Case  III. — Mrs.  M.,  aged  38,  mother  of  six  children,  had 
noticed  an  occasional  leakage  of  urine  since  the  birth  of  the  first 
child,  which  was  becoming  more  troublesome.  Without  much 
difficulty  I  discovered  a  small,  oblique  fistula,  through  which  I 
passed  a  small  probe.  This  fistula  was  repaired  by  my  method 
on  August  10th,  1893,  at  her  own  home,  under  cocaine  anesthesia. 
Although  she  remained  in  bed  only  two  weeks,  perfect  cure 
resulted. 

Case  IV. — Dr.  J.  O.  Todd,  of  Winnipeg,  sends  me  a  report 
of  this  case  of  vesico-urethro- vaginal  fistula, /which  he  cured  by 
my  method  of  flap  formation  and  sutures:  Mrs.  M.,  multipara. 
Her  last  confinement  was  instrumental,  and  resulted  in  rupture 
of  the  cervix  and  perineum,  and  a  urinary  fistula  which  involved 
the  base  and  neck  of  the  bladder  and  the  whole  length  of  the 
urethra.  Dr.  Todd  operated  on  July  27th,  1894,  assisted  by 
Drs.  McDiarmid  and  Hutton.  Fine  silk  was  used  to  coaptate 
the  inverted  flaps,  and  silkworm  gut  for  the  vaginal  sutures. 
All  the  sutures  were  removed  on  the  tenth  day.  Primary 
union  was  complete.  On  August  16th  the  cervix  and  perineum 
were  repaired,  using  Tait's  method  with  Ferguson's  buried 
catgut  suture.  September  10th  the  patient  left  the  hospital. 
In  December  the  patient  reported  herself  quite  well  and  that 
she  had  not  the  slightest  trouble  in  retaining  her  urine. 

There  is  still  another  operative  procedure  which  might  have 
been  referred  to  with  the  autoplastic  operations,  but,  as  it  is  ef- 
fected through  the  bladder  by  a  suprapubic  cystotomy,  it  may 
be  better  to  mention  it  separately.  Lannelongue  in  1873  suc- 
cessfully repaired  a  very  large  fistula,  involving  the  whole  vesico- 
vaginal septum,  by  this  method.  McGill,  after  reporting  a 
couple  of  cases  of  his  own,  gave  the  credit  of  the  suggestion  of 


RECTO-    AND    VESICOVAGINAL   FISTULA. 


485 


this  operation  to  Trendelenburg.  A  number  of  successful  cases 
have  since  been  reported.  The  complete  closure  of  the  vagina, 
in  order  to  direct  the  urine  through  the  natural  passage,  should 
be  dons  only  as  a  last  resort.  The  subsequent  establishment  of 
a  recto-vaginal  fistula  to  allow  the  urine  to  escape  by  the  rectum, 
which  was  done  first  by  Baker  Brown  and  afterward  by  Rose 
and  Fritsch,  is  not  to  be  commended. 

In  deep  juxtacervical   fistulse  the  posterior  lip  of  the  cervix 

uteri  has  been  vivified  and  successfully  secured  to  the  freshened 

lower  edge    of  the  fistula  (Ilegar),  thus  allowing  the  urine  to 

escape  naturally  and  the  menses  to  be  directed  into  the  bladder. 

After  looking  over  the  literature  of  the  treatment  of  recto- 


Fig.  5. 


vaginal  tistulse,  and  noting  the  cobtomies  of  Rose  and  Czerny, 
the  episiocleisis  of  Baker  Brown,  Slavjanski,  Gerasimovitchi 
'Crepsi,  and  lakovlefT,  and  the  rectangular  flap  method  of  Le 
Dentu,  the  writer  felt  justified  in  attempting  a  new  procedure.. 

Operation.—^  circumferential  flap  is  made  from  the  vaginal 
surface;  the  incision  extends  to,  but  not  through,  the  mucous 
membrane  of  the  rectum.  The  edge  of  the  flap  is  now  seized 
with  four  pressure  forceps,  inverted  into  the  rectum,  and  a  small 
pile  clamp  applied.  Instead  of  the  clamp  a  stout  ligature  may 
be  thrown  around  the  tissues  inverted  into  the  rectum,  or  my 
buried  inversion  sutures  of  catgut  may  be  used,  as  already  de- 
scribed in  the  vesico-vaginal  operation. 

The  free  portion  of  the  flap  external  to  the  clamp  is  burned 
off  with  the  actual  cautery,  but  the  clamp  is  not  removed  until 
interrupted  sutures  of  silkworm  gut  have  been  inserted  in  the 
usual  way  without  grasping  the  rectal  mucous  membrane,  and 
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tied  on  the  vaginal  surface.  A  rectal  tube,  well  wrapped  with 
iodoform  gauze,  is  placed  in  the  rectum,  aud  the  vagina  is  packed 
with  iodoform  gauze.  In  this  manner  an  extensive  denuded' 
surface  is  secured  which  readily  unites  upon  proper  coapta- 
tion. The  rectal  flap  is  cauterized,  thus  lessening  the  liability 
to  septic  infection  from  that  source.  The  rectal  tube  and  vagi- 
nal packing  further  guard  the  wound  against  infection,  and  act 
as  splints  to  insure  that  rest  so  necessary  to  primary  repair. 

The  after-treatment  consists  in  keeping  the  wound  as  sur- 
gically clean  as  possible.  The  rectal  tube  is  not  disturbed  for 
about  a  week ;  after  its  removal  the  first  movement  of  the 
bowels  since  the  operation  is  obtained  by  the  administration  of 
a  copious  enema.  The  rectum  is  washed  out  with  sterilized 
water  every  twelve  hours  for  the  following  week,  and  during- 
that  time  a  rectal  suppository  containing  five  grains  of  iodo- 
form is  inserted  every  six  hours.  The  packing  in  the  vagina  is- 
changed  every  six  or  eight  days ;  the  stitches  are  removed  at 
intervals  between  the  tentli  and  twenty-first  days.  Previous  to 
the  first  evacuation  of  the  bowels  the  diet  must  be  of  liquid,  and 
as  free  from  excrementitious  materials  as  possible. 

My  personal  experience  with  this  method  of  treating  recto- 
vaginal fistulas  is  limited  to  Case  1,  already  described,  which  was 
completely  cured  by  the  one  operation. 

I  have  also  to  thank  Dr.  J.  O.  Todd  for  the  report  of  a  suc- 
cessful case  of  recto-vaginal  fistula  cured  after  operation  by  my 
flap-formation  method.  Mrs.  D.,  aged  35.  Eleven  weeks  before 
the  operation  the  rectal  septum  was  torn  through  by  forceps- 
during  delivery  and  a  fecal  fistula  established.  November  15th,. 
1894,  Dr.  Todd  operated  by  my  method,  assisted  by  Drs.  Dame 
and  Hutton.  The  flap  inverted  into  the  rectum  was  approxi- 
mated with  fine  silk,  while  the  vaginal  wound  was  closed  with 
silkworm-gut  sutures.  The  use  of  the  pile  clamp  was  not 
deemed  necessary.  The  wound  healed  kindly,  excepting  at 
one  point  through  which  a  silk  ligature  passed,  which  subse- 
quently closed. 

The  limited  time  at  the  disposal  of  the  writer  prevents  the 
possibility  of  going  thoroughly  into  the  merits  or  demerits  of 
the  operative  treatment  of  recto-vaginal  fistulas  by  the  vagina,, 
rectum,  and  perineum  respectively. 
Venetian  Building. 
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EMMET'S   OPERATION  FOR  LACERATION    OF    THE  CERVIX 

UTERI : 

ITS   SCOPE   AND   LIMITATIONS.1 


BY 
J.  DUNCAN  EMMET,   M.D., 
New  York. 


I  have  chosan  this  subject,  first,  because  the  injury  in  ques- 
tion and  the  operation  originated  by  Dr.  Emmet  for  its  repair, 
although  for  many  years  known  by  fame  if  not  by  practical 
knowledge  to  the  profession,  still  hold  rank  among  the  fore- 
most of  gynecological  discoveries;  secondly,  because  nothing  of 
special  value  has  been  written  upon  this  theme  since  they  first 
received  general  acceptance;  thirdly,  because  owing  to  my  inti- 
mate association  with  the  author,  both  personally  and  profes- 
sionally, I  may  fairly  lay  claim  to  a  more  accurate  knowledge 
of  Dr.  Emmet's  teachings  and  to  greater  opportunities  for  obser- 
vation and  personal  experience,  in  the  plastic  operations  devised 
by  him,  than  other  men.  Moreover,  it  is  an  undeniable  fact 
that,  although  many  have  both  taught  and  practised  the  opera- 
tion for  laceration  of  the  cervix,  but  comparatively  few  perform 
it  in  the  manner  prescribed  by  its  author.  As  when  we  meet 
the  same  face  constantly  and  for  a  long  period  we  instinctively 
acquire  a  feeling  toward  its  possessor  of  personal  acquaintance, 
though  we  have  never  exchanged  a  word,  so  it  is  with  many 
operators  with  regard  to  this  operation. 

For  this  reason  I  feel  justified  in  beginning  this  paper  with  a 
brief  summary  of  the  details  of  the  operation  as  originally  de- 
vised ;  later  I  will  state  the  indications  for  and  against  the  pro- 
cedure and  will,  finally,  state  clearly  where,  in  the  light  of  my 
personal  experience,  its  sphere  of  usefulness  ends  even  for  the 
cure  of  laceration  of  the  cervix. 

I  beg  the  indulgence  of  those  who  really  understand  the 
operation  for  the  few  minutes  required  for  its  description,  which 
I  will  make  as  brief  as  is  consonant  with  clearness  and  precision 

The  four  points  essential  to  success  are :     To  remove  all  ab- 

1  Read  before  the  New  York  Obstetrical  Society,  January  19th,  1895. 
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normal  tissue,  not  only  from  the  angles  of  the  laceration,  but 
from  any  other  part  as  well,  not  only  the  so-called  li  cicatricial 
plug"  but  also  the  cystogenic  tissue  which  frequently  surrounds 
the  former  in  old  injuries;  to  maintain  the  continuity  of  the 
mucous  lining  of  the  cervical  canal  down  to  the  new  external 
os ;  to  insert  the  sutures  in  such  a  way  that  all  denuded  surfaces 
are  brought  into  apposition  and  that  no  "  pockets  "  are  left  be- 
low the  sutures;  and,  finally,  so  to  direct  the  sutures  that  the 
loop  of  each  shall  impinge  upon  and  closely  approximate  the 
denuded  edges  of  the  canal  on  both  sides  and  throughout  its 
length.  This  direction  of  sutures  has  been  aptly  likened  to  the 
arrangement  of  the  spokes  in  a  fan,  and  thus  is  the  mid-position 
and  straightness  of  the  canal  maintained,  the  formation  of 
"pockets"  avoided  and  the  conical  shape  of  the  cervix  restored. 

An  important  point,  though  not  an  essential  one,  upon  which 
Dr.  Emmet  has  laid  stress,  is  that  the  operation  should  be  per- 
formed with  the  patient  on  the  side  in  Sims'  position.  The  ad- 
vantages of  this  over  the  dorsal  one  is  that  in  the  former  the 
levator  ani  muscle,  as  well  as  all  the  pelvic  fascia,  may  be  com- 
pletely relaxed  by  the  use  of  the  speculum,  thus  allowing  the 
fullest  expansion  of  the  vagina  without  disturbing  the  normal 
position  of  the  uterus  in  its  relation  to  the  surrounding  parts. 
The  cervix  here  may  be  operated  upon  in  situ,  while  in  the  dor- 
sal position  it  must  be  drawn  down  to  the  ostium  vaginse — an 
unnatural  aud  strained  position  for  the  organ.  It  is  not  reason- 
able to  suppose  that  the  uterus,  the  broad  ligaments  and  the 
vessels  which  supply  them  will  not  suffer,  at  least  temporarily, 
from  this  strain.  Moreover,  the  position  is  unnecessary ;  while 
the  Sims  position  fulfils  all  the  physiological  and  mechanical 
requirements. 

Assuming,  then,  that  the  operation  is  done  in  the  lateral  pose, 
the  first  step  is  to  fix  the  cervix  by  a  tenaculum  stuck  into  the 
upper  half  of  the  lower  lip  of  the  tear.  It  is  an  advantage  to 
begin  incising  at  the  more  dependent  or  lower  half  of  the  lace- 
ration, because  the  operator  thus  has  a  clear  field,  free  from  the 
blood  which  would  constantly  obscure  it  were  the  upper  angle 
first  attacked.  Gauging  the  width  of  the  proposed  canal,  which 
should  rarely  exceed  one-third  of  an  inch,  the  operator  makes 
his  first  incision,  with  scissors,  at  the  inner  edge  of  the  lower 
lip  of  the  laceration  and  at  a  sufficient  distance  from  the  middle 
line  to  leave  an  undenuded  strip  of  mucous  membrane  equal  to 
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half  the  width  of  the  canal.  The  direction  of  this  cut  should 
be  parallel  with  the  trend  of  the  canal  and  should  reach  to  the 
bottom  of  the  laceration.  The  surgeon  then  works  his  way 
toward  the  angle,  rinding  and  removing  all  morbidly  dense  tis- 
sue by  cutting  around  and  under  it,  as  in  coring  out  a  corn  or 
wart.  In  this  process  the  point  of  the  scissors  or  the  direction 
of  the  cut  must  always  be  toward  the  canal  because,  the  cervix 
being  circular,  we  shall  quickly  find  our  incision  has  extended 
through  that  organ  and  into  the  surrounding  connective  tissue, 
or  even  to  the  peritoneum,  if  this  rule  be  neglected.  This  is 
the  more  important  to  bear  in  mind,  because  the  eversion  of  the 
lips  and  the  sweep  of  the  vaginal  mucous  membrane  outward 
from  the  cervix  are  apt  to  give  us  a  very  erroneous  idea  of  the 
true  size  of  this  organ  above  its  vaginal  attachment,  and  a  cut 
which  should  apparently  lead  us  directly  into  cervical  tissue 
will  often  end  far  outside  it. 

The  process  of  excision  is  continued  around  the  angle  and 
along  the  inner  side  of  the  upper  lip  of  the  laceration  until  it 
reaches  a  point  directly  opposite  the  situation  of  the  first  inci- 
sion, where  the  limits  of  the  canal  were  marked  out.  An  edge 
of  undenuded  mucosa  is  here  left  as  was  done  on  the  lower  lip, 
and  we  now  have  a  more  or  less  deep  cavity  of  irregular  shape 
and  surrounded  by  normal  cervical  tissue.  If  all  the  morbid 
tissue  be  removed  this  cavity  will  frequently  extend  up  to  if  not 
beyond  the  os  internum.  The  other  half  of  the  laceration  is 
treated  in  precisely  the  same  manner  as  that  described  and 
when  this  is  accomplished  we  should  find  two  cavities  separated 
by  two  opposed  strips  of  undenuded  mucosa,  continuous  with 
the  uterine  lining,  and  of  an  equal  and  regular  width. 

The  first  suture  should  be  inserted  in  the  following:  manner: 
Using  a  long,  lance-shaped  needle  slightly  curved  at  the  point, 
we  begin  on  a  line  with,  but  a  little  outside  the  extreme  angle  of, 
the  wound  on  its  vaginal  surface,  directing  the  needle  inward  in 
such  a  course  that  its  point  emerges  at  the  angle  formed  by  the 
continuity,  at  the  bottom  of  the  cavity,  of  the  two  strips  of  un- 
denuded mucous  membrane  left  for  the  formation  of  the  future 
Canal.  (It  should  be  borne  in  mind  that  these  strips  of  cervical 
membrane  are  the  rallying  point  for  all  the  sutures  in  this  ope- 
ration.) "When  the  needle  has  been  drawn  out  with  its  accom- 
panying suture,  it  should  be  reinserted  close  to  the  place  of  its 
emergence  and   its   point  directed  through  the  opposite  flap  of 
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the  laceration  outwardly,  until  it  appears  on  the  vaginal  surface- 
of  the  cervix  at  a  point  exactly  similar  to  that  of  its  first  entrance 
at  ^the  opposite  side  of  the  angle.  This  suture,  throughout  its 
course,  must  pass  beneath  the  bottom  of  the  cavity  deeply 
through  the  tissues,  and  it  is  a  radical  error  if  anywhere  it  be 
exposed  from  its  entrance  until  it  emerges  at  the  canal  or  from 
this  point  until  it  reaches  the  vagina  again.  This  is  equally  true 
of  all  the  other  sutures  ;  and,  although  I  know  that  the  rule  is 
one  of  general  surgical  application  under  similar  conditions,  I 
also  know,  from  personal  observation,  that  its  neglect  in  this 
operation  is  one  of  the  most  frequent  causes  of  failure.  It  is 
thus  that  the  formation  of  "  pockets  "  occurs. 

The  second  stitch  is  introduced  about  a  quarter  of  an  inch  or 
less  from  the  first  one  on  the  outer  edge  of  the  lower  flap ;  it 
picks  up  the  edge  of  the  strip  of  mucous  membrane  a  little 
above  the  site  of  the  first  suture,  is  reintroduced  at  a  corre- 
sponding point  on  the  opposite  flap  and  terminates  on  the  va- 
ginal surface  directly  opposite  its  original  insertion.  The  next 
one  is  passed  in  precisely  a  similar  manner,  and  it  will  be  no- 
ticed that  with  each  one,  the  nearer  it  approaches  the  middle 
line  of  the  cervix,  the  acuter  is  the  angle  formed  between  it  and 
the  axis  of  the  canal.  The  last  or  "  crown  "  stitch  on  each  side 
has  a  different  direction  from  all  others :  it  is  introduced  not 
only  immediately  into  the  canal,  but  its  course  is  parallel  to  the 
latter's  axis.  It  extends  about  a  quarter  of  an  inch  below  the 
os  externum  and  when  tightened  serves  to  roll  in  the  everted 
lips.  In  describing  the  suturing  of  one  side  I  have  explained 
both,  for  the  operation,  even  though  the  injury  may  be  less  ex- 
tensive on  one  side  than  on  the  other,  is  essentially  bilateral  in 
method. 

While  listening  to  this  description  of  the  operation  many  of 
you  who  have  tried  it  will  remember,  from  your  own  experi- 
ence, certain  apparent  inconsistencies  between  the  theoretical 
directions  for  operating  and  their  practical  application  ;  and 
these  are  at  times  so  great  as  to  appear  almost  impossible  of 
reconciliation.  I  therefore  shall  now  state  them  as  they  have 
affected  me  and  point  out  the  means  by  which  they  may  be 
overcome  without  compromise  and  with  complete  success. 

The  first  difficulty  which  occurs  to  me  is  that,  when  we  have 
removed  all  the  diseased  tissue  from  the  angles,  so  deep  a  cavity 
is  often  left  that  it  is  apparently  impossible  to  pass  the  first 
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needle  below  the  bottom  of  it  and  at  the  same  time  to  bring  its 
point  out  at  the  juncture  of  the  divided  canal  ;  another  is  the 
extreme  difficult}-  experienced,  under   these    circumstances,  in 
drawing  out  the  point  of  the  needle,  from  want  of  space,  when 
it  presents  at  the  canal.     In  both  of  these  cases  an  intelligent 
use  of  the  tenaculum  will  accomplish   the  desired  result.     If 
this  instrument,  in  the  left  hand  of  the  operator,  is  firmly  stuck 
in  the  bottom  of  the  cavity,  the  latter  may  be  drawn  up  until  it 
approaches  a  plane,  and  the  needle  can  thus  pass  in  a  straight 
course  beneath  it.     This  end  is  greatly  facilitated  by  the  use  of 
a  supplementary  tenaculum,  or  more  than  one,  in  the  hands  of 
an  assistant,  by  means  of  which  he  everts  and  depresses  the  lips 
of  one  flap,  or  both,  while  the  operator  is  drawing  up  the  bottom 
of  the  cavity.     In  the  other  difficulty  a  similar  use  of  the  tena- 
culum by  an  assistant  and  the  firm  pressure  of  another  by  the 
operator  below  the  point  of  the  needle  about  to  be  withdrawn, 
for  counter  pressure,  will  prove  efficacious.     A  temptation  to  be 
avoided  is,  when  drawing  the  needle  out  of  deep  tissues  and  in 
a  confined   space,  to  drag  it  out   by  lifting  the  point  instead  of 
shoving  it  along  until  it  has  completely  emerged  from  the  tissue. 
This  is  a  very  common  practice,  with  the  result  of  either  break- 
ing the  needle  and  its  concomitants  of  delay  and  wearisome  and 
sometimes  fruitless  search  for  the  embedded  end,  or  else  such  a 
laceration  of  the  tissues  that  we  find  our  stitch  has  "cut  out." 
Sometimes,  also,  it  occurs  that  we  have  not  room  enough  to  insert 
the  necessarily  long  needle  into  the  canal  on  the  upper  flap  and 
to  bring  it  out  at  a  level  with  the  angle  of  the  laceration  in  the 
vagina.     In  such  a  case   we  may  transfix  this  flap  by  another 
suture  entering  from  the  vagina,  draw  both  needles  through  the 
canal,  cut  them   off  and  tie  the  ends  of  both  sutures  together ; 
then,  by  drawing  on  the  distal  end  of  either  suture  until  its  knot 
has  come  through  into  the  vagina,  we  have  a  single  suture  com- 
pleted.    This  is  a  device  of  my  own  which  I  have  found  not 
only  of  great  value  but  of  absolute  necessity  sometimes,  if  we 
would  avoid  the  breaking  of  needles  and  entering  the  deep  tis- 
sues of  the  pelvis.     Again,  the  tenaculum  is  often  improperly 
used  from  ignorance  or  neglect  of  the  fact  that  this  instrument 
is  intended   to  hold  the  particular  portion  about  to  be   cut  or 
through  which  a  needle  is  about  to  be  passed,  and  to  produce  a. 
counter-pressure  effect  upon  tissues  from  which  a  needle  is  being 
withdrawn. 
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A  matter  of  the  greatest  importance  in  the  performance  of  all 
plastic  operations  upon  erectile  tissue  is  the  exclusive  use  of  sil- 
ver wire.  This  has  been  the  subject  of  much  contention,  espe- 
cially from  those  whose  chief  practice  has  not  been  plastic  sur- 
gery. The  objections  brought  forward  against  the  use  of  these 
sutures  are  the  length  of  time  involved  in  placing  and  securing 
them  and  the  necessity  for  their  removal.  Another  objection, 
which  is  not  brought  forward  but  which,  in  my  experience,  has 
a  very  practical  influence  nevertheless,  is  the  special  training 
and  long  practice  required  to  acquire  mastery  of  their  use.  The 
first  objection  is  a  valid  one  but  is  not  as  important  as  at  first 
appears.  As  a  patient  is  not  subjected  to  shock  in  these  opera- 
tions nor  to  a  serious  loss  of  blood,  the  question  of  even  half  an 
hour  is  generally  of  little  value.  Moreover,  I  believe  that  the 
length  of  time  apparently  required  in  the  use  of  wire  is  fre- 
quently less  an  essential  feature  of  this  form  of  suturing  than  it 
is  the  personal  habit  of  the  operator.  We  must  not  forget,  also, 
that  plastic  work  is  not  merely  a  matter  of  denudation  and  exci- 
sion and  then  a  quick  repair  of  the  damage  done,  but  that,  as  its 
name  implies,  it  requires  a  more  thoughtful  precision  and  nicety 
of  judgment,  in  the  moulding  and  coaptation  of  the  parts,  than 
any  other  branch  of  operative  surgery.  I  will  say,  in  passing, 
that  I  doubt  if  any  gynecologist  who  is  deservedly  eminent  as  a 
plastic  surgeon  can  ever  hope  to  be  equally  great  as  a  laparato- 
mist ;  and  I  would  lay  even  greater  emphasis  upon  the  converse 
of  this  statement.  The  two  standpoints  of  work  are  so  very  dif- 
ferent as  to  be  almost  opposed.  The  special  mental  equipment 
required  in  the  plastic  surgeon — the  delicacy  of  touch,  mechani- 
cal instinct  and  patient  devotion  to  details — is  a  distinct  detri- 
ment in  abdominal  work;  while  the  bold,  free  sweep  and  habit 
of  rapid  action  in  the  laparatomist  are  quite  out  of  place  when 
applied  to  plastic  operations.  It  will  thus  be  seen  that  the  time 
question  in  the  use  of  silver  wire  cannot  be  judged  from  an  out- 
side standpoint. 

The  other  objection,  that  this  suture  is  not  absorbable,  serves 
only  the  purpose  of  pointing  out  one  of  the  latter's  chief  vir- 
tues. It  has  been  the  experience  of  several  years  that  the 
longer  a  suture  remains — within  limits — immovably  in  place  in 
any  part  of  erectile  tissue,  the  greater  is  the  percentage  of  success. 
On  this  account  Dr.  Emmet  himself  has  steadily  increased  the 
period  during  which  he  leaves   the   sutures  undisturbed,  until 
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now  he  rarely  removes  them,  especially  in  the  cervix,  until 
three  weeks  have  elapsed  since  the  operation.  My  own  experi- 
ence in  this  regard  fully  corroborates  his.  An  explanation  of 
this  clinical  fact  may  lie  in  the  peculiar  quality  which  this  tissue 
possesses  of  rapid  engorgement  and  depletion,  as  well  as  in  the 
process  of  involution  which  is  an  immediate  sequela  of  most 
gynecological  work  of  this  character.  They  naturally  tend  to 
weaken  and  to  disrupt  a  very  fresh  line  of  union,  unless  the 
parts  in  question  be  held  in  exact  approximation  by  an  unyield- 
ing and  non-irritating  splint.  Finally — and  I  adduce  this  argu- 
ment especially  against  the  pretensions  of  other  forms  of  non- 
absorbable suture  material — silver  wire  alone  possesses,  when 
properly  secured,  the  property  of  invariably  bringing  the  de- 
nuded surfaces  into  just  that  exact  degree  of  approximation 
which  is  demanded  by  the  Jaw  of  repair — neither  too  tight  nor 
too  loose.  On  the  other  hand,  all  other  material  depends  abso- 
lutely for  its  innocuous  effect  upon  the  minute  attention  and 
manual  dexterity  of  the  operator  at  the  moment  of  tying,  and 
these  qualities  we  know  to  be  of  variable  quantity  in  all  of  us 
from  day  to  day. 

The  scope  and  limitations  of  the  operation. — All  of  you  who 
have  kindly  given  me  your  attention  so  far,  and  who  are  at  the 
same  time  familiar  in  a  practical  way  with  Dr.  Emmet's  teach- 
ings on  this  subject,  know  that  all  I  have  said  is  authoritative, 
although  much  of  it  is  the  result  of  a  gradual  accumulation  of 
experience  in  this  operation  up  to  the  present  time,  has  never 
been  published  but  has  been  learned  from  the  verbal  statements 
of  Dr.  Emmet  during  clinical  demonstrations  at  the  Woman's 
Hospital  for  the  twelve  or  thirteen  years  of  my  service  there. 
Some  of  what  I  have  said,  also,  has  never  been  directly  taught 
by  him  but  is  in  the  unavoidable  position  of  a  corollary  to  the 
principles  he  has  enunciated. 

But  for  what  I  am  now  about  to  say  in  regard  to  its  scope  and 
limit  of  usefulness  I  can  claim  no  such  eminent  authority.  It 
is  based  entirely  upon  my  own  careful  study  of  the  final  results 
of  this  operation  in  the  many  cases  upon  whom  I  have  per- 
sonally operated  and  in  those  similarly  treated  by  Dr.  Emmetr 
whose  subsequent  course  I  have  also  had  the  privilege  of  ob- 
serving. I  have  nothing  to  say  in  regard  to  the  remedial  indi- 
cations of  the  disease  itself.  These  could  not  be  more  compre- 
hensively or  exhaustively  presented  than  they  have  been  in  Dr 
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Emmet's  book,  "  The  Principles  and  Practice  of  Gynecology," 
and  accumulated  experience  but  confirms  the  importance  of  the 
facts  there  presented.  Although  he  has  always  practised,  in  a 
few  cases  of  exceptionally  severe  laceration  of  the  cervix,  am- 
putation instead  of  his  own  operation — especially  where  in  com- 
bination with  a  hypertrophic  condition  of  the  mucosa  an  obsti- 
nate erosion  and  the  formation  of  new  superficial  blood  vessels 
suggested  the  onset  of  epithelioma — neither  he  nor  any  one  else 
has  ever  formulated  the  exact  indications  for  Emmet's  opera- 
tion as  opposed  to  amputation.  The  followers  of  Dr.  Emmet 
have  always  maintained  that  the  only  indication  for  an  uncompli- 
cated case  of  this  injury  was  the  operation  called  by  his  name, 
while  the  others  have  as  uncompromisingly  denied  it  any  spe- 
cial efficacy  over  amputation. 

I  think  it  is  safe  to  assume  a  general  agreement  that,  given  an 
equal  result  in  the  cure  of  symptoms,  that  operation  is  prefer- 
able which  conserves  and  restores  rather  than  that  one  which 
destroys  not  only  the  disease  but  the  organ  affected  by  it. 
Especially  is  this  true  of  the  cervix,  where  amputation  is  not 
only  a  serious  bar  to  future  impregnation  but  interferes  in  a 
practical  way  also  with  the  proper  adjustment  and  balance  of 
the  uterus  in  its  ligamentary  support.  I  have  observed  a  num- 
ber of  cases  where  the  broad  ligaments  have  become  lax  and 
overstretched  from  many  pregnancies,  in  which  retroversion 
followed,  as  a  direct  result,  the  destruction  of  the  uterine  sym- 
metry by  this  operation ;  and  this  condition  was  incurable  except 
by  the  permanent  application  of  mechanical  means.  I  therefore 
maintain  that  Emmet's  operation  when  it  is  able  to  meet  all  the 
indications,  as  it  does  in  a  large  proportion,  is  the  ideal  one  for 
laceration  of  the  cervix ;  and  this  cannot  be  said  under  any  cir- 
cumstances, as  I  have  pointed  out,  in  regard  to  amputation. 
But  in  a  certain  number  of  cases  it  does  not  meet  these  indi- 
cations, and  amputation  can  alone  do  this. 

Dr.  Emmet  stated  long  ago  that  removal  of  the  dense  tissue 
•was  the  chief  indication;  I  would  now  amplify  this  by  adding: 
The  removal  of  all  the  morbid  tissue.  I  have  little  by  little  come 
to  believe  from  clinical  evidence  that  it  is  very  doubtful  if  his 
indurated  tissue  is  at  all  absorbed  before  the  menopause — and 
sometimes  not  even  then,  as  is  proved  by  the  cases  of  epithelioma 
in  indurated  cervices  which  come  to  us  with  a  subjective  his- 
tory of  complete  health  for  ten  and  even  fifteen  years  after  the 
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menses  have  entirely  ceased.  That  this  tissue  contracts,  becomes 
more  dense  and  therefore  tills  less  space,  especially  after  any 
procedure  which  tends  to  lessen  pelvic  congestion— as  the  im- 
provement of  a  parametritis,  the  partial  involution  of  the  uterus 
which  will  follow  a  curettage  or  the  removal  of  part  of  this  tis- 
sue from  the  cervix— is  undoubtedly  true,  but  I  do  not  believe  it 
is  absorbed.  I  have  arrived  at  this  conclusion  from  observing 
the  following  facts :  In  a  number  of  cases  where  I  have  demon- 
strated at  the  time  of  the  operation  by  the  sense  of  touch,  that 
I  had  removed  every  particle  of  morbid  tissue  from  the  angles 
and  on  each  side  of  the  canal,  I  have  been  obliged  to  repeat  the 
operation  a  year  or  more  afterward  and  finally  to  resort  to  am- 
putation, because  although  improved  these  patients  were  not 
cured  of  the  symptoms  for  which  the  original  operation  was 
performed.  In  every  case  so  returning  I  have  found  hard  tissue 
at  the  site  of  the  canal  on  both  lips  where,  of  course,  I  had  left 
an  undenuded  strip  of  mucous  membrane.  I  had  recognized  its 
presence  there  at  the  time  of  the  first  operation  but,  following 
the  accepted  theory  that  a  certain  amount  of  this  tissue  would  be 
absorbed  when  involution  of  the  uterus  had  been  started,  I  had 
left  it  that  I  might  preserve  the  canal.  I  will  add  that  in  the 
few  cases  where,  from  the  great  depth  and  extent  of  the  lacera- 
tion, extending  above  the  internal  os,  I  have  left  some  of  this 
tissue  at  the  bottom  of  the  excavated  angles  with  the  same  ex- 
pectation of  absorption,  I  have  also  been  obliged  to  resort  to 
amputation  before  a  cure  was  effected.  In  fact,  before  I  ar- 
rived at  a  full  appreciation  of  the  significance  of  this  result,  I 
have  twice  performed  Emmet's  operation  upon  the  same  patient 
and  have  finally  cured  her  only  by  a  thorough  and  complete  am- 
putation. In  all  these  cases  involution  took  place  to  a  marked 
degree,  and  in  some  almost  completely,  after  the  first  operation, 
and  all  other  symptoms  improved  to  such  an  extent  that  many 
•considered  themselves  cured  ;  but  the  symptoms  returned. 

A  few  suggestions  as  to  the  differential  diagnosis  between  the 
indications  for  the  two  operations  may  not  be  amiss.  When  it 
is  demonstrable  by  the  sense  of  touch  (as  with  the  thumb  and 
forefinger,  or  with  an  instrument  in  the  canal  in  place  of  the 
latter)  that  the  canal  on  both  sides  is  free  of  hard  tissue,  and 
when  we  are  able  to  remove  such  tissue  completely  from  the 
body  of  the  cervix,  then,  no  matter  how  extensive  or  how  deep 
the  incision,  I  believe  Emmet's  operation  is  indicated  and  that 
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no  other  is  justifiable,  for  the  reasons  I  have  stated  above. 
When  there  is  hard  tissue  behind  the  canal  or  when  we  find 
that  we  cannot  remove  this  product  completely  from  the  rest  of 
the  cervix  with  any  hope  of  introducing  our  sutures  properly 
in  the  confined  space  of  our  excavation,  then  is  amputation  indi- 
cated and  Emmet's  operation  will  not  succeed.  Fortunately,, 
the  latter  can  easily  be  converted  into  a  complete  amputation 
at  any  stage  of  the  denudation. 

In  conclusion  let  me  ask  you  to  bear  in  mind  what  I  have 
said  in  regard  to  amputation  per  se ;  it  is  not  a  thing  to  be 
proud  of  when  we  must  confess  our  inability  to  cure  an  organ 
without  its  destruction,  and  it  is  distinctly  unsurgical  to  ampu- 
tate at  all  if  it  be  possible  to  obtain  an  equally  good  result  by 
conservative  means. 

I  believe  that  this  clear  definition  of  the  indications  for  and 
against  it  will,  if  the  former  be  accepted,  not  only  enhance  the 
appreciation  of  Emmet's  operation  in  those  who  for  so  many 
years  have  proved  from  their  own  experience  the  great  value  it 
intrinsically  possesses,  but  that  it  will  throw  a  new  light  upon 
much  of  the  difficulty  encountered  by  other  equally  unpreju- 
diced observers  in  reconciling  their  own  unsuccessful  experience 
of  this  operation,  in  just  those  cases  where  it  is  contraindicated,. 
with  the  indiscriminating  admiration  of  its  more  fortunate  ad- 
vocates. 
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It  is  a  number  of  years  since  Pean  first  suggested  and  practised 
vaginal  hysterectomy  for  septic  bilateral  disease  of  the  uterine 
adnexa.  His  operation  was  adopted  by  his  pupils  and  collabora- 
tors, Segond,  Richelot,  Jacobs,  and  many  others. 

1  Read  before  the  Chicago  Gynecological  Society,  January  18th,  1895. 
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The  operation  has  made  such  advancement  that  the  proper 
time  has  arrived  to  form  some  conclusions  regarding  the  pro- 
priety and  value  of  the  procedure. 

When  this  operation  was  first  suggested,  and  when  the  results 
obtained  were  presented  to  the  Academy  of  Mediciue  in  Paris 
by  Segond,  such  a  storm  of  dissension  was  created  that  it 
seemed  as  if  heresy  had  been  preached.  Segond  defended  his 
position  and  predicted  a  great  future  for  this  new  procedure, 
despite  its  very  unfavorable  reception.  His  prediction  was  soon 
verified.  At  first  surgeons  were  led  to  employ  this  operation 
for  bad  suppurating  cases  after  laparatomy  had  failed  to  effect 
a  cure.  Success  in  these  cases  encouraged  them  to  extend  its 
scope  of  application  to  the  extent  of  employing  it  eventually  in 
all  cases  of  chronic  bilateral  periuterine  disease.  Throughout 
France  it  is  now  extensively  in  use  as  a  substitute  for  laparatomy 
in  these  cases. 

The  Germans  were  very  slow  in  employing  this  operation,  but 
at  the  present  time  they  are  successfully  practising  it.  In  this 
country  I  believe  I  was  the  first  to  operate  by  this  method  and 
to  publish  my  views  upon  the  value  of  the  method.  Boldt,  of 
New  York,  in  a.  thorough  review  of  this  subject,  mentions  a  case 
in  which  he  removed  the  uterus  per  vaginam.  The  patient  had 
had  an  ovarian  cyst,  and  had  had  both  ovaries  and  tubes  removed 
at  two  previous  laparatomies.  The  patient  remained  under  ob- 
servation, free  from  symptoms,  for  three  years  and  a  half.  A 
number  of  other  American  physicians,  among  them  Polk  and 
Edebohls,  have  reported  successful  vaginal  hysterectomies  for 
septic  pelvic  diseases,  and  speak  well  of  the  ultimate  results.  It 
is  my  opinion  that  in  the  near  future  there  is  certain  to  be  a  great 
increase  in  the  popularity  of  this  operation. 

A  ten-minute  paper  is  too  brief  to  demonstrate  the  utility  of 
this  operation,  but  enough  can  be  said  to  suggest  thoughts. 
When  I  first  read  a  paper  on  this  subject,  I  well  remember  how 
kindly  you  received  it  and  how  you  were  all  going  to  do  this 
operation  ;  and  yet  I  know  of  no  one  in  this  city,  except  myself, 
who  has  done  this  operation  since  that  date. 

A  few  of  the  arguments  in  favor  of  this  operation  are : 

It  only  disturbs  the  general  abdominal  cavity  to  a  slight  extent ; 
it  scarcely  invades  any  but  diseased  territory;  and  it  leaves  a 
broad,  straight  opening  for  drainage.     These  conditions  must  be 
attended  with  the  least  amount  of  danger. 
32 
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A  surgeon  would  not  attempt  to  remove  a  suppurating  kidney 
through  the  abdomen,  but  would  naturally  do  the  operation 
extraperitoneally  by  way  of  the  flank ;  he  would  not  enter  the 
abdominal  cavity  to  excise  a  suppurating  appendix  vermiformis, 
if  he  could  reach  it  extraperitoneally.  The  less  the  general  ab- 
dominal cavity  and  intestines  are  disturbed  the  less  the  danger. 
The  vagina  seems  the  straightest,  shortest,  and  most  natural 
channel  to  follow  in  reaching  uterine  and  periuterine  disease — a 
fact  that  the  results  obtained  are  daily  making  more  evident. 
The  avoidance  of  the  abdominal  scar  and  the  liability  to  ventral 
hernia  is  no  small  factor  in  favor  of  the  operation.  This  opera- 
tion is  particularly  applicable  in  the  cases  that  give  the  greatest 
mortality  of  laparatomy.  I  refer  to  cases  of  long-continued 
suppurations  in  which  the  abscess  frequently  empties  into  the 
rectum,  bladder,  or  vagina.  The  results  of  this  operation  are 
decidedly  better  than  those  of  laparatomy.  Many  patients  whose 
diseased  appendages  only  have  been  removed  by  abdominal 
section  remain  uncured  ;  a  far  greater  proportion  of  the  patients 
are  entirely  relieved  by  an  operation  that  removes  the  uterus. 
Need  it  again  be  recorded  that  a  uterus  without  adnexa  is  sim- 
ply a  cloaca  for  the  retention  of  septic  germs,  a  frequent  source 
of  annoying  pain,  discharge,  or  hemorrhage,  and  can  be  of  no 
service  whatever? 

The  other  abdominal  organs  are  scarcely  disturbed,  the  danger 
of  hernia  is  removed,  convalescence  is  decidedly  shorter,  and  the 
shock  to  the  patient  is  acknowledged  by  all  to  be  infinitely  less. 

Bearing  in  mind  all  the  argumeuts  that  have  been  reiterated 
by  the  advocates  of  abdominal  hysterectomy  for  septic  pelvic 
diseases,  could  you  hesitate  as  to  which  is  the  better  operation, 
if  the  results  obtained  are  equally  as  good  from  vaginal  hyste- 
rectomy % 

An  objection  constantly  made  against  this  operation  is  that 
when  it  is  begun  there  is  no  way  of  retreating  and  the  hyste- 
rectomy must  be  finished,  even  if  the  disease  is  not  so  extensive 
as  was  at  first  supposed.  This  is  absurd  to  any  one  who  has 
acquired  a  reasonable  skill  in  doing  vaginal  hysterectomy.  Two 
and  a  half  years  ago  1  began  a  vaginal  hysterectomy  on  a  lady 
from  Iowa.  I  opened  an  abscess  in  the  broad  ligament.  I  pulled 
down  and  removed  the  left  ovary  and  tube.  The  abscess  had 
filled  and  emptied  repeatedly.  I  packed  a  little  iodoform  gauze 
jn  the  wound  and  put  her  to  bed.    Last  week  I  received  a  photo- 
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graph  of  a  large,  fat  baby  that  she  had  given  birth  to  since  the 
operation.  The  profession  hardly  realizes  what  can  be  done 
through  a  small  opening  behind  the  cervix,  when  the  eye  is  at 
the  end  of  the  linger  and  a  cool  head  behind  both.  Jacobs,  of 
Brussels,  evacuated  a  large  ovarian  cyst,  delivered  the  cyst  wall, 
and  tied  and  cut  the  pedicle  with  perfect  success  through  a  small 
opening  behind  the  cervix,  in  a  woman  six  months  pregnant, 
without  interrupting  gestation. 

Time  is  nearly  up,  and  the  general  advantages  of  this  method 
have  been  simply  outlined.  The  writer  has  no  desire  to  engage 
in  warm  discussion  to  defend  this  operation  for  septic  diseases  of 
the  uterus  and  its  appendages.  He  considers  its  advantages  so 
evident  when  tested  that  he  recognizes  by  the  advance  it  is 
making  that  arguments  will  soon  be  unnecessary,  and  desires  to 
close  with  a  prophecy. 

In  ten  years  from  to-day  advanced,  intelligent,  skilful,  and 
experienced  gynecologists  will  treat  septic  diseases  of  the  uterus 
and  appendages  and  adnexa  about  as  follows :  Having  failed  to 
stop  the  disease  within  the  uterus,  an  aggressive  warfare  will  be 
waged  against  it  from  the  start.  They  will  not  wait  idly  by 
while  peritonitis  and  cellulitis  play  havoc  and  produce  incurable 
destructive  conditions.  Incipient  phlegmon  in  the  broad  liga- 
ments will  be  incised  and  drained  before  much  damage  is  done. 
Intratubal  disease  will  be  recognized  soon  after  invasion  of  the 
peritoneum  and  will  be  treated  in  its  beginning.  Following  the 
perfection  of  radical  work  will  come  conservative  methods 
rendered  possible  only  through  the  knowledge  gained  by  the 
former.  When,  in  spite  of  treatment  or  because  not  seen  early 
enough,  advanced  disease  of  the  uterus,  tubes,  and  ovaries  is  pre- 
sent, the  methods  employed  will  vary  according  to  the  conditions 
present.  In  young  women  desirous  of  offspring,  where  tubal 
or  ovarian  disease  does  not  seem  to  be  too  extensive,  and  par- 
ticularly where  the  uterus  is  anteflexed,  apparently  more  easily 
reached  through  the  abdominal  wall  than  through  the  vagina, 
the  abdomen  will  be  opened,  the  diseased  tube  or  ovary  treated 
by  draining  or  partial  excision,  or  whatever  method  be  advisable, 
and  returned.  More  frequently,  whether  one  or  both  sides  are 
affected,  and  particularly  when  the  disease  is  considered  as  prob- 
ably incurable,  a  vaginal  incision  will  be  made  into  Douglas' 
pouch,  the  ovaries  and  tubes  palpated  and  if  necessary  carefully 
drawn  down,  inspected,  and  left  if  considered  sufficiently  healthy, 
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or  one  of  them  removed  and  the  other  left.  When  the  disease 
is  considered  incurable  on  both  sides,  the  semicircular  incision 
will  always  be  made  around  the  cervix  and  a  hysterectomy 
performed,  ordinarily  with  complete  removal  of  the  adnexa. 

When  the  gardener  notices  the  leaves  drop  from  a  particular 
branch  of  a  tree,  the  other  branches  remaining  healthy,  he  does  not 
content  himself  with  picking  off  the  leaves,  but  boldly  clips  the 
entire  limb,  lest  the  trunk  of  the  tree  become  affected.  So  the 
operator  of  ten  years  hence  will  always  take  the  uterus,  if  both 
appendages  are  incurably  diseased.  We  now  perform  too  many 
hysterectomies  and  laparatomies  in  proportion  to  the  number  of 
our  patients,  for  in  ten  years  more  we  will  have  learned  de- 
cidedly more  about  conservative  work,  and  not  such  a  large  pro- 
portion will  need  radical  measures;  but  in  the  cases  where  these 
are  necessary  we  will  learn  in  almost  all  instances  the  advantage, 
as  regards  cure  and  results,  of  removing  the  uterus  when  both 
appendages  are  physiologically  destroyed;  and  when  we  do  re- 
move it,  unless  there  are  special  contraindicating  reasons,  we 
will  remove  it  by  way  of  the  vagina. 
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All  laparatomists  have  no  doubt  realized  that  better  methods 
must  be  employed  in  the  treatment  of  cases  of  pyosalpinx  and 
pelvic  abscesses  than  those  which  have  been  practised  almost 
universally  in  the  past — namely,  incision  and  drainage  of  the 
abscess,  either  by  the  abdominal  or  vaginal  route,  or  enucleation 
of  the  sac  or  pus-containing  mass.  Of  the  two  methods  the  lat- 
ter is  certainly  preferable,  because  the  abscess  wall  is  usually 
honeycombed,  containing  pyogenic  foci,  which  will  reproduce 
the  abscess  unless  the  drainage  be  perfect  and  long  continued — 

i  Read  before  the  Chicago  Gynecological  Society,  January  18th,  1895. 
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conditions  almost  impossible  to  obtain.  Experience  has  con- 
vinced me  that  one  must  have  the  personal  care  and  respon- 
sibility of  many  cases  before  he  will  be  likely  to  seek  other  and 
better  methods  of  treatment. 

Daring  the  two  years  that  I  assisted  Prof.  By  ford  I  observed 
in  a  great  number  of  cases  the  operations,  the  convalescence, 
and  the  condition  of  the  patients  until  they  left  the  hospital. 
Here  my  observations  practically  ended,  and  I  might  have  con- 
sidered all  the  patients  who  left  the  hospital  cured  had  I  not  had 
personal  acquaintance  with  some  of  them  and  the  privilege  of 
answering  the  correspondence  of  others. 

My  observation  of  these  patients,  together  with  the  care  of 
patients  of  my  own  who  convalesced  very  slowly,  in  whom  many 
of  the  old  reflex  symptoms  lingered  and  the  uterus  remained 
large  and  subinvoluted,  caused  me  to  study  other  methods  of 
treatment.  I  concluded  that  curettement  would  aid  in  reducing 
the  enlarged  uterus,  and  for  several  months  it  was  my  habit  to 
curette  and  pack  the  uterus  before  removing  the  appendages. 
My  results,  though  better,  were  not  yet  entirely  satisfactory. 
Further  observation,  and  the  knowledge  that  earlier  and  better 
convalescence  followed  in  my  cases  of  hysterectomy  than  in  those 
of  double  salpingo-oophorectomy,  determined  me,  independently 
of  the  writings  of  many  others  upon  this  subject,  to  remove  the 
uterus  with  the  appendages  in  cases  of  double  pyosalpinx. 

I  will  briefly  report  two  cases  which  especially  caused  me  to 
arrive  at  this  conclusion. 

Case  I. — In  May,  1894,  Dr.  Beery,  of  this  city,  sent  to  me 
Miss  M.  Tumor  of  the  uterus  was  diagnosed.  Upon  opening 
the  abdomen  a  ten-pound  myoma  presented  involving  the  whole 
of  the  uterus.  Total  extirpation  was  performed.  In  twenty- 
seven  days  the  patient  left  the  hospital.  Eight  days  later  she 
resumed  the  care  of  her  father's  house,  doing  the  work  of  a 
domestic. 

Case  II. — Mrs.  C,  56  years  of  age,  mother  of  three  children, 
was  sent  to  me  from  Heywarth,  111.,  by  Dr.  D.  H.  McFarland 
early  in  189-1.  The  menopause  occurred  nine  years  ago.  She 
has  had  metrorrhagia,  vesical  irritation,  and  pelvic  tenesmus. 
Uterus  and  appendages  in  normal  position,  but  enlarged,  con- 
gested, and  sensitive.  Curettement  for  diagnostic  purposes  was 
done  ;  the  product  was  found  to  be  non-malignant.  The  patient 
was  kept  under  observation  for  a  short  time ;  all  the  symptoms 
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continued.  I  then  made  an  abdominal  section  and  removed  both 
ovaries  and  tubes.  The  patient  made  a  good  recovery  from  the 
op3ration  ;  the  hemorrhage  ceased,  and,  though  the  reflex  symp- 
toms continued,  I  hoped  for  ultimate  relief  and  sent  her  home  at 
the  end  of  four  weeks.  Frequent  communications  informed  me 
that  there  was  no  relief  from  the  severe  bearing-down  pains 
and  the  vesical  irritation.  At  the  end  of  ninety  days  I  advised 
her  to  return  to  the  hospital,  whereupon  I  removed  the  uterus. 
She  made  a  speedy  and  perfect  recovery,  left  the  hospital  in 
three  weeks,  relieved  of  all  symptoms,  and  is  well  to-day. 

These  two  cases,  although  not  complicated  by  pyosalpinx,  de- 
monstrate the  wonderful  improvement  following  hysterectomy. 

A  third  case  beautifully  illustrates  the  advantages  of  the 
method.  Following  removal  of  the  appendages  a  persistent  fis- 
tula was  found  which  originated  at  the  right  horn  of  the  uterus. 
Upon  secondary  abdominal  section  no  ligature  was  found,  but  a 
probe  could  be  passed  into  the  cavity  of  the  uterus  through  a 
sinus.  The  uterus  was  now  curetted  and  packed,  the  peritoneum 
stitched  over  the  sinus,  the  fistulous  track  dissected  out,  and  the 
abdomen  closed  ;  but  some  point  of  infection  remained  and  the 
fistula  reopened.  I  then  removed  the  uterus  and  the  cure  was 
complete  and  quick.  During  the  months  following  the  first 
operation  the  annoying  reflex  symptoms  continued  ;  immediately 
after  the  hysterectomy  they  disappeared. 

With  these  experiences  fresh  in  my  mind,  I  determined  to 
extirpate  the  uterus  in  cases  of  septic  pelvic  disease,  and  have 
already  done  so  in  six  cases  with  most  gratifying  results.  My 
work  is  so  recent,  however,  that  I  can  claim  but  little  for  it,  as 
three  of  the  patients  are  still  in  bed. 

Pean,  of  Paris,  was  the  first  to  remove  the  uterus  in  cases  of 
septic  pelvic  disease,  in  1886.  But  his  method  of  operation  was 
through  the  vagina.  Vaginal  hysterectomy  for  this  condition 
has  been  extensively  practised  abroad  and  the  mortality  has  been 
low,  but  we  are  not  told  that  perfect  recoveries  resulted. 

The  great  revolution  in  the  treatment  of  this  class  of  cases  was 
started  in  New  York  by  Polk  in  1893,  and  the  favor  with  which 
the  method  has  been  received  is  evidenced  by  the  numerous 
trials  given  it  by  gynecologists,  especially  in  that  city. 

In  an  excellent  and  exhaustive  paper  upon  this  subject  pre- 
sented by  Dr.  J.  M.  Baldy  at  the  meeting  of  the  American  Gyne- 
cological Society,  he  asks  and  answers  five  questions,  as  follows  : 


OF    THE    APPENDAGES    IN    SEPTIC    PELVIC    DISEASES.  503 

1.  Is  the  uterus  essential  or  useful  after  an  ovariotomy  \  The 
office  of  the  uterus  is  gestation  ;  it  is  therefore  a  useless  organ 
after  the  ovaries  have  been  removed. 

2.  Are  all  cases  cured  after  double  ovariotomy  %     No. 

3.  Are  patients  cured  by  hysterectomy  when  double  ovari- 
otomy has  failed  ?  Yes,  decidedly  ;  and  Dr.  Baldy  cites  in  proof 
four  cases  in  which  removal  of  appendages  and  long-continued 
treatment  was  attended  by  no  relief,  and  in  which  hysterec- 
tomy was  done  and  a  cure  resulted. 

4.  Does  hysterectomy  increase  mortality?  No.  Dr.  Baldy 
had  twenty-two  consecutive  successful  cases,  and  describes 
their  convalescence  as  smoother,  easier,  and  more  satisfactory. 

5.  Is  the  retention  of  the  uterus  dangerous  to  the  patient? 
Yes.  It  may  bleed,  weigh  down  pelvic  floor,  contain  tubercle 
bacilli,  germs  of  carcinoma,  and  the  like. 

He  does  not  recommend  the  operation  in  all  cases  of  pelvic 
inflammatory  disease,  but  in  cases  in  which  the  womb  is  en- 
larged, infiltrated,  or  diseased.  He  concludes  by  asserting  that 
the  American  surgeons  have  kept  the  mortality  as  low  or  lower 
than  the  French  surgeons  in  their  vaginal  operation,  with  very 
much  more  complete  removal  of  the  diseased  tissue. 

In  the  discussion  Dr.  Florian  Krug  lauded  the  operation  ; 
said  it  lessened  the  mortality  and  hastened  the  convalescence. 
Dr.  H.  T.  Hanks  cited  numerous  delayed  and  imperfect  recov- 
eries following  the  old  method  where  the  technique  could  not 
be  criticised.  He  strongly  advocated  hysterectomy.  Dr.  Bache 
McE.  Emmet  said  that  the  operation  in  properly  selected  cases 
was  based  upon  firm  ground.  Dr.  Byford  concurred,  as  did 
Gushing,  Edebohls,  and  others,  and  Pryor  enthusiastically  com- 
mended the  operation. 

A  brief  description  of  the  operation  will  prove  that  it  has 
advantages  over  simple  removal  of  the  appendages.  Until  re- 
cently I  have  proceeded  in  the  operation  for  hysterectomy,  up 
to  the  ligation  of  the  broad  ligaments,  exactly  as  if  I  were 
going  to  remove  the  appendages.  The  patient's  vagina  having 
been  thoroughly  sterilized,  I  then  curette  and  pack  the  uterus. 
The  removal  of  the  appendages  I  will  not  describe,  but  I  will 
relate  briefly  the  technique  of  the  hysterectomy.  First  a  pro- 
visional ligature  of  heavy  silk  is  passed  through  the  broad  liga- 
ment about  half-way  between  the  fundus  and  the  internal  os, 
on  either  side  of  and  close  to  the  uterus.     This  is  tied  tightly 
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over  the  top  of  the  tube,  close  to  the  uterus,  and  the  ends  are 
left  long  and  handed  to  an  assistant  or  held  in  the  hands  of  the 
operator.  A  needle,  armed  with  large  chromicized  catgut,  is 
now  carried  through  the  broad  ligament,  nearly  as  1owt  down  as 
the  ligature,  but  a  little  external  to  it;  is  then  passed  through 
the  edge  of  the  upper  border  of  the  broad  ligament,  just  suffi- 
ciently to  anchor  the  ligature,  and  at  a  point  just  external  to  and 
under  the  fimbriae  of  the  tube,  and  tied.  A  ligature  is  passed 
and  tied  in  a  similar  manner  on  the  opposite  side.  The  broad 
ligament  is  now  divided  on  either  side  between  the  silk  and  cat- 
gut ligatures.  The  appendages  and  uterus  now  stand  like  an 
inverted  cone,  attached  only  by  the  cervix.  A  circular  incision 
is  then  made  anteriorly  through  the  per.toneum  just  above  the 
bladder,  and  a  semicircular  incision  made  posteriorly  ;  the  peri- 
toneum is  stripped  down,  the  uterine  arteries  tied  close  to  the 
uterus  on  either  side,  the  uterus  amputated  just  above  the  vagi- 
nal attachment,  and  the  operation  is  practically  ended.  The 
posterior  and  anterior  flaps  may  be  sutured  with  a  continuous 
suture  or  coaptated  by  two  or  three  interrupted  catgut  sutures, 
and  a  clean  floor  to  the  pelvis  is  thus  formed. 

In  conclusion  I  beg  to  summarize  the  indications  for  extirpa- 
tion of  the  uterus  in  cases  of  pyosalpinx  and  allied  conditions. 

1.  The  uterus  is  a  part  of  the  pathological  mass.  It  is  in  the 
majority  of  cases  the  centre  of  infection,  and  it  frequently  causes 
infection  by  direct  transmission,  through  its  lymph  channels, 
from  the  mucous  membrane  to  the  peritoneum.  Have  we  a 
right  to  expect  or  assume  that  these  germs  which  are  left  in 
transit  will  "  work  out ''without  infecting  the  patient,  simply 
bs3ause  the  appendages  have  been  removed  ?     Certainly  not. 

2.  Malignant  disease  of  the  uterus  is  prone  to  occur,  germs 
of  tuberculosis  harbored,  and  menstruation  excited. 

3.  The  uterus  has  lost  its  support  above,  rests  upon  the  pel- 
vic floor,  and  will  almost  certainly  be  displaced  and  become 
adherent  to  the  intestines  or  omentum. 

4.  When  the  uterus  is  removed  the  operator  has  a  clean  and 
unobstructed  view  of  the  whole  pelvic  cavity,  and  may  easily  lo- 
cate and  check  any  bleeding  and  close  up  a  completed  operation, 
or,  if  necessary,  the  drainage  may  be  from  below,  as  I  have  made 
it  in  one  case. 

Are  these  reasons  sufficient  to  justify  the  removal  of  the  uterus 
with  the  tubes  and  ovaries? 
103  State  street. 


JOHNSTON  :    STERILIZATION    OF    CATGUT.  505 

BIBLIOGRAPHY. 

Polk,  W.  M.:  New  York  Journal  of  Gynecology  aud  Obstetrics,  1893,  iii., 
1053-1059  ;  1894,  iv.,  513-524  ;  discussion,  1893,  iii.,  1088  ;  1894,  iv.,  61. 

Baldy,  J.  M.:  American  Journal  of  Obstetrics,  New  York,  1894,  xxx., 
28-33  ;  Transactions  American  Gynecological  Society,  Philadelphia,  1894, 
xix.,  16-22  ;  Annals  of  Gynecology  and  Pediatrics,  Philadelphia,  1893-94,  vii., 
574-578. 

Krtjg,  Florian:  Transactions  American  Gynecological  Society,  Philadel- 
phia, 1894,  xix.,  23-28  ;  Annals  of  Gynecology  and  Pediatrics,  Philadelphia, 
1893-94,  vii.,  579-581  ;  American  Journal  of  Medical  Sciences,  Philadelphia, 
1894,  new  series,  cvii.,  676-680;  abstract,  American  Journal  of  Obstet- 
rics, New  York,  July,  1894,  xxx.,  112. 

Wylie,  W".  G.:  Transactions  American  Gynecological  Society,  Philadel- 
phia, 1894,  xix.,  45-47  ;  abstract,  American  Journal  of  Obstetrics,  New 
York,  July,  1894,  xxx. 

Pryor,  W.  R. :  Transactions  American  Gynecological  Society,  Philadel- 
phia, 1894,  xix.,  48-62  ;  abstract,  American  Journal  of  Obstetrics,  New 
York,  July,  1894,  xxx. 

Hanks,  H.  T.:  Transactions  American  Gynecological  Society,  Philadel- 
phia, 1894,  xix.,  29-35  ;  abstract,  American  Journal  of  Obstetrics,  New 
York,  July,  1894,  xxx. 

Emmet,  B.:  Transactions  American  Gynecological  Society,  Philadelphia, 
1894,  xix.,  36-44  ;  abstract,  American  Journal  of  Obstetrics,  New  York, 
July,  1894,  xxx. 

Henrotin,  P.:  Transactions  American  Gynecological  Society,  Philadel- 
phia, 1894,  xix.,  308-319. 

American  Journal  of  Obstetrics,  discussion,  March,  1894,  xxix., 
384-391. 

Hirst,  B.  C:  Medical  News,  Philadelphia,  1894,  lxv.,  217. 


STERILIZATION   OF   CATGUT. 


COLLIS  H.   JOHNSTON,  B.A.,   M.D., 
Gynecologist  to  Butterworth  Hospital  and  to  the  Union  Benevolent  Association  Hospital, 

Grand  Rapids,  Mich. 


There  is  no  question  but  that  sterile  catgut  is  an  ideal  ma- 
terial for  ligatures  and  sutures  in  gynecological  surgery.  In 
Cesarean  section,  ventro-  and  vaginofixation,  and  in  closing  the 
abdominal  wall  a  few  silk,  silver-wire,  or  silkworm-gut  sutures 
should  be  employed  on  account  of  the  severe  and  prolonged  ten- 
sion to  which  they  are  sometimes  subjected.  But  their  use 
should  be  restricted  as  much  as  possible.  They  often  act  as 
foreign  bodies  in  the  tissues,  exciting  exudates  which  are  of  low 
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vitality  and  which  form  an  exceedingly  favorable  medium  for 
the  growth  of  pyogenic  cocci. 

It  is  well  recognized  by  surgeons  that  the  hands  of  an  opera- 
tor and  the  skin  of  a  patient  cannot  be  rendered  absolutely  ste- 
rile. The  staphylococcus  epidermidis  albus  is  a  normal  inhabitant 
of  the  skin,  and,  while  usually  harmless,  is  known  to  have  caused 
fatal  septic  peritonitis.  Pathogenic  germs  are  very  widely  dis- 
tributed. Streptococci  have  been  found  in  the  air  of  hospitals 
and  laboratories,  in  the  healthy  mouth,  nose,  and  pharynx,  and 
in  feces;  and  staphylococci  have  been  cultivated  from  dust,  the 
earth,  the  air,  the  dirt  under  finger  nails,  saliva,  the  secretion  of 
the  nose  and  pharynx,  etc.  It  is  therefore  probable  that  patho- 
genic bacteria  are  introduced  into  every  operation  wound,  and 
the  occasional  cases  of  septic  infection  in  clean  cases  in  the  prac- 
tice of  the  most  careful  surgeons  in  the  world  teach  us  that  our 
aseptic  technique  is  not  yet  perfect.  A  limited  number  of  bac- 
teria are  readily  destroyed  by  the  germicidal  action  of  the  tissues 
and  fluids  of  the  body,  but  when  they  are  unusually  numerous 
or  virulent,  or  when  the  resistance  of  the  tissues  is  below  nor- 
mal, as  is  the  case  with  recent  exudates,  suppuration  is  likely  to 
follow. 

I  believe  that  a  good  deal  of  the  pain  and  discomfort  which 
occasionally  exist  so  long  after  convalescence  from  abdominal 
sections  is  due  to  the  irritation  produced  by  nonabsorbable  liga- 
tures and  sutures  in  the  abdominal  cavity.  August  Martin  told 
the  writer  last  winter  that  many  of  these  finally  made  their  way 
into  the  alimentary  canal  or  bladder,  and  were  thus  eliminated 
from  the  body.  Zweifel,of  Leipzig,  told  me  that  a  considerable 
number  of  the  buried  silk  sutures  used  by  him  in  ventrofixation 
suppurated  through  the  abdominal  wall.  These  men,  and  many 
others  in  Germany,  such  as  Doderlein,  Winter,  Olshausen,  and 
Pawlik,  rarely  use  anything  but  catgut  within  the  abdominal 
cavity.  The  same  is  true  of  many  men  in  our  own  country, 
and  the  only  reason,  I  believe,  why  catgut  is  not  thus  employed 
by  all  abdominal  surgeons  is  the  difficulty  of  rendering  it  at  all 
times  absolutely  sterile.  About  two  years  ago  one  of  the  largest 
and  best-conducted  clinics  in  America  lost  four  cases  in  one 
week  from  septic  peritonitis  which  was  supposed  to  be  due  to 
infected  catgut,  and  while  I  was  visiting  this  clinic  last  summer 
another  death  occurred  which  was  traced  to  the  same  source. 
The  method  of  preparing  the  gut  was  boiling  in  absolute  alcohol. 
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The  beauty  of  catgut  is  that  when  properly  prepared  it  disap- 
paars  after  having  performed  its  mission  of  holding  the  tissues 
in  apposition  until  union  has  taken  place.  In  case  the  gut  be- 
comes infected  its  absorption  removes  the  possibility  of  the 
formation  of  the  long-standing  fistulse  which  every  surgeon  has 
seen  follow  the  retention  of  infected  silk  ligatures  in  the  abdomi- 
nal cavity.  Chromicized  gut  is  sometimes  open  to  the  same 
objections  as  silk  ;  some  preparations  of  it  are  absolutely  non- 
absorbable. 

The  difficulty  in  rendering  catgut  sterile  is  shown  by  the  large 
number  of  methods  in  use  for  this  purpose.  Sheep,  from  which 
it  is  obtained,  are  subject  to  anthrax,  and  cases  of  this  disease 
in  man  are  on  record  which  were  traced  to  the  use  of  infected 
gut.  Esmarch  has  shown  that  catgut  sometimes  contains  a  va- 
riety of  staphylococci  whose  spores  are  as  resistant  as  those  of 
anthrax,  the  latter  being  called  the  most  resistant  pathogenic 
spores  known.  Brunner  has  also  called  attention  to  the  fact 
that  catgut  is  the  seat  of  a  bacterium  whose  spores  are  many 
times  more  resistant  to  heat  than  anthrax  spores.  Whether 
these  bacteria  are  pathogenic  or  not  I  do  not  know ;  but  we 
cannot  feel  safe  in  using  any  method  of  preparing  the  gut  which 
does  not  destroy  all  spores  and  render  it  absolutely  sterile. 

Both  chemical  and  thermic  methods  of  sterilization  have  been 
employed.  There  are  several  objections  to  the  former,  the 
most  important  of  which  is  that  it  is  not  certain  in  its  results. 
Koch  announced  several  years  ago  that  anthrax  spores  were  de- 
stroyed in  a  few  minutes  by  a  1 :  1000  watery  solution  of  bichlo- 
ride of  mercury.  But  in  1889  Geppert  pointed  out  an  error  in 
Kocl^s  experiments  and  proved  that  the  spores  must  remain  at 
least  three  days  in  this  solution  to  lose  their  power  of  growing 
in  a  suitable  medium.  Submerging  catgut  in  such  a  solution 
for  three  days  cannot  be  done  without  destroying  it. 

Another  objection  to  the  use  of  bichloride  is  the  injurious 
effect  of  this  chemical  upon  the  tissues  with  which  it  comes  in 
contact.  Halstead  has  shown  that  even  a  1  :  60,000  solution  of 
bichloride  produces  a  superficial  slough  in  wounds,  and  experi- 
ments have  shown  that  this  necrotic  tissue  favors  the  develop- 
ment of  the  germs  of  suppuration.  Hence  I  think  the  method 
of  preparing  catgut  used  by  Doderlein,  who  combines  the  use  of 
chemicals  with  heat,  is  objectionable.  He  takes  the  gut  as  it 
comes  from  the  manufacturer,  cuts  it  into  pieces  sixteen  inches 
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long,  and  boils  it  ten  minutes  in  a  1  :  100  solution  of  corrosive 
sublimate  in  ninety-five  per  cent  alcohol.  It  is  then  kept  in 
alcohol  until  used.  Dbderlein,  who  is  a  most  accomplished 
bacteriologist,  has-  made  many  tests  of  gut  prepared  in  this  man- 
ner, and  has  always  found  it  sterile.  It  is  but  right  to  say. 
however,  that  this  was  the  method  employed  by  Zweifel  until 
recently,  and  his  second  assistant,  Menge,  told  me  that  his  bac- 
teriological studies  with  gut  so  prepared  had  shown  that  it  was 
not  always  sterile. 

But  asepsis  rather  than  antisepsis  should  be  the  aim  of  the 
surgeon  of  to  day,  and,  as  Welch  has  somewhere  said,  the  condi- 
tions for  the  efficient  action  of  chemical  disinfectants  have  been 
found  to  be  so  complicated  and  difficult  of  control  that  disinfec- 
tion by  heat,  which  is  so  simple  and  certain,  is  to  be  preferred. 
Moreover,  as  fifteen  minutes  of  moist  heat  at  100°  C.  has 
greater  germicidal  power  than  one  hour  of  dry  heat  at  160°  or 
170°  C,  moist  heat  is  preferable  to  dry  heat  for  disinfecting 
purposes. 

As  catgut  cannot  be  boiled  in  water  without  injury  to  its  in- 
tegrity, alcohol  has  been  largely  used  in  its  preparation.  A 
method  employed  in  many  hospitals  in  this  country  is  to  boil 
the  gut  in  absolute  alcohol  for  one  hour  on  three  successive  days. 
Absolute  alcohol  boils  at  78.4°  C,  and  this  amount  of  heat  is  en- 
tirely inadequate  for  the  destruction  of  the  spores  found  in  the 
gut.  Alcohol  has  but  feeble  germicidal  powers,  exerting  no 
influence  whatever  upon  anthrax  spores,  even  when  in  contact 
with  them  for  several  months,  so  that  the  germicidal  action  of 
this  method  of  preparing  the  gut  rests  in  the  heat  alone.  Now, 
Kronig  lias  found  that  boiling  the  spores  of  the  catgut  bacillus 
for  several  hours  in  xylol,  whose  boiling  point  is  140°  C,  does 
not  destroy  them.  Hence  the  impossibility  of  sterilizing  catgut 
with  boiling  alcohol  is  evident. 

No  clinic  with  which  I  am  acquainted,  at  home  or  abroad, 
does  more  successful  or  more  scientific  work  than  that  of  Paul 
Zweifel,  of  Leipzig  ;  and  Kronig,  one  of  his  assistants,  has  given 
us  what  is  probably  the  best  method  of  sterilizing  catgut  yet 
suggested.  Numerous  tests  have  shown  that  the  gut  is  always 
rendered  sterile  by  boiling  one  hour  at  a  temperature  of  160°  O. 
The  spores  of  a  pure  culture  of  the  catgut  bacillus  are  also  ef- 
fectually destroyed  by  being  boiled  one  hour  at  this  tempera- 
ture.    The  germicidal  power  of  this  degree  of  heat  is  better 
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appreciated  when  we  consider  that  spores,  such  as  those  of  the 
potato  bacillus,  which  are  not  destroyed  by  steam  at  100°  C. 
until  the  expiration  of  five  and  a  half  or  six  hours,  are  killed  in- 
stantly by  steam  of  a  temperature  of  130°  C.  Krdnig  there- 
fore uses  cumol,  which  is  obtained  by  the  distillation  of  coal  tar, 
and  whose  boiling  point  is  about  170°  C.  In  this  the  gut  can 
be  boiled  one  hour  without  the  least  injury,  providing  it  is  first 
thoroughly  dried  by  being  subjected  to  dry  heat  at  70°  C.  for 
about  two  hours.  Care  must  be  taken  that  the  temperature  of 
the  incubator  or  drying  oven  be  slowly  raised  to  the  desired 
point,  else  the  gut  will  be  rendered  brittle  ;  also,  that  the  tem- 
perature be  not  allowed  to  exceed  100°  C,  else  the  integrity  of  the 
gut  will  be  injured.  When  dry  the  gut,  which  has  previously 
been  cut  into  proper  lengths  and  wound  into  coils  of  any  desired 
size,  is  transferred  to  a  glass  jar  filled  with  cumol,  which  is  then 
placed  in  a  sand  bath.  Care  should  be  taken  that  the  sand  sur- 
rounds the  jar  to  about  two-thirds  of  the  height  of  the  cumol,  in 
order  that  the  latter  may  become  heated  as  evenly  and  rapidly 
as  possible.  The  jar  is  then  covered  with  a  piece  of  glass  or 
wire  netting  to  prevent  the  cumol  from  accidentally  catching 
fire,  and  a  couple  of  Bunsen  burners  are  placed  under  the 
sand  bath.  When  the  boiling  point  of  the  cumol  is  approached 
one  of  the  burners  is  removed,  the  other  being  sufficient  to 
keep  the  cumol  at  or  near  its  boiling  point.  If  it  boils  no 
harm  is  done,  as  the  gut  when  properly  dried  bears  a  tem- 
perature of  170°  C.  in  cumol  without  injury,  but  the  consump- 
tion of  cumol  is  then  unnecessarily  great.  At  the  end  of  one 
hour  the  second  burner  is  removed,  and  when  the  cumol  has 
cooled  the  catgut  is  removed  with  sterile  forceps  and  placed  in 
a  sterile  jar  filled  with  petroleum  benzine  in  order  to  remove  the 
cumol,  which  is  an  oily  fluid.  The  gut  can  remain  in  the  ben- 
zine permanently  ;  or  be  transferred  to  sterile  Petri  dishes  at  the 
end  of  three  or  four  hours,  and  kept  dry;  or  be  preserved  in 
absolute  alcohol,  as  is  done  in  the  hospitals  with  which  I  am 
connected. 

Catgut  prepared  carefully  in  this  manner  retains  its  original 
qualities  and  is  absorbed  in  from  seven  to  fourteen  days,  accord- 
ing to  size. 

92  Monroe  street. 
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THE  RELATION  OF  CHOREA  AND  RHEUMATISM  IN  CHILDREN.1 


BY 

G.  WYTHE  COOK,  M.D., 
Washington,  D.  C. 


The  object  of  this  short  paper  is  to  bring  to  the  attention  of 
the  Society  the  probable  identity  of  the  cause  of  chorea  and 
rheumatism  as  occurring  in  children.  I  say  probable  identity, 
because  there  is  no  certainty  as  to  what  is  the  real  cause  of  either 
disease.  It  is  admitted  that  many  cases  of  chorea  occur  in  chil- 
dren without  any  rheumatic  manifestation,  and  there  are  as  many 
rheumatic  cases  without  choreic  movements;  but  this  does  not 
prove  that  their  cause  is  not  identical,  any  more  than  the  ab- 
sence of  uremic  convulsions  proves  that  grave  kidney  disease 
does  not  exist. 

Abarticular  forms  of  rheumatism  are  very  numerous  in  chil- 
dren, and  are  too  commonly  overlooked,  or  are  neglected  under 
the  idea  that  they  are  "only  growing  pains"  and,  as  such, 
must  be  endured.  I  believe  if  these  forms  of  rheumatism  were 
taken  into  account  the  relation  of  chorea  and  rheumatism  would 
be  more  pronounced  than  the  recorded  statistics  now  indicate. 
These,  as  given  by  different  writers,  show  a  relation  between 
chorea  and  rheumatism  in  from  twenty-five  to  seventy-five 
per  cent  of  cases.  Statistics,  however,  are  very  unreliable  in 
this  connection.  The  common  toxic  agent  irritating  the  motor 
areas  of  the  nervous  system  in  one  case  will  produce  chorea ; 
affecting  the  joints  chiefly  in  another,  will  give  rise  to  rheuma- 
tism. 

The  frequent  association  of  chorea  and  rheumatism,  and  the 
occurrence  of  heart  inflammations  in  both  diseases,  tend  strongly 
to  prove  the  identity  of  cause.  This  is  illustrated  in  the  follow- 
ing cases  of  a  brother  and  sister,  in  both  of  whom  chorea  and 
rheumatism  were  present  at  the  same  time  and  in  two  distinct 
attacks,  and  in  one  of  whom  serious  mitral  disease  developed. 
There  was  a  remote  history  of  chorea  and  rheumatism  in  the 
families  of  both  parents.     The  father  had  an  apoplectic  seizure 

1  Read  before  the  Washington  Obstetrical  and  Genecological  Society. 
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at  the  age  of  50,  from  which  he  still  remains  hemiplegic.     The 
mother  is  of  very  nervous  temperament. 

D.  G.,  a  boy  of  7  years,  in  May,  1891,  had  measles,  several 
weeks  after  which,  his  mother  said,  he  became  "  nervous."  An 
examination  revealed  choreic  movements  of  the  face,  arms,  and 
hands.  He  complained  of  rheumatic  paius  in  his  feet  and  legs, 
tlie  pain  being  more  severe  at  night  after  exercise.  The  attack 
was  a  light  one,  from  which  he  recovered  in  about  three  weeks. 
Iu  January,  1894,  he  had  a  second  mild  attack  of  chorea,  which 
was  accompanied  by  a  more  painful  rheumatic  condition,  from 
which  he  also  recovered. 

J.  G.,  a  girl  aged  6|  years,  a  sister  of  the  boy  whose  case  was 
just  detailed,  late  in  the  fall  of  1892  had  chorea,  during  the  con- 
tinuance of  which  tonsillitis,  and  rheumatism  affecting  the  feet 
and  ankles,  developed.  She  recovered  in  a  short  time.  Early 
in  November,  1893,  she  had  a  second  attack  of  chorea,  accompa- 
nied by  tonsillitis  and  rheumatism  as  in  the  first  attack.  On  the 
5th  of  December  heart  symptoms  were  first  discovered.  Endo- 
carditis was  present.  The  child  was  in  an  extremely  critical 
condition  for  about  ten  days.  She  finally  recovered,  but  with  a 
permanently  crippled  heart,  there  being  a  lesion  of  the  mitral 
valve,  and  at  this  time  a  regurgitant  murmur  may  be  distinctly 
heard.  Her  general  health  has  much  improved,  and,  apart  from 
the  mitral  trouble,  is  in  fairly  good  condition.  Here  are  two 
cases  showing  the  occurrence  of  both  chorea  and  rheumatism  in 
each  at  the  same  time,  and  in  two  distinct  attacks.  The  cases 
are  so  marked  as,  in  my  mind,  to  preclude  the  possibility  of 
coincidence.  The  chorea  could  not  have  been  of  the  so-called 
imitative  variety,  because  the  first  attacks  occurred  at  different 
times  in  the  two  children  ;  and  in  the  second  the  girl  had 
been  confined  to  bed  some  weeks  when  chorea  developed  in  the 
boy,  who  was  rather  a  sturdy  little  fellow  and  did  not  remain  in 
the  house  during  the  day  any  longer  than  he  was  obliged.  These 
two  cases  do  not  demonstrate  beyond  a  peradventure  the  identity 
of  the  cause  of  chorea  and  rheumatism,  yet  they  strongly  tend 
that  way. 

Many  cases  in  which  the  two  diseases  occurred  in  the  same  in- 
dividual might  be  cited,  but  I  will  not  weary  you  with  statistics 
nor  consume  your  time  by  detailing  theories ;  they  are  easily  ac- 
cessible in  all  the  text  books.  The  cases  are  sufficiently  striking 
to  merit  report,  and  they  are  submitted  for  such  discussion  as 
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they  may  deserve.  The  practical  suggestion  I  would  make  is 
that,  because  of  the  great  liability  to  cardiac  complications  in 
both  diseases,  all  cases  of  chorea  and  rheumatism  should  be 
treated  by  as  absolute  rest  in  bed  as  it  is  possible  to  attain. 


SOME  REMARKS  ON  ABDOMINAL  SURGERY  IN  CHINA. 

WITH   REPORT   OF   REMOVAL   OF   LARGE   CYST   OF   LEFT   OVARY. 


ELIZABETH  REIFSNYDER,  M.D., 
Shanghai,  China. 


(With  three  illustrations.) 


Abdominal  surgery  has  not  as  yet  made  much  progress  here, 
and  thus  far  most  if  not  all  of  the  operations  have  been  done  at 
the  open  ports,  for  reasons  obvious.  But  it  is  something  to  have 
made  a  good  beginning  ;  and  while  the  political  world  is  busy 
prophesying  China's  future  from  its  standpoint,  we  who  are  en- 
gaged in  medical  mission  work  will  do  well  to  see  what  there  is 
in  the  future  for  us,  and  be  prepared  to  meet  it  when  it  comes. 

All  hospitals  and  dispensaries  in  China  are,  as  a  rule,  crowded 
with  patients  ;  especially  is  this  true  of  the  dispensaries.  Once 
there  is  less  prejudice  and  less  superstition,  both  of  which  are 
rapidly  disappearing  with  the  introduction  of  Christianity,  the 
wards  of  the  hospitals  will  be  sufficient  to  accommodate  but  a 
very  small  percentage  of  the  patients  that  will  seek  admission. 
Of  surgery  there  is  no  lack,  notwithstanding  the  great  majority 
who  refuse  to  have  the  knife  used  or  only  seek  the  foreign 
physician  when  it  is  too  late.  This  is  especially  the  case  in 
cancer ;  and  whether  it  be  of  the  breast  or  of  the  uterus,  both 
forms  of  which  are  painfully  common,  one  almost  never  sees  it 
in  the  early  stage. 

The  Chinese  women  are  not  free  from  pelvic  troubles,  certainly 
not  the  women  in  this  section  of  the  empire.  Pelvic  disorders 
abound.  Sterility  causes  much  unhappiness  because  of  its  being 
so  common.  "  Had  one  child  and  it  died  at  birth,  and  never  have 
had  any  since,"  is  what  one  hears  daily  at  the  dispensary.     "After 
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confinement "  ailments  are  almost  the  rule ;  and  as  for  all  the  vari- 
ous displacements  of  the  uterus,  disturbances  of  menstruation, 
etc.,  all  are  to  be  found  here  in  no  small  numbers. 

And  now  as  to  abdominal  surgery  as  regards  women.  Not  a 
great  deal  has  been  done  thus  far,  but  year  by  year  the  fear  of 
having  the  abdomen  opened  grows  less,  while  confidence  in  the 
foreign  physician  increases  steadily.  I  fully  believe  that  the 
next  ten  years  will  show  marked  progress  in  this  branch  of  sur- 
gery; by  which  I  mean,  the  women  (and  their  relatives)  will 
submit  more  readily  to  the  use  of  the  knife,  and  not  wait  until 
the  patient  is  a  burden  to  herself  and  a  still  greater  burden  to  her 
friends  before  seeking  aid.  We  see  a  great  many  women  with 
ovarian  tumors ;  most  of  them  have  been  able  to  go  about  their 
homes,  and  I  might  say  most  of  them  are  going  about  them  still. 
Of  the  cases  that  have  submitted  to  operation,  only  one  was 
able  to  walk  about,  and  she  being  a  servant,  and  not  being 
able  to  work,  begged  to  have  something  done. 

One  woman  of  some  means  refused  to  be  operated  upon,  suf- 
fered greatly  from  pressure,  was  tapped  by  a  Chinese  doctor, 
and,  getting  very  little  better,  got  ready  her  grave-clothes ;  in- 
creased so  in  size  that  these  clothes  did  not  fit;  not  dying,  and 
suffering  greatly,  emaciated  beyond  recognition  (she  had  been  a 
very  stout  woman),  her  daughter  came  and  asked  me  if  I  would 
operate  at  that  late  day.  Patient  was  admitted  and  operated 
upon  a  week  afterward.  She  told  the  Chinese  assistants  that 
whether  she  lived  or  died  she  must  have  that  tumor  removed,  as 
she  did  not  want  those  grave-clothes  wasted.  It  is  now  three 
and  a  half  years  since  her  operation,  and  the  clothes  still  wait. 
Her  tumor  weighed  thirty-seven  pounds.  So  far  as  I  can  ascer- 
tain, no  one  has  attempted  an  abdominal  section  away  from  a 
treaty  port.  Even  here  it  is  not  any  too  comfortable  for  the 
operator  ;  the  wildest  sorts  of  stories  get  afloat,  and  it  is  an 
anxious  time  indeed  for  the  hospital  that  has  the  care  of  such 
a  case. 

Thus  far  the  greatest  number  of  abdominal  sections  have  been 
done  in  Canton.  Since  1872  fourteen  cases  have  been  reported 
— Dr.  John  Kerr  eleven,  Dr.  Mary  Niles  the  last  three.  Ten  of 
these  have  been  for  ovarian  tumors.  At  several  of  the  other  ports 
one,  two,  or  three  cases.  The  Margaret  Williamson  Hospital 
here  reports  seven  since  May,  1891 ;  one  done  in  1883  before  the 
33 
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hospital  was  opened,  making  eight.     Of  this  number  seven  were 
for  large  ovarian  tumors. 

China  is  proverbially  slow  to  move  in  any  direction.  Still, 
when  we  take  into  consideration  that  the  first  five  and  a  half 
years  I  was  here  I  did  one  abdominal  section,  and  in  these  last 
four  and  a  half  have  done  seven,  one  cannot  help  but  feel  that 
progress  is  being  made.  It  must  be  remembered  that  many  of 
these  patients  with  big  tumors,  in  fact  the  great  majority,  do  not 
know  what  relief  can  be  had,  or  are  too  far  away  or  too  pour  to 
get  to  the  foreign  hospital.  Then,  again,  there  is  the  objection 
to  dying  away  from  home.  China's  means  of  travel  are  incon- 
venient, difficult,  and  very  expensive.  One  woman  came  some 
two  hundred  miles;  was  told  that  she  might  die,  and,  while  she 
did  not  object  to  dying  in  Shanghai,  she  said  it  would  cost  so 
much  more  to  go  back  dead  than  it  would  alive  that  she  did  not 
feel  like  taking  any  risks,  so  that  case  was  lost  to  us. 

One  young  woman  of  23,  who  was  operated  upon  last  April 
and  had  a  tumor  weighing  eighty  pounds  removed,  hearing  that 
diseases  like  hers  could  be  cured  in  Shanghai,  urged  her  mother 
to  bring  her,  a  distance  of  some  forty  miles.  Her  mother  ob- 
jected on  the  ground  that  she  might  die  here,  '"and  then  how 
about  that  evil  spirit"  of  hers?  The  poor  girl  was  in  a  deplor- 
able condition  ;  had  not  walked  for  five  months ;  could  not  lie, 
could  not  even  recline ;  for  two  months  had  managed  to  exist 
by  being  propped  up  in  a  straight-backed  Chinese  chair,  smok- 
ing some  one  hundred  and  twenty  grains  of  opium  daily  to  quiet 
her  cough.  Eating  almost  nothing  and  struggling  constantly 
for  her  breath,  it  was  no  wonder  that  when  her  mother  feared 
she  might  die  here  in  Shanghai,  and  feared  still  more  her  evil 
spirit  if  she  did,  that  Ah  San  (for  such  is  her  name)  should  re- 
ply :  "  Die  I  must,  and  if  you  refuse  to  take  me  to  Shanghai, 
where  they  say  such  diseases  as  mine  can  be  cured,  I  will  haunt 
you  forever."  Very  little  time  was  lost  in  finding  out  where  in 
Shanghai  she  could  be  cared  for.  Word  came  one  evening;  the 
next  morning  early  Ah  San  and  her  mother  started  for  this 
place.  Some  two  days  on  a  native  boat,  then  several  miles  in  a 
jinricksha.  She  arrived  on  Saturday  afternoon  late.  Not  only 
had  she  a  very  large  tumor,  but  so  edematous  were  her  lower 
extremities,  back,  and  abdominal  walls,  and  so  labored  was  her 
breathing,  that  she  was  tapped  early  Monday  morning  and  twen- 
ty-eight pounds  of  fluid  let  out ;  no  more  would  run.     She  had 
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been  passing  almost  no  water,  and  her  pulse  was  small  and  al- 
most imperceptible.  Picked  np  wonderfully  after  being  tapped  ; 
in  seven  days  was  rid  of  her  opium  habit ;  in  ten  days  was  able  to 
walk  some,  and  by  the  time  she  was  operated  on,  April  4th,  she 
was  in  a  very  fair  condition — very  thin,  it  is  true,  but  was  sleep- 
ing well,  eating  almost  too  much,  and  walking  about  everywhere. 
Three  weeks  after  her  operation  she  took  quite  a  long  walk,  and 
four  months  later,  when  I  met  her  one  day  in  the  English  settle- 
ment, I  did  not  know  her.  She  hailed  me  as  I  was  passing,  and 
after  the  usual  salutations  told  me  she  was  very  well  and  was 
working  in  the  cotton  fields ;  had  come  to  attend  the  funeral  of 
her  uncle.  And  yet  this  girl  the  jinricksha  coolies  refused  to 
bring  from  the  boat-landing,  as,  they  said,  "  we  are  not  allowed 
to  carry  dying  people."  Some  extra  money,  however,  gave 
them  more  liberty  in  this  direction. 

Such,  in  brief,  is  the  history  of  Ah  San.  So  hopeless  seemed 
the  case  when  admitted  that  the  Chinese  assistants  privately  ex- 
pressed the  hope  that  nothing  would  be  done.  The  hospital 
record  had  been  a  good  one,  and  they  did  not  want  it  spoiled  by 
what  seemed  like  a  hopeless  case — much  more  hopeless,  indeed, 
than  the  case  to  be  reported,  whose  tumor  weighed  one  hundred 
pounds  more  than  the  one  just  cited. 

Yii  Yung  Ne,  aged  25,  married,  and  a  farmer  by  occupation, 
was  admitted  October  22d,  1894.  When  I  first  saw  her  she  was 
standing  outside  the  hospital,  resting  her  tumor  on  a  wheelbarrow. 
She  lived  some  forty-five  milesdistant ;  had  come  with  her  father- 
in-law  to  see  if  she  could  be  cured.  Former  patients  had  told 
her  of  our  hospital,  and  so  the  painful  journey  was  taken.  I 
told  her  father-in-law  I  could  not  promise  that  she  would  live, 
to  which  he  replied  :  "  No  matter ;  go  ahead  and  cure." 

Coolies  carried  her  in ;  she  was  weighed — two  hundred  and 
forty-six  pounds — and  then  put  to  bed.  History  as  follows:  As 
a  child  always  healthy  ;  menstruated  at  15  ;  periods  painless  and 
always  regular  until  two  months  ago,  when  they  ceased  ;  was 
married  at  19 ;  never  had  any  children — in  fact,  is  little  more 
than  a  child  herself;  apart  from  her  tumor,  about  the  size  of 
the  average  American  girl  of  13. 

Says  her  abdomen  began  to  grow  large  soon  after  marriage  ; 
supposed  herself  to  be  pregnant.  Later  on  she  concluded  she 
must  have  one  of  the  three  kinds  of  dropsy  Chinese  flesh  is  heir 
to  :  "  water  dropsy,"  "  blood  dropsy,"  or  "  sorrow  or  anger  (che) 
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dropsy."  Was  never  tapped.  The  father-in-law  says  she  has 
not  been  able  to  do  any  work  since  her  marriage.  She  says  she 
worked  until  about  three  years  ago  ;  since  then  did  weaving  and 
spinning  until  the  weight  was  too  great  for  her  knees.  A  Chinese 
daughter  in-law,  especially  of  the  peasant  class,  is  expected  to  do 
two  things — bring  forth  sons,  and  work.  No  matter  what  her 
station,  there  is  great  unhappiness  if  the  first  mentioned  is  not 
accomplished. 

This  unfortunate  young  woman  had  done  neither  ;  moreover, 
was  a  great  burden.     "When  she  could  not  work  she  was  given 


Fig.  1.— Front  view. 


inferior  food.  Fortunately  she  had  a  mother,  and  with  her  she 
had  been  for  about  a  year.  In  speaking  of  her  trouble  she 
would  always  say :  "  I  have  eaten  six  years  of  bitterness." 

On  admission  general  condition  good,  considering  the  burden 
she  had  carried  for  so  long ;  face,  arms,  and  shoulders  thin — 
these  seemed  to  be  perched  on  top  of  an  immense  ball  that 
reached  almost  to  her  knees;  edema  of  the  thighs  and  legs; 
some  edema  of  back,  much  more  of  abdominal  walls ;  two  ul- 
cers on  right  leg,  one  on  left.  Fig.  1  gives  a  very  good  idea 
of  the  tumor  as  seen  from  the  front,  and  gives  also  the  position 
patient  usually  assumed.  Not  being  able  to  flex  her  thighs 
upon  her  abdomen,  she   did  the   next    best   thing.     Abdomen 
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higher  on  the  left  side ;  fluctuation  throughout ;  dulness  every- 
where except  in  right  flank. 

Patient  had  no  difficulty  in  breathing  when  her  head  and 
shoulders  were  somewhat  elevated.  Apex  beat  of  the  heart  in 
the  third  interspace;  all  was  dulness  below  this  point  on  both 
sides  of  the  chest. 

Appetite  was  good  and  bowels  moved  once  or  twice  daily. 
Passed  some  sixteen  ounces  of  water  in  twenty-four  hours ;  no 
albumin,  specific  gravity  1026.  In  fact,  other  than  this  tumor 
to  which  she  was  attached,  had  nothing  of  which  to  complain. 


Fig   2  —Side  view. 


Measurements  were  as  follows:  height,  li2  centimetres  (4 
feet  8  inches) ;  circumference  at  umbilicus,  172  centimetres 
(5  feet  7|  inches);  circumference  of  tumor,  175  centimetres  (5 
feet  9  inches) ;  ensiform  cartilage  to  symphysis  pubis,  99  centi- 
metres (3  feet  3  inches).  Nothing  special  per  vaginam ;  uterus 
small  and  drawn  somewhat  to  the  left. 

Patient  was  in  the  hospital  ten  days  before  the  operation  ;  was 
given  a  teaspoonful  of  brandy  twice  daily  and  two  grains  of 
quinine  sulphate  before  meals.  Much  difficulty  was  experienced 
in  getting  her  bathed ;  this  had  to  be  done  while  on  her  bed. 
Once  she  was  taken  off,  but  was  so  exhausted  afterward  that  the 
experiment  was  not  repeated.     She  was  very  hopeful ;  the  day 
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before  the   operation  she  said  to  the  nurse:    "  To-morrow  this 
time  I  will  be  well." 

In  getting  ready  for  this  operation  every  possible  precaution 
was  taken  to  insure  perfect  cleanliness — no  easy  matter  here  in 
China,  especially  as  our  assistants  as  well  as  ourselves  look  after 

the  dispensary  patients  daily. 
Chinese  women  make  splen- 
did assistants,  but  need  some 
one  to  lead  them.  Although 
we  have  but  few  abdomens  to 
open,  a  room  is  reserved  for 
these  cases.  We  depend  upon 
the  rain  for  our  water;  this 
was  boiled,  and  filtered  three 
times  through  cotton,  and  was 
used  for  the  sponges  and  the 
washing  out  of  the  abdomen. 
Ligatures  and  instruments 
were  boiled,  then  put  in  dis- 
tilled water.  Patient's  bowels 
were  thoroughly  moved  the 
day  before  she  was  operated 
upon,  while  on  the  morning  of 
the  operation  she  had  a  rectal 
injection  and  her  vagina  was 
disinfected. 

At  6  a.m.  November  1st  she 
was  given  a  bowl  of  thin  rice 
gruel ;  at  10  a.m.  a  tablespoon- 
ful  of  brandy.  Operation  at 
10.50.  Anesthetic,  chloro- 
form, which  was  borne  well, 
considering  her  head  and 
shoulders  had  to  be  somewhat 
elevated  ;  she  took  very  little. 
An  incision  some  five  inches 
in  length  was  first  made  in  the  subumbilical  region  ;  this  was 
enlarged  about  an  inch  later  on.  Cyst  closely  adherent  to  the 
abdominal  walls,  the  adhesions  in  the  lower  part  being  broken 
up  with  ease,  but  after  partially  evacuating  the  cyst  it  was  found 
to  be  very  adherent  at  the  upper  part ;  peeled  off  with  difficulty  ; 


Fig.  3.— Two  months  after  operation. 
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free  bleeding.  A  tin  bath  tub  under  the  table  received  the  thick 
brown  fluid,  none  of  which  escaped  into  the  abdominal  cavity. 
The  cyst  walls  were  very  firm  ;  pedicle  long  and  about  two  and 
a  half  inches  in  breadth.  Tumor  consisted  of  one  large  and  one 
quite  small  cyst,  and  contained  eighty-eight  quarts  of  fluid.  Sac 
weighed  six  and  a  half  pounds.  No  ascitic  fluid  in  abdominal 
cavity.  Abdomen  was  washed  out,  closed  with  twelve  silk  su- 
tures, antiseptic  gauze  and  cotton  dressing  applied,  and  over  the 
flannel  bandage  a  broad  roller  bandage  ;  this  roller  bandage  cov- 
ering completely  both  abdomen  and  thorax.  Operation  lasted 
one  hour  and  eight  minutes. 

The  thorax  presented  a  most  remarkable  appearance,  the  ribs 
high  above  the  abdomen,  and  it  was  necessary  to  pack  them  with 
cotton  behind  and  place  some  layers  of  cotton  over  the  front 
and  at  the  sides.  The  very  first  thing  these  patients  complain  of 
is  the  pain  in  their  ribs.  The  abdominal  walls  were  one  mass  of 
folds  (Chinese  call  them  ''  gathers  ")  some  two  inches  in  depth. 
Patient  was  put  to  bed  between  blankets,  surrounded  by  hot 
bottles.  Suffered  greatly  from  shock.  Had  hypodermic  injec- 
tions of  brandy,  ether,  and  strychnine.  Radial  pulse  could  be 
felt,  but  was  very  feeble.  Began  to  react  at  4  p.m.  Pulse  and 
respiration  caused  much  anxiety  for  the  first  five  days — pulse 
130  to  170  per  minute,  respirations  40  to  50.  Patient  was  com- 
fortable, however,  except  for  the  great  thirst,  that  hot  water  did 
not  seem  to  satisfy ;  asked  constantly  for  cold  water  to  rinse  her 
mouth.  After  the  first  day  she  passed  her  water,  and  her  bowels 
were  moved  forty-one  hours  after  the  operation.  There  was 
some  tympany,  pulse  rapid,  respiration  very  frequent,  and  tem- 
perature 102°  at  4  p.m.  the  second  day.  At  4.30  began  to  give 
Pochelle  salts  in  teaspoonful  doses.  The  second  night  was  her 
worst.  Had  two  hypodermic  injections  of  digitaline,  each  one- 
one-hundredth  of  a  grain,  twice  brandy  by  the  mouth,  one  enema 
of  turpentine,  and  turpentine  by  mouth  in  capsule. 

Her  pulse  kept  up.  November  3d,  at  2.30  p.m.,  it  was  174, 
at  8  p.m.  13S;  never  went  higher  than  130  afterward;  by  No- 
vember 10th  it  was  down  to  100.  Stitches  were  removed  on 
the  eighth  day;  union  complete.  Other  than  looking  after  the 
folds  in  the  abdominal  walls  and  keeping  abdomen  and  thorax 
well  bandaged,  patient  needed  very  little  attention  after  the  tak- 
ing out  of  the  stitches.  Bowels  moved  once  or  twice  daily  ;  had 
a  good  appetite  and  rejoiced  in  the  fact  of  being  able  to  draw  up 
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her  knees.  Was  sitting  up  on  the  fourteenth  day  ;  moved  into 
the  general  ward  on  the  seventeenth.  Three  weeks  after  the 
operation  weighed  seventy-seven  pounds.  Notwithstanding  that 
one  week  after  being  operated  upon  her  ribs  were  seven  inches 
above  the  level  of  her  abdomen,  they  gradually  went  down  (were 
bandaged  for  four  weeks),  so  that  by  the  time  she  left  the  hos- 
pital her  thorax  had  gotten  into  good  shape.  Fig.  3  shows 
how  she  looked  two  months  after  the  operation ;  weighed  then 
ninety-two  pounds;  and  while  there  were  still  some  folds  in  her 
abdominal  walls,  her  good  appetite  was  helping  wonderfully  to 
smooth  them  out.  Her  people  were  slow  about  coming  for  her, 
and  she  could  not  go  home  without  an  escort ;  was  in  no  hurry 
to  leave  us.  Finally  her  father-in-law  came,  brought  five  Mexi- 
can dollars  for  the  hospital  (rice  money),  a  big  chicken  and  about 
a  bushel  of  peanuts  for  the  doctors,  and  on  January  1st,  1895, 
with  his  daughter-in-law,  left  for  home  rejoicing.  Patients  are 
expected  to  pay  for  their  rice,  if  they  can  ;  this  man  was  a  poor 
farmer,  growing  peanuts  mainl}7,  hence  his  gift. 

Margaret  Williamson  Hospital, 
Woman's  Union  Mission. 


A  CASE  OP  SECONDARY   POST-PARTUM    HEMORRHAGE 

EIGHTEEN  DAYS   AFTER  LABOR;  SEPTICEMIA 

AND  DEATH.1 


E.   L.   TOMPKINS,    M.D., 

Professor  of  Nervous  Diseases  in  the  Columbian  University  ;  Attending  Physician  to  the 

Department  of  Nervous  Diseases  in  the  Central  Dispensary  and  Emergency 

Hospital,  etc.,  Washington,  D.  C. 


I  have  not  attempted  to  write  a  long  paper,  but  have  jotted 
down  a  few  points  about  a  case  that  came  under  my  observation 
a  short  time  ago. 

The  patient  was  one  of  Dr.  H.  L.  E.  Johnson's,  and  it  is 
through  his  courtesy  that  I  am  permitted  to  read  an  account  of 
the  case. 

Mrs.  X.,  married,  set.  27,  had  all  her  life  been  frail  and  deli- 
cate and  of  a  very  nervous  temperament.     About  four  or  five 

1  Read  before  the  Washington  Obstetrical  and  Gynecological  Society. 
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months  before  her  child  was  born  I  was  sent  for  one  night  and 
found  her  in  a  high  state  of  nervous  excitement  with  hysterical 
symptoms  fairly  well  pronounced. 

She  gave  birth  to  a  child  on  February  1st,  which  was  her 
first.  The  labor  was  very  slow.  Dr.  Johnson  was  out  of  town, 
and  I  was  sent  for  about  7  o'clock  in  the  evening.  On  exami- 
nation the  os  admitted  the  end  of  the  finger.  Pains  were  not 
very  bad,  so  I  went  away  and  returned  about  11  o'clock.  There 
was  scarcely  any  appreciable  difference  in  the  size  of  the  os,  and 
the  pains  were  less  pronounced,  but  she  was  having  light  pains 
that  were  annoying.  I  went  away  again,  and  returned  about  3 
o'clock  in  the  morning.  If  anything,  the  os  was  smaller  than 
before,  and  she  was  very  tired  and  exhausted  from  the  little 
pains,  so  I  gave  her  a  hypodermic  injection  of  morphia  and 
went  home  to  bed.  Dr.  Johnson  had  arrived  at  8  o'clock  in  the 
morning,  so  I  turned  the  case  over  to  him.  The  deliverv  of  the 
child  did  not  come  off  for  some  time,  and  I  am  told  that  the 
doctor  arrived  after  the  child  was  born.  The  nipples  were 
very  small,  became  quite  sore,  and  she  suffered  very  much 
when  the  child  nursed.  She  got  on  only  fairly  well ;  did  not 
seem  to  get  her  strength  fast,  but  there  was  no  reason  to  feel 
uneasy  about  her.  There  was  no  excess  of  temperature  and  her 
pulse  was  good  ;  had  had  vaginal  douches  twice  daily. 

Eighteen  days  after  the  birth  of  the  child  she  had  some  mis- 
understanding with  her  husband,  and  when  he  did  not  get 
home  until  late  she  imagined  he  had  left  her,  became  ex- 
tremely nervous,  wrung  her  hands  and  cried,  and  continually 
said  that  her  husband  had  left  her.  Dr.  Johnson  was  sent  for 
and  he  quieted  her.  She  became  calm  and  he  went  away.  In 
ten  minutes'  time  the  hemorrhage  came  on  suddenly  and  pro- 
fusely, and  the  mother  of  the  woman  informed  me  that  she  got 
sheets  to  soak  up  the  blood.  Dr.  Johnson  was  there  again  in  a 
few  minutes  and  sent  for  me.  When  I  got  there  he  had  one 
hand  within  the  vagina  and  uterus,  removing  clots,  the  other 
hand  grasping  the  uterus  through  the  abdominal  wall.  The 
uterus  was  so  distended  that  one  hand  could  be  easily  got  in  it. 
The  woman  was  in  a  state  of  profound  collapse,  and  the  pulse 
could  barely  be  felt  at  the  wrist.  I  gave  a  hypodermic  of  nitro- 
glycerin and  strychnia,  and  repeated  it,  and  numerous  injections 
of  brandy,  and  the  pulse  improved  so  much  that  it  could  be 
counted,  although  it  was  very  fast.     By  night,  several  hours 
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after  the  hemorrhage,  she  had  rallied  sufficiently  to  smile  and 
talk  considerably.  For  a  week  after  that  she  did  splendidly 
and  improved  very  fast.  The  uterus  was  washed  out  with 
peroxide  of  hydrogen  solution  twice  a  day.  At  the  end  of  the 
week  she  began  to  have  some  excess  of  temperature,  which  in- 
creased each  day  until  the  third  day,  when  she  had  a  severe 
chill  which  lasted  for  about  two  hours.  Then  every  day  she 
would  have  a  chill,  followed  by  fever.  The  chills  prostrated 
her  very  much  and  she  was  worse  after  each  one.  The  uterine 
douching  was  kept  up  religiously,  and  then  we  used  bichloride 
of  mercury  solution  in  addition  to  the  peroxide  solution,  but  the 
chills  kept  up.  Large  doses  of  quinine  were  given  to  subdue 
the  chills  if  they  were  malarial.  This  continued  for  about  ten 
days,  when  the  right  breast  was  thought  to  have  pus  in  it.  This 
was  opened  without  delay,  anesthetizing  the  part  by  the  ether 
spray,  and  about  a  cupful  of  foul  smelling  pus  was  evacuated. 
Antiseptic  dressings  were  applied  and  drainage  kept  up.  Poul- 
tices applied  for  two  or  three  days  softened  the  breast  down. 
The  baby  in  the  meantime  had  been  put  on  a  bottle.  The  left 
breast  was  examined  very  carefully,  but  nothing  was  found  to 
warrant  us  in  opening  it.  The  chills  stopped  now  and  she  im- 
proved very  fast.  The  discharge  from  the  uterus  had  now 
stopped  and  the  uterus  contracted  down  to  about  normal  size. 
In  about  three  or  four  days  she  had  a  severe  chill,  followed  by 
lighter  ones  every  day.  This  kept  up  and  it  seemed  impossible 
to  stop  them,  although  large  doses  of  quinine  were  tried  without 
effect.  The  right  breast  was  healing  up  nicely  and  the  left  one 
had  no  sign  of  abscess.  The  uterus  was  frequently  examined 
to  see  if  that  could  be  the  source  of  infection.  One  week  after 
the  hemorrhage  the  left  foot  began  to  swell,  but  the  swelling 
disappeared  on  rubbing  it  with  some  liniment,  but  it  soon  re- 
appeared and  could  not  be  rubbed  away.  The  whole  thigh  be- 
gan to  swell ;  then  there  was  edema  along  her  left  side ;  then 
the  left  hand  and  arm,  and  even  the  left  side  of  her  face,  became 
very  edematous.  Finally  the  left  side  went  down  and  the  right 
side  began  to  swell,  beginning  in  the  right  arm  and  going  down 
that  side  of  the  body.  The  urine  had  been  examined  frequently 
without  finding  anything  abnormal,  but  now  it  showed  albu- 
min and  casts.  The  albumin  increased  in  quantity  and  the  casts 
became  more  numerous.  All  this  time  she  took  her  nourishment 
regularly,  and  her  bowels  were  in  a  good  condition,  only  requir- 
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ing  medicine  to  move  them  occasionally.  The  evident  sepsis 
continued  to  be  very  pronounced,  the  chills  continued,  and  now 
a  uremic  odor  was  very  distinct.  About  one  month  before  her 
death  she  had  a  convulsive  movement  which  was  probably  ure- 
mic. She  gradually  sank,  and  died  two  months  after  the  hemor- 
rhage and  about  two  and  a  half  months  after  the  birth  of  the 
child. 

The  line  of  treatment  followed  was  the  strictest  antiseptic 
precaution  in  regard  to  irrigating  the  uterus,  and  also  diuretics 
and  saline  purgatives  for  the  kidney  complications,  with,  of 
course,  proper  nourishment. 

The  most  important  points  in  this  case,  as  they  appear  to  me, 
are  the  cause  of  this  hemorrhage  and  the  evident  septic  condi- 
tion of  the  patient  following  it.  The  hemorrhage  I  believe  to 
be  closely  connected  with  the  nervous  condition  preceding  it, 
and  I  hope  the  members  of  the  Society  will  discuss  it.  I  hast- 
ily glanced  over  the  Index  Medicus  the  other  day,  to  see  if  I 
could  find  anything  relative  to  this  subject ;  and  while,  of  course, 
there  were  many  hundreds  of  cases  of  post-part um  hemorrhage 
reported,  there  were  comparatively  few  that  happened  so  long 
after  labor.  I  have  made  a  few  notes  on  three  or  four  of  them, 
as  follows : 

Case  I.  (reported  in  the  Boston  Medical  and  Surgical  Jour- 
nal by  H.  J.  Bigelow),  hemorrhage  and  death  three  weeks  after 
confinement. — This  woman  had  gotten  out  of  bed,  and  on  getting 
in  again  she  became  faint  and  sent  for  a  doctor.  She  had  vomit- 
ing, weak  pulse,  and  all  the  symptoms  of  collapse,  and,  while 
there  was  no  external  hemorrhage,  Bigelow  believed  it  to  have 
taken  place  into  the  cavity  of  the  uterus,  and  so  reported  the 
case. 

Case  II.  was  reported  in  the  same  journal  by  John  Homans. 
A  woman  43  years  old  had  had  eight  children  and  one  miscar- 
riage. All  the  labors  had  been  easy  and  short,  lasting  about  two 
hours.  In  this  particular  labor  forceps  were  used  and  child 
was  delivered  without  any  trouble  ;  placenta  followed  in  twenty 
minutes  with  no  hemorrhage.  T^e  urine  contained  both  casts 
and  albumin.  On  the  eleventh  day  she  had  come  down  stairs, 
and  while  sitting  in  the  kitchen  a  boy  was  brought  in  who  had 
fallen  through  a  pond  of  ice.  She  became  much  excited  over 
it.  She  went  to  bed  at  6  o'clock  and  at  8:30  flooding  began.  A 
doctor  was  called  in,  who  prescribed  for  her,  and  the  flooding 
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ceased.  In  two  hours  after  it  commenced  again,  and  she 
died. 

Case  III.  (reported  in  the  Indiana  Journal  of  Medicine  and 
Surgery  by  G.  A.  Kunkler),  uterine  hemorrhage  twenty-one 
days  after  labor. — She  was  30  years  old,  strong  and  robust ;  labor 
was  easy,  lasting  only  nine  hours  ;  convalescence  good,  and 
nothing  happened  until  the  twenty-first  day.  The  supposed 
cause  of  the  hemorrhage  is  not  stated  in  this  case. 

Case  IV.  (reported  in  the  Medical  and  Surgical  Reporter  of 
Philadelphia  by  George  H.  Napheys). — Woman  35,  of  relaxed 
habits;  labor  natural  and  of  short  duration.  She  remained  in 
bed  for  nine  days  and  got  up  on  the  tenth.  On  the  next  day, 
the  eleventh,  there  was  sudden  and  profuse  hemorrhage.  The 
doctor  found  the  os  uteri  relaxed,  admitting  three  fingers.  Five 
days  after  the  os  was  rigidly  closed.  No  bandage  had  ever 
been  applied,  and  it  was  apparently  thought  that  this  had  been 
a  cause  of  the  hemorrhage.  I  cannot  believe  that  that  was  the 
cause,  and  my  object  in  reporting  my  case  and  also  in  quoting 
the  others  was  to  trace  some  close  relationship  between  some 
extraordinary  mental  disturbance  of  any  kind  and  uterine 
hemorrhage  as  cause  and  effect. 

In  my  case  I  believe  that  the  mental  grief  was  the  cause  of 
the  hemorrhage,  and  that  the  septicemia  which  followed  was  a 
result  of  the  hemorrhage. 

1134  Connecticut  avenue. 
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HOW  OFTEN  IS  THE  MENOPAUSE  INDUCED  BY   REMOVAL 
OF  ONE  OVARY? 


To  the  Editor  of  The  American  Journal  of  Obstetrics,  etc. 


Dear  Sir: — The  writer  would  like  information  from  gyne- 
cologists in  reference  to  menstruation  where  single  oophorec- 
tomy has  been  done.  A  lady,  33  years  of  age,  has  had  one 
ovary  removed.  She  has  ceased  to  menstruate.  How  often 
are  ovaries,  apparently  healthy  in  appearance,  without  function  ? 


Washington,  D.  C. 


I.  S.  Stone,  M.D. 


TRANS.    OF   THE    NEW    YOKE    OBSTETRICAL    SOCIETY.  525 


TRANSACTIONS  OP  THE  NEW  YORK 
OBSTETRICAL  SOCIETY. 


Stated  Meeting,  February  5th,  1895. 
The  President,  Bache  McEvers  Emmet,  M.D.,  in  the  Chair. 
Dr.  H.  N.  Vineberg  presented  a  case  of 

arrest  of  development  of  uterus  and  ovaries. 

S.  S.,  set.  35,  has  been  married  eleven  years  and  has  never 
menstruated.     Has  never  had  any  symptoms  of  menstruation. 

The  external  genitals  are  well  developed  ;  the  pubes  is  thickly 
covered  with  hairs ;  the  clitoris,  labia  majora  and  minora  are 
normal.  The  ostium  vaginas  is  small,  but  readily  admits  two 
lingers.  The  vagina  is  fairly  wide,  is  one  and  a  half  inches  in 
length,  and  ends  in  a  blind  cloaca.  No  cervix  is  to  be  felt. 
Examination  per  vaginam  and  rectum  reveals  a  small  body, 
about  the  size  of  a  kidney  bean,  a  little  to  the  left  of  the  median 
line.  This  I  take  to  be  the  uterus  ;  I  cannot  make  out  the  pre- 
sence of  tubes  and  ovaries  on  either  side. 

The  mammae  are  of  medium  size  and  fully  developed.  She 
confesses  to  have  a  fair  degree  of  sexual  desire,  and  that  copula- 
tion is  satisfactory  to  her  and  her  husband. 

Dr.  Egbert  H.  Grandin  said  that  he  had  examined  the 
woman  and  had  found  an  infantile  pelvis  with  well-developed 
external  genitalia — clitoris,  mons,  and  labia  minora.  The  vagina 
was  one  and  a  half  inches  in  depth.  On  bimanual  examination 
through  the  rectum,  he  had  found  in  the  middle  line,  just  at  the 
apex  of  the  cul-de-sac  of  the  vagina,  a  body  about  the  size  of  an 
almond,  and  running  on  either  side  of  this  what  he  would  call  a 
rudimentary  broad  ligament.  The  woman  gave  no  history  of 
having  had  molimina,  and  she  probably  had  a  rudimentary 
uterus  and  no  tubes  or  ovaries.  In  short,  it  was  what  we 
would  expect  to  find  in  an  infantile  pelvis.  It  was  rather  a 
surprise  that  she  should  have  such  well-developed  external  geni- 
tals without  ever  having  had  molimina. 

Dr.  Le  Roy  Broun  said  he  had  found  the  same  condition  as 
that  described  by  the  last  speaker. 

The  President  raised  the  question  as  to  how  it  was  that  the 
woman  should  have  sexual  desire  without  having  tubes  or  ova- 
ries. 

Dr.  Grandin  thought  the  case  seemed  to  prove  that  the  seat 
of  sexual  desire  in  woman  was  in  the  clitoris.  In  this  woman 
there  was  a  well-developed  clitoris  with  plenty  of  erectile  tissue. 
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He  had  seen  quite  a  number  of  nymphomaniacs,  and  all  of  them 
had  had  well-developed  clitorides. 

RUPTURED   TUBAL   GESTATION    WITH    INTRAPERITONEAL    HEMOR- 
RHAGE ;  CELIOTOMY  ;   recovery'. 

Dr.  H.  C.  Cop:  presented  a  ruptured  ectopic  sac  with  the  fol- 
lowing history  :  Mrs.  De  K.,  ret.  28,  married  six  and  a  half  years, 
and  never  pregnant.     Menstruation  regular,  but  attended  with 
considerable  pain.     Last  period   October  24th,  1894.     In  No- 
vember she  had  a  slight  "  show"  lasting  three  weeks.     Early  in 
December  she  began  to  have  morning   sickness,  with  enlarge- 
ment of  the  breasts,  and  consulted  a  physician,  who  assured  her 
that  she  was  pregnant.     December  12th  she  had  a  sudden  attack 
of  abdominal  pain,  with  diarrhea,  but  no  flow  from  vagina,  and 
was  in  bed  for  six  days.     On  recovering  she  came  to  New  York 
from  her  home  in  Michigan,  feeling  so  well  that  she  was  able  to 
go  about  as  before.     On  the  evening  of  December  26th  she  went 
to  the  theatre,  and  to  supper  afterward.     Returning  home  at 
midnight,  she  climbed  four  flights  of  stairs  to  her  room,  and 
was  in   the  act  of  undressing  for  bed  when  she  was  suddenly 
seized  with  an  agonizing  pain  in  the  lower  part  of  the  abdomen, 
and  immediately  collapsed.     Drs.  Symonds  and  George  Mallett 
were   called,  and   resorted  to  hypodermic  stimulation  without 
benefit.     The  diagnosis  of  ruptured  ectopic  was  made,  which  I 
confirmed  on  seeing  the  patient  at  2  a.m.     I  found  the  patient 
conscious,  but  blanched    and  almost  pulseless.     Her  abdomen 
was  tympanitic,  and  so  tender  that  a  thorough  examination  was 
impossible.     By  vaginal  palpation  the  uterus  was  found  to  be 
slightly  enlarged,  the  cervix  being  hard.     An  obscure  enlarged 
mass  was  felt  on  the  right  side  in  Douglas'  pouch.     The  dia- 
gnosis was  confirmed,  and,  as  an  immediate  operation  was  out  of 
the  question,  an  enema  of  hot  saline  solution  with  whiskey  was 
given.     The  next  morning  the  patient  had  rallied  a  little,  but  was 
still  in  collapse.     Operation  was  refused,  and  consent  was  not 
obtained  until  the  afternoon,  when  her  pulse  was  130  and  very 
feeble,  the   temperature  being  103.8°  F.     The  abdomen  was 
much  distended,  and  the  peritoneum    so    edematous  that  the 
bladder  was  accidentally  wounded  in  making  the  incision,  but 
was  at  once  sutured.     The  abdominal  cavity  contained  about 
twenty  ounces  of  bright-red  blood  and  several  recent  clots.     Ac- 
tive hemorrhage  from  the  ruptured  sac,  which  was  ligated  and 
removed.     No  fetus  found.1     Left  tube  and  ovary  slightly  ad- 
herent, but  not  diseased,  and  were  not  disturbed.     Operation 
hurried  on  account  of  the  alarming  condition  of  the  patient. 
The  pelvic  cavity  was  tamponed  with  gauze  to  check  persistent 
oozing;  it  was  removed  three  days  later.     The  patient  reacted 
well  and  made  a  good  recovery,  being  now  up  and  about.    Three 

1  See  report  of  pathologist. 
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or  four  days  after  the  operation  a  complete  decidual  cast  of  the 
uterine  cavity  was  expelled. 

The  case  is  of  interest  as  showing  the  great  importance  of  not- 
ing the  initial  symptoms  of  tubal  rupture,  which  were  evidently 
presented  two  weeks  before  it  occurred,  the  terrible  suddenness 
of  the  catastrophe,  and  the  necessity  for  prompt  decision  and  sur- 
gical interference,  even  when  the  case  may  seem  to  be  hopeless. 
I  am  greatly  indebted  to  the  skilful  care  of  Dr.  George  Mal- 
lett,  who  conducted  the  after-treatment,  and  who  has  kindly  fur- 
nished notes  of  the  case. 

Gross  pathology  by  Dr.  J.  Whitridge  Williams,  of  the  Johns 
Hopkins  Hospital. — Case  I.  Specimen  consists  of  the  uterine 
appendages  from  right  side.  The  tube,  roughly  speaking,  mea- 
sures 8  centimetres  in  length,  and  may  be  readily  divided  into 
three  portions  :  uterine,  central,  and  lateral.  The  uterine  end 
varies  from  2  to  3  millimetres  in  diameter,  and  after  extending 
for  2  centimetres  suddenly  dilates  into  an  ovoid  central  mass, 
measuring  4  by  3  by  2.5  centimetres,  whose  anterior  aspect  is  in- 
tact, while  its  posterior  aspect  is  lacking  and  occupied  by  a  large 
opening  tilled  by  a  mass  composed  of  clotted  blood  and  distinctly 
placental  tissue,  which  is  very  loosely  attached  to  the  lateral  por- 
tion of  this  part  of  the  tube.  Upon  raising  it  up  we  find  that  it 
lies  in  a  cavity  with  longitudinal  folds  and  walls  varying  from  a 
half  to  five  millimetres  in  thickness.  On  section  through  this 
mass  we  find  that  it  contains  a  smooth- walled  cavity  about  2.5 
centimetres  in  diameter,  in  which  lies  a  fetus  slightly  over  1 
centimetre  long.  Consequently  this  mass  represents  the  entire 
embryo,  which  did  not  escape  into  the  abdominal  cavity  at  the 
time  of  rupture. 

Following  this  comes  the  lateral  end  of  the  tube,  which  is  2.5 
centimetres  long  and  8  millimetres  in  diameter  adjoining  the 
fetal  sac,  and  4  millimetres  in  diameter  just  before  it  ends  in  the 
non-occluded  fimbriated  extremity.  The  fimbriated  extremity  is 
partially  covered  by  thin,  velamentous  adhesions.  The  exterior  of 
the  tube  is  covered  by  thin  adhesions,  which  are  most  abundant 
on  its  inferior  and  posterior  portions.  The  ovary  measures  3.5  by 
3  by  1.5  centimetres  in  its  various  diameters,  and  presents  nume- 
rous adhesions  and  corrugations  on  its  exterior.  At  the  lateral 
end  of  its  superior  margin  is  a  teat-like  process,  1  by  1.5  centi- 
metres, which  corresponds  to  the  corpus  luteum.  In  the  centre 
of  the  ovary  is  a  cavity,  8  by  10  millimetres,  filled  with  clotted 
blood  ;  also  several  small  corpora  fibrosa  and  a  few  follicles. 
Accompanying  the  specimen  are  two  triangular  masses  of  tissue, 
4.5  centimetres  long  and  3  centimetres  at  their  widest  part,  vary- 
ing from  2  to  4  millimetres  in  thickness,  one  surface  being  smooth 
and  marked  by  numerous  small  depressions,  while  the  other  is 
irregular  and  jagged.  They  evidently  are  casts  of  the  interior 
of  the  uterus,  and  represent  the  uterine  decidua. 
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TUBAL    MOLE,    WITH    POSSIBLE      INRUPTURED    TUBAL     GESTATION    OJS 

THE    OPPOSITE    SIDE    CURED    BY    ELECTRICITY  ; 

OPERATION  ;    RECOVERY. 

Dr.  H.  C.  Coe  presented  the  specimens,  with  the  following 
history:  Mrs.  W.,   set.  30;  married  nine  years;  one  child  five 
years  ago.     Menstruation  regular  until  December,  1893,  when 
she  missed  a  period  and  soon  after  had  the  usual  symptoms  of 
pregnancy,  but  with  irregular  hemorrhages.     At  the  eighth  week 
she  was  seized  with  severe  abdominal  pains,  the  bloody  discharge 
persisting  (no  definite  history  of   the  passage  of  decidual  mem- 
brane), and  these  symptoms  continued  until  February  8th,  1894, 
when  she  was  seen  by  Dr.  Malcolm  McLean,  who  found  on  ex- 
amination that  the  uterus  was  slightly  enlarged  and  pushed  over 
to  the  right  by  a  tumor,  the  size  of  a  lemon,  at  the  site  of  the  left 
tube ;  it  was  elastic,  movable,  and  exquisitely  tender.     There  was 
a  bloody  discharge  from  the  cervix  and  the  patient  complained 
of  occasional  paroxysmal  pains   in    the  left  groin.     In  view  of 
the  uncertain  history  and  possible  existence  of  ectopic  gestation, 
Dr.  McLean  advised  the  use  of  galvanism,  which  was  done  three 
weeks  later.     A  current  of  sixty  milamperes  was  passed  through 
the  tumor  five  times  during  the  next  twenty  days,  at  the  end  of 
which  time  the  mass  was  much  smaller,  the  pains  had  ceased, 
and  there  was  no  further  sanguiuolent  discharge.      The  patient 
had  improved  so  much  that  she  was  able  to  resume  her  household 
duties.     She  remained  free  from  pain  and  her  menses  returned, 
though  they  were  somewhat  irregular.     In   October,  1894,  her 
period  was  delayed  several  days,  then  an  irregular  flow  appeared 
which  continued  until  the  operation  two  weeks  ago.     The  patient 
describes  shreds  which  she  passed,  corresponding  in  appearance 
to  decidual  membrane.     In  November  she  had  slight  morning 
sickness  with  enlargement  of  the  breasts.     Paroxysmal  pains  in 
the  right  groin  and  abdomen  began  at  the  end  of  October,  and 
in  November  became  quite  severe.     She  was  able  to  be  about, 
but  suffered  nearly  every  day.     She  was  referred  to  me,  De- 
cember 18th,  by  her  physician,  Dr.  Naudain,  who,  recalling  her 
former  history,  suspected  a  second  ectopic  gestation.     I  found 
her  uterus  slightly  enlarged,  but  with  no  softening  of  the  cervix 
or  lower  segment.     Behind  and  to  the  right  of  the  uterus  there 
was  an  elongated  mass  the  size  and  shape  of  a  Frankfort  sau- 
sage, adherent  and  quite  sensitive.     Probable  diagnosis,  unrup- 
tured ectopic.     Examination  under  ether  advised,  but  this  was 
not  made  until  three  weeks  later,  the  pains  and  flow  having  per- 
sisted in  the  meantime.     Under  anesthesia  the  enlarged  tube 
was  easily  mapped  out,  but  no  change  in  its  size  or  shape  was 
noted.     The  uterine  cavity  was  curetted,  a  quantity  of  fungosi- 
ties  being  removed.     No  trace  of  decidual  membrane  under  the 
microscope.     Celiotomy  advised  and  performed  January  26th, 
1895.     The  unruptured  right  tube  and  ovary  were  somewhat 
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adherent,  but  were  easily  removed.  On  the  left  side  a  mass,  ap- 
parently consisting  of  a  hydrosalpinx  and  atrophied  ovary,  was 
enucleated  from  Douglas'  pouch,  after  separating  firm  intestinal 
adhesions,  and  was  removed  entire.  Uterus  somewhat  enlarged. 
No  drainage.  The  patient's  first  week  of  convalescence  was 
afebrile,  but  since  then  a  moderate  pelvic  exudate  has  developed 
with  some  rise  of  temperature.  (The  patient  developed  a  large 
pelvic  hematocele  during  the  second  week,  but  was  able  to  sit  up 
on  the  sixteenth  day,  the  blood  having  been  discharged  sponta- 
neously per  rectum.) 

The  specimens,  which  will  be  carefully  examined  by  a  com- 
petent pathologist,  possess  more  than  usual  interest,  in  fact  are 
unique  in  view  of  the  clinical  history,  which  seems  to  point 
with  considerable  probability  to  the  existence  of  repeated  tubal 
gestation,  the  first  being  arrested  by  electricity,  the  second  by 
Nature's  method,  i.e.,  by  hemorrhage  into  the  tube  and  death  of 
the  ovum. 

Pathological  report  by  Dr.  J.  Whitridge  Williams. — Speci- 
men consists  of  both  uterine  appendages  hardened  in  alcohol. 
Left  side  :  The  tube  is  8  centimetres  in  length  and  is  bent  back 
upon  itself  almost  at  right  angles.  The  cut  surface  of  its  ute- 
rine end  is  5  millimetres  in  diameter.  This  portion  extends 
about  3  centimetres  before  reaching  the  bend,  and  gradually 
increases  up  to  1  centimetre  in  diameter.  Following  this,  and 
bent  almost  at  right  angles  to  it,  the  tube  becomes  dilated  and 
at  its  widest  part  is  almost  2  centimetres  in  diameter.  The 
fimbriated  extremity  is  almost  entirely  occluded  and  is  represented 
at  the  end  of  the  specimen  by  a  shallow  depression. 

In  the  mesosalpinx  is  a  cyst  about  2  centimetres  in  diameter, 
with  fluctuating  contents,  which  makes  up  a  considerable  part 
of  the-  mass.  Both  the  tube  and  cyst  are  covered  by  numerous 
adhesions. 

The  ovary  is  represented  by  a  mass  of  ragged,  torn  tissue, 
and  it  is  evident  that  only  a  portion  of  it  has  been  removed. 

On  section  through  the  lateral  part  of  the  mass,  composed  of 
the  tube  and  mesosalpinx  cyst,  it  is  seen  that  the  lumen  of  the 
tube  is  practically  intact,  and  at  its  thickest  part  not  more  than 
1  centimetre  in  diameter.  The  greater  part  of  the  mass  being 
made  up  of  the  cyst  just  mentioned,  which  occupies  the  anterior 
and  inferior  portion  of  the  mesosalpinx,  is  2.5  centimetres  in 
diameter,  has  smooth,  glittering  walls,  and  is  filled  by  a  thin, 
yellowish-green  fluid. 

Macroscopically  there  is  absolutely  no  indication  of  this  tube 
ever  having  been  the  seat  of  a  pregnancy. 

Right  side  :  The  tube  measures  9  centimetres  along  its  supe- 
rior margin.  The  uterine  end  is  4  millimetres  in  diameter, 
and  after  extending  3  or  4  millimetres  it  suddenly  dilates  into 
a  sausage-shaped  mass  6.5  by  3  by  3  centimetres.  Extending 
at  right  angles  from  the  lateral  end  of  the  anterior  surface  of 
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this  mass  is  a  portion  of  tube,  2  centimetres  long  and  8  milli- 
metres in  diameter,  which  ends  in  the  non-occluded  fimbriated 
extremity.  The  entire  tube  is  of  a  reddish  color  and  covered 
by  numerous  adhesions.  Densely  adherent  to  the  posterior 
aspect  of  the  tube  is  the  ovary,  measuring  4  by  3  by  1.5  cen- 
timetres marked  by  numerous  furrows  and  covered  by  thin 
adhesions.  On  section  it  contains  a  corpus  luteum  about  7  milli- 
metres in  diameter  and  several  follicles,  around  one  of  which  there 
is  a  yellow  rim  I  millimetre  in  diameter.  The  tube  on  section 
is  found  to  be  completely  rilled  by  a  firm  clot  of  a  dark  red 
color,  in  the  uterine  end  of  which  there  is  an  almond-shaped  am- 
niotic  cavity  L.5  centimetres  long  and  0.5  centimetre  in  diameter. 
It  is  impossible  to  say  whether  it  contains  remnants  of  a  fetus 
or  not. 

Dr.  Grandin  said  he  had  had  six  of  these  cases  within  the 
last  fourteen  months,  and  he  wished  to  raise  the  point :  If  it 
was  impossible  to  thoroughly  free  the  abdominal  cavity  of  all 
clots,  was  it  necessary  to  drain  at  all,  provided  one  was  sure  of 
the  asepticism  of  one's  technique  ?  In  other  words,  would  not 
the  peritoneal  cavity  take  care  of  such  fluids  as  were  left  behind  ? 
He  asked  this  question  because  he  had  found  the  clots  in  every 
direction  in  the  peritoneal  cavity,  not  only  in  Douglas'  pouch 
but  up  under  the  liver.  All  such  blood  clots  could  not  be  re- 
moved by  irrigation,  and  hence  he  would  ask  if  it  were  neces- 
sary to  drain  under  such  circumstances.  Drainage  was  very 
undesirable,  and  it  certainly  left  a  weak  spot  in  the  abdominal 
cavity.  He  thought  ultimately  we  might  find  that  drainage 
through  the  vagina  had  its  disadvantages. 

Dr.  Vineberg  said  that  within  the  past  few  months  he  had 
had  a  case  bearing  on  these  points.  His  patient  bad  not  missed 
a  menstrual  period  at  all,  and  had  been  menstruating  quite  nor- 
mally. One  week  before  a  menstrual  period  she  was  seized 
with  pain  along  the  course  of  the  right  ureter.  This  passed  off 
in  a  few  hours  and  she  felt  well  for  a  week,  when  the  menses 
set  in  at  the  usual  time,  but  were  rather  scanty.  Ten  days  after 
this  she  was  seized  with  pain  in  the  right  iliac  region,  and  this 
was  followed  by  symptoms  of  peritonitis  and  fever.  He  had 
seen  her  some  weeks  later  and  found  difficulty  in  making  a  clear 
diagnosis  owing  to  the  thickness  of  the  abdominal  wall.  He  had 
made  the  diagnosis  of  a  probable  ruptured  tubal  pregnancy. 
Three  weeks  after  this  she  had  been  seized  with  a  severe  pain 
and  fainting  spells,  aud  when  he  saw  her  a  few  hours  later  she 
was  to  all  appearances  very  sick.  Her  temperature  was  102° 
and  her  pulse  120.  He  operated  immediately  and  found  that 
the  omentum  was  adherent  to  the  symphysis  and  to  the  brim 
of  the  pelvis,  so  it  had  to  be  ligated  and  cut  away.  The  in- 
testine? were  alsp  adherent,  and  progress  was  quite  slow.     He 
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finally  entered  a  large  cavity  apparently  situated  between  the 
abdominal  wall  and  the  uterus.  It  was  filled  partly  with  fluid 
blood  and  partly  with  fresh  blood  clots.  There  were  also  some 
very  firm  blood  clots  which  required  to  be  removed  with  the 
knife.  On  reaching  the  uterus  he  felt  an  irregular  mass  to  the 
right  side  of  it  and  enucleated  it  from  a  bed  of  adhesions.  It 
proved  to  be  apparently  a  tubal  mole  in  which  hemorrhage  had  oc- 
curred quite  early  within  the  tubal  wall.  Rupture  had  occurred 
into  the  decidual  membrane,  but  had  left  the  amnion  intact. 
The  clot  thus  formed  a  vascular  connection  with  the  tube  and 
had  given  rise  to  the  subsequent  attacks  of  hemorrhage  into  the 
peritoneal  cavity.  He  could  not  explain  these  attacks  of  hemor- 
rhage in  any  other  way.  .  After  removing  the  tumor  there  was 
considerable  bleeding.  He  accordingly  packed  the  cavity,  with 
the  idea  of  arresting  the  hemorrhage  and  preventing  the  intes- 
tines from  coming  in  contact  with  it.  He  did  not  think  it  pos- 
sible to  drain  the  abdominal  cavity  with  iodoform  gauze,  and 
even  if  it  would  drain  it  would  only  do  so  from  a  small  area. 
It  was  well  known  that  within  twenty-four  hours  adhesions 
formed  around  a  drain,  thus  distinctly  localizing  its  drainage 
action.  This  seemed  to  him  to  be  the  value  of  the  tamponade. 
In  the  case  referred  to  he  knew  there  were  some  clots  left  be- 
hind and  they  had  not  come  out  through  the  gauze,  but  were 
attached  to  the  gauze  when  it  was  removed. 

Dr.  E.  B.  Cragin  said,  regarding  the  question  raised  by  Dr. 
Grandin,  he  could  answer  it,  from  his  own  experience,  in  the 
negative;  in  other  words,  it  was  not  necessary  to  drain  if  one  was 
sure  of  the  technique,  if  the  case  was  seen  early,  and  if  it  was 
not  septic.  There  was  no  reason  why  blood  clots  should  not  be 
absorbed  after  opening  the  abdomen,  just  as  they  were  before 
the  abdomen  was  opened.  The  indications  for  packing  were 
two:  (1)  sepsis,  and  (2)  stopping  hemorrhage.  In  the  case 
reported  by  Dr.  Coe  the  indication  was  plainly  to  check  the 
hemorrhage.  Had  it  not  been  for  that  he  did  not  think  that 
Dr.  Coe  would  have  drained.  In  a  neglected  case,  where  the 
blood  clots  were  foul,  he  felt  that  the  pelvis  should  certainly  be 
drained  by  whatever  method  would  accomplish  it  best. 

The  President,  Dr.  Bache  Emmet,  said,  regarding  the  ques- 
tion of  drainage,  that  in  a  case  in  which  he  had  opened  the  abdo- 
men and  found  a  hematoma  after  an  ectopic  gestation,  he  had 
inserted  a  large  gauze  drain  in  the  wound,  because  the  walls  of 
the  sac  had  many  bits  of  broken-down  clot  adherent  to  them  and 
they  were  beginning  to  become  foul.  Such  a  drainage  enabled 
the  debris  to  be  crowded  to  the  surface  as  the  sac  filled  up  from 
the  bottom.  Were  such  material  shut  in  we  should  very  prob- 
ably have  septic  infection. 

In  another  case  in  which  a  large  colloid  tumor  extending 
up  under  the  liver  and  to  the  diaphragm  had  ruptured  while 
he  was  removing  it,  so  that  he  had  been  compelled  to  scoop  out 
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the  material  by  hand  fills,  he  had  used  a  gauze  drain  of  about 
one  and  a  half  inches  in  diameter,  conscious  that  he  had  not 
been  able  even  to  wash  out  all  the  colloid  material,  and  fearing 
that  it  also  would  break  down  and  infect  his  patient.  This  drain 
he  left  in  position  for  over  a  week  until  all  oozing  had  ceased. 
It  unmistakably  drained  up-hill,  two  daily  dressings  being  thor- 
oughly soaked;  even  the  bed  was  wet.  Evidently  more  fluid  was 
thrown  out  than  he  had  left  within  ;  the  peritoneum  must  have 
yielded  a  large  quantity.  The  result  was  eminently  satisfactory, 
and  it  is  doubtful  if  it  would  have  been  so  without  the  up-hill 
drainage. 

It  was  interesting  to  note  that  in  Dr.  Coe's  specimen  the 
treatment  of  the  ectopic  gestation  by  galvanism  had  apparently 
been  successful,  as  there  was  no  evidence  of  the  mass  having 
broken  down.  It  would  seem  still,  therefore,  that  such  treat- 
ment might  be  resorted  to  in  like  cases  instead  of  immediately 
undertaking  a  laparatomy.  The  former  course  is  the  one  best 
adopted  by  the  general  practitioner  who  is  out  of  reach  of  sur- 
gical aid. 

Dr.  Coe,  in  closing  the  discussion,  said  that  in  recent  ruptures 
there  were  no  indications  for  drainage,  as  Dr.  Cragin  had  rightly 
said,  whereas  in  the  case  in  which  the  clots  had  become  decom- 
posed drainage  per  vaginam  should  be  resorted  to.  This  was 
the  whole  subject  in  a  nutshell.  Regarding  the  specimen  re- 
ferred to,  he  would  like  to  call  attention  to  the  fact  that  if  preg- 
nancy had  existed  in  the  left  tube  and  had  been  arrested  the 
condition  following  the  application  of  galvanism  could  not  be 
called  an  anatomical  cure,  for  there  was  a  diseased  tube  and 
ovary  buried  in  adhesions,  which  had  been  a  more  or  less  con- 
stant source  of   discomfort  to  the  patient. 

Dr.  H.  ~N.  Yineberg  presented  several  specimens  : 

HYSTERECTOMY    FOR    BILATERAL  DISEASE    OF    ADNEXA LARGE 

PELVIC    ABSCESS. 

The  case  is  of  interest,  in  that  it  illustrates  what  a  two-edged 
sword  conservative  surgery  upon  the  adnexa  may  at  times  be. 

The  patient,  24  years  of  age,  had  been  operated  upon  by 
Prof.  A.  Martin,  of  Berlin,  two  years  ago.  Celiotomy  was 
done  and  the  left  ovary  evidently  removed,  a  portion  of  the  left 
tube  and  the  adnexa  on  the  right  side  being  left.  The  patient 
made  apparently  a  good  recovery  from  the  operation.  But  two 
months  later  she  was  very  ill  with  symptoms  of  pelvic  inflam- 
mation, keeping  her  five  weeks  in  bed.  She  had  another  attack 
of  pelvic  inflammation  on  board  ship  when  coming  to  this 
country  four  months  ago.  Eight  days  before  I  saw  her,  on 
January  2d,  1895,  after  a  sleigh  ride  and  some  exposure  to  cold, 
she  was  seized  with  a  chill  and  severe  pain  in  the  lower  part  of 
the  abdomen  and  rectum.     When  seen  by  me  she  had  a  tern- 
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perature  of  102°  and  a  pulse  of  120.  A  vaginal  examination 
showed  the  uterus  to  be  considerably  enlarged,  in  the  forward 
position,  and  behind  it,  pressing  against  the  rectum,  an  elastic, 
semi-fluctuating  mass  the  size  of  a  man's  closed  fist.  The  rectum 
three  inches  above  the  anus  was  almost  occluded  by  the  mass  and 
the  patient  had  great  difficulty  in  having  a  passage  of  the  bowels. 
On  January  18th,  at  the  Post-Graduate  Hospital,  I  removed 
the  uterus  partly  by  the  vaginal  and  partly  by  the  abdominal 
method.  The  adhesions  were  so  extensive  and  the  hemorrhage 
was  so  great  that,  after  working  through  the  vagina  for  some 
time,  I  decided  that  my  patient  would  have  a  better  chance  if 
I  completed  the  operation  through  the  abdomen,  which  I  did. 
The  abscess  sac  was  so  firmly  united  to  the  rectum  and  floor  of 
the  pelvis  that  I  could  remove  it  only  in  part  by  morcellement. 
I  carried  an  iodoform  gauze  drain  through  the  lower  part  of  the 
abdominal  incision  and  through  the  vagina,  as  I  wished  to  shut 
off  the  intestines  completely  from  the  extensive  raw  surface 
caused  by  the  removal  of  the  pus  sac.  The  patient  has  made  an 
almost  absolutely  afebrile  recovery,  the  temperature  only  once 
reaching  100.2°,  and  the  remainder  of  the  time  ranging  from  98.5° 
to  99.5°.  The  case  was  of  further  instruction  to  me  regarding 
the  existing  agitation  in  favor  of  the  vaginal  method  of  ope- 
rating. While  I  am  a  warm  adherent  of  this  method,  1  think  we 
should  always  be  ready  to  open  the  abdomen  if  we  find  such 
conditions  as  to  make  the  continuance  of  the  operation  through 
the  vagina  hazardous.  Of  course,  as  our  experience  increases, 
the  number  of  conditions  calling  for  opening  the  abdomen  will 
proportionately  diminish.  But  until  we  gain  our  experience  we 
should  not  consider  it  derogatory  to  make  a  timely  retreat  along 
the  better  known  path  when  discretion  calls  for  it. 

VAGINAL   CELIOTOMY — DOUBLE    SALPINGO-OOPHORECTOMY 

VAGINAL   FIXATION. 

/Fit.  27 years  ;  married  two  years  ;  had  a  still-born  child  twelve 
months  ago ;  had  fever  following  this,  and  ever  since  has  had 
pain  in  the  back,  lower  part  of  the  abdomen,  and  left  groin  ;  had 
been  treated  for  six  months  at  the  Mount *Sinai  Dispensary  with- 
out any  relief.  The  uterus  was  in  second  degree  of  retroversion 
and  fairly  adherent.  Both  tubes  and  ovaries  prolapsed,  thickened, 
and  adherent.  On  December  20th,  1894,  I  did  a  vaginal  celiot- 
omy in  the  usual  way,  removing  both  adnexa  through  the  va- 
ginal incision,  then  vaginofixated  the  uterus  by  two  sutures. 
Patient  made  a  good  recovery  from  the  operation  ;  left  the 
hospital  in  fourteen  days.  February  5th  :  Patient  seen  to-day  ; 
uterus  in  good  anteversion. 

POST-PARTUM    HEMATOMA    OF    VAGINAL    WALL — SUPPURATION. 

Mrs.  A.  K.,  aet.  22;  married  one  year;  came  to  Mount  Sinai 
Dispensary,  in  my  department,  on  January  8th,  1895.     She  had 


534 


TRANSACTIONS    OF   THE 


given  birth  to  a  child  four  months  before,  and  shortly  after 
labor,  she  does  not  know  exactly  when,  she  noticed  something 
appear  in  the  vulva.  This  swelling  had  caused  her  more  or  less 
discomfort,  but  latterly  was  growing  very  painful  and  was 
interfering  with  locomotion.  She  is  a  person  of  small  stature 
and  has  a  decided  anemic  appearance. 

On  examination  a  globular  tumor  the  size  of  a  hen's  egg  is 
seen  projecting  between  the  labia.  It  has  a  smooth,  pinkish  ap- 
pearance, and  at  first  blush  resembles  an  inverted  uterus.  On 
closer  investigation  it  is  seen,  however,  to  be  filled  with  a  puru- 


tmt—  a 


-y/ 


Vaginal  hematoma,    a,  point  of  rupture,  size  of  a  pinhead. 

lent  fluid,  which  is  escaping  from  a  pinhole  opening  at  its  upper 
and  left  border.  The  tumor  is  closely  connected  with  the  vagi- 
nal wall,  just  beyond  the  introitus,  for  two-thirds  of  its  circum- 
ference. The  left  lateral  wall  of  the  vagina  only  is  free,  but  the 
tumor  encroaches  so  closely  upon  it  that  it  is  impossible  to  pass 
a  finger  between  the  tumor  and  vaginal  wall.  The  introduction 
of  a  finger  into  the  rectum  shows  the  uterus  to  be  in  moderate 
retroversion  and  drawn  toward  the  left  side  of  the  pelvis. 

A  free  incision  was  made  into  the  tumor  and  a  quantity  of  pus 
of  very  offensive  odor  escaped,  then  a  small  quantity  of  dark 
tarry  blood  escaped  from  the  cavity,  which  was  large  enough  to 
admit  a  fair-sized  hen's  egg.     This  was  irrigated  with  a  bichloride 
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solution  and  packed  afterward  with  iodoform  ganze.  For  the 
next  three  or  four  days  on  changing  the  dressing  there  was  con- 
siderable discharge  of  dark  blood.  The  cavity  is  contracting 
and  is  now,  a  fortnight  later,  very  much  reduced  in  size. 

There  can  be  no  doubt  but  that  the  case  was  one  of  post- 
partum hematoma  of  the  vaginal  wall  undergoing  suppuration. 
The  patient  said  that  she  had  a  chill  on  the  fifth  day  after  confine- 
ment, but  whether  she  had  any  fever  for  any  length  of  time 
following  the  chill  she  did  not  know. 

The  sudden  onset  of  the  tumor  after  labor,  the  anemia,  the 
location  and  attachments  of  the  tumor,  all  argue  in  favor  of 
its  being  a  vaginal  hematoma.  The  only  feature  lacking  was 
marked  discoloration.  In  fact,  there  was  no  discoloration.  It 
had  merely  the  normal  somewhat  deepened  hue  of  the  vaginal 
mucous  membrane.  But  the  discoloration  which  may  have  been 
present  when  the  blood  effusion  first  occurred  has  had  time,  in 
the  four  months  that  have  elapsed,  to  entirely  disappear. 

Hematoma  of  the  vulva  is  a  decidedly  rare  occurrence;  that 
of  the  vagina  is  rarer  still.  In  most  recorded  cases  no  dis- 
tinction is  made  between  the  vulvar  and  vaginal  variety.  Breisky 
states  that  he  saw  only  one  case  in  2,120  births  at  the  Prague 
Maternity.  Winckel,  calculating  on  the  basis  of  50,000  births, 
says  that  there  occurs  only  one  in  1,600  cases. 

When  an  affection  is  as  rare  as  these  statistics  prove  it  to  be, 
we  have  every  right  to  hesitate  before  accepting  a  case  present- 
ing any  doubt  as  belonging  to  it.  If  the  case  just  reported  is 
not  one  of  hematoma,  what  else  is  it?  It  certainly  was  not  a 
suppurating  Bartholin  gland.  It  had  none  of  the  characters  of 
a  periproctitis  nor  of  a  periurethritis,  and  there  are  no  other 
conditions  of  which  I  am  aware  that  could  give  rise  to  an  abscess 
in  the  vaginal  walls. 

Dr.  Coe  said  that  he  had  been  much  interested  in  the  speaker's 
apt  remark  that  conservatism  in  abdominal  surgery  might  be  a 
"  two-edged  sword."  He  now  had  under  his  care  a  patient  upon 
whom  a  conservative  operation  for  fibroid  had  been  done  by  a 
prominent  German  gynecologist,  and  in  which  he  had  removed 
only  one  ovary.  She  had  been  assured  that  she  could  marry  and 
have  children.  Acting  on  this  advice  she  had  since  married,  but 
she  had  not  menstruated  since  the  operation  and  was  very  un- 
happy over  it.  The  uterus  was  atrophied  and  it  was  presumable 
that  the  ovary  (if  it  was  really  spared)  had  undergone  the  same 
process.  He  had  been  obliged  to  operate  a  second  time  in  cases 
in  which  others  had  done  the  "  conservative  "  operation.  Martin's 
statistics  showed  that  a  second  operation  was  sometimes  neces- 
sary. It  was  well  to  remember  these  facts  in  listening  to  the 
reports  of  enthusiastic  operators.  While  the  speaker  would  aim 
to  leave  a  portion  of  an  ovary  or  tube,  when  the  patient  desired 
it,  he  felt  that  in  some  cases  he  ran  an  extra  risk  by  so  doing. 
He  made  these  remarks  in  order  to  present  a  little  of  the  other 
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side  of  the  question.  He  did  not  refer  to  the  mere  puncture  of 
small  cysts,  but  to  the  actual  excision  of  portions  of  diseased 
adnexa. 

Dr.  A.  Palmer  Dudlky  said  that  the  specimens  just  presented 
brought  up  a  must  interesting  subject,  and  one  which  would 
require  much  time  to  fully  discuss  and  describe.  Regarding  Dr. 
Coe's  remarks,  he  would  say  that  we  should  continue  to  do 
conservative  as  well  as  radical  operations, and  be  largely  governed 
by  each  individual  case  and  the  circumstances  surrounding  it. 

Regarding  the  first  case  reported  by  Dr.  Vineberg,  the  conser- 
vative operation  was  a  mistake,  because  the  woman  had  had  an 
acute  attack  of  peritonitis  following  so  quickly  after  the  opera- 
tion, and  the  disease  had  so  rapidly  developed  on  the  opposite 
side.  That  operation  should  have  been  a  radical  one.  Regard- 
ing the  vaginal  celiotomy  he  was  not  yet  prepared  to  express  an 
opinion  that  would  have  much  weight,  yet  he  believed  it  would 
ultimately  be  shown  that  it  is  better  to  operate  through  the  ab- 
dominal incision  than  through  the  post-uterine  vaginal  incision  ; 
because,  not  very  infrequently,  the  difficulty  recorded  by  Dr. 
Vineberg  would  be  met  with  and  would  necessitate,  as  in  his 
own  case,  a  double  operation. 

Cases  at  present  under  his  care  at  the  Harlem  Hospital  would 
illustrate  the  third  case  presented  by  Dr.  Vineberg.  The  woman 
was  a  patient  delivered  on  December  11th  in  a  tenement  house. 
She  became  septic  and  had  pains  in  the  region  of  the  adnexa. 
She  was  finally  brought  to  the  hospital  in  an  ambulance.  He 
had  made  a  diagnosis  of  puerperal  iliac  abscess.  Her  tempera- 
ture at  that  time  was  10-1°  and  her  pulse  130,  and  this  had 
continued  for  several  days.  He  did  not  operate  immediately, 
for  he  wished,  if  possible,  to  focus  the  pus.  It  was  evidently  an 
extraperitoneal  condition.  About  one  week  ago  he  introduced 
au  aspirating  needle  into  the  abdominal  muscles  in  the  iliac 
region  down  to  the  bone,  and  then,  on  withdrawing  it  for  about 
half  an  inch,  found  and  removed  about  eight  ounces  of  pus. 
With  the  needle  as  a  guide  he  then  cut  down  upon  the  sac  and 
established  free  drainage.  These  foci  of  pus  would  occasionally 
follow  parturition,  and  that  emphasized  some  points  in  his  recent 
paper  read  before  this  Society.  He  had  lately  been  doing  con- 
servative work  in  this  direction.  Within  the  past  two  months 
he  had  aspirated  six  cases  of  pyosalpinx  in  the  Harlem  Hospital 
and  one  at  his  clinic  in  the  Post- Graduate  School.  If  he  had 
invaded  the  abdominal  cavity  in  two  of  them  they  would  prob- 
ably have  died.  The  patients  were  instructed  to  return  to  him 
as  soon  as  the  acute  attack  had  subsided,  and  then,  if  he  deemed 
it  justifiable,  he  opened  the  abdomen  and  usually  found  the 
condition  a  much  more  simple  one  to  treat.  He  employed  a 
curved  aspirating  needle  about  the  size  of  a  large  knitting  needle, 
and  made  no  attempt  to  wash  out  the  sac,  but  simply  aspirated 
to  relieve  the  pressure.     The  puncture  was  made  in  a  slanting 
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direction,  so  as  to  procure  a  valvular  opening  and  thus  prevent 
any  leakage  from  the  sac.  Two  or  three  of  his  cases  were  not 
only  examples  of  simple  pyosalpinx,  but  of  pyosalpinx  of  gonor- 
rheal origin. 

He  had  been  amputating  tubes,  and  had  heard  no  complaints 
from  his  patients.  At  the  present  time  he  had  in  his  Sanitarium 
quite  an  interesting  case.  She  had  been  under  the  care  of  a 
number  of  physicians,  one  of  them  being  a  Fellow  of  this  Society. 
The  opinion  had  been  expressed  that  there  was  no  condition 
warranting  an  abdominal  section,  yet  he  had  found  a  very  large 
collection  of  absolutely  odorless  pus.  There  was  no  history  of 
abortion,  miscarriage,  or  gonorrhea.  The  left  tube  contained" two 
ounces  of  pus  and  was  discharging  it  into  the  uterus,  and  the  right 
tube  was  closed  and  contained  three  ounces  of  pus.  The  right  tube 
and  ovary  were  removed.  The  left  tube  was  cut  in  the5 middle 
and  washed  with  a  bichloride  solution  down  into  the  uterus.  A 
phimosis  operation  was  then  done  upon  the  stump,  and  the  ovary 
brought  into  contact  with  it  but  not  fastened  to  it.  The  tempera- 
ture after  the  operation  was  100.2°  at  the  time  of  the  first  move- 
ment from  the  bowels.  He  believed  that  all  her  sexual  functions 
had  been  left  intact.  Many  patients  complain  of  loss  of  sexual 
desire,  hot  flashes  and  other  nervous  symptoms  following  a  more 
radical  operation,  and  it  was  better  to  try  a  more  conservative 
plan,  even  though  it  might  sometimes  necessitate  a  subsequent 
laparatomy.  , 

Dr.  Coe  said  that  one  risk  in  leaving  behind  portions  of  pus 
tubes  was  that  quite  a  considerable  number  of  them  were  tu- 
bercular. Many  such  cases  had  been  found  where  there  had 
not  been  the  slightest  suspicion  of  tuberculosis  previous  to  the 
operation. 

Dr.  Dudley  asked  if  in  these  tubercular  cases  there  was  not 
always  a  peculiar  odor  to  the  pus.  He  had  found  it  so,  and  he 
had  seen  quite  a  number  of  them  with  tubal  pyosalpinx. 

Dr.  Coe  replied  that  he  would  hardly  think  that  the  mere 
odor  of  the  pus  would  furnish  a  sufficiently  reliable  guide  at  the 
operating  table. 

Dr.  Grandin  said  he  thought  all  were  pretty  well  agreed  by 
this  time  that  the  gynecological  wheel  was  going  backward  very 
rapidly.  Looking  back  to  1886,  he  might  recall  advocating  va- 
ginal work  upon  what  was  then  termed  "pelvic  abscess,"  treating 
it  very  much  as  Dr.  Dudley  had  done.  At  that  time  he  had 
himself  been  severely  criticised  and  told  that  he  lacked  operative 
skill,  and  so  forth,  but  in  the  last  few  months  the  method  had 
been  advocated  in  this  Society  for  pus  cases.  It  was  certainly  a 
very  incomplete  method,  yet  it  was  now  suggested  in  preference 
to  the  abdominal  method.  It  was  a  most  excellent  thing  to  clean 
out^  pus  collections  from  below,  and,  having  done  this,  if  one 
desired  to  cure  the  case,  one  should  go  in  from  above.  Notwith- 
standing the  bettering  of  statistics'  and  improvements  in  tech- 
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nique,  we  were  going  back  to  the  old  methods  which  had  been 
condemned.  All  this  showed  that  our  science  is  a  very  unsettled 
one  and  we  could  not  afford  to  dogmatize.  He  was  glad  to  hear 
a  method  advocated  that  would  enable  us  to  get  rid  of  the  pus 
before  opening  the  abdominal  cavity. 

Da.  Robert  A.  Murray  said  that  three  years  ago  he  had  read 
a  paper  before  the  American  Gynecological  Society  in  which  he 
bad  narrated  half  a  dozen  cases  of  undoubted  pyosalpinx.  All 
of  these  patients  had  been  seen  by  others  and  had  been  told  that 
nothing  but  operation  would  cure  them.  Three  of  them  were 
gonorrheal  and  three  puerperal.  He  had  narrated  these  cases 
because  they  were  specially  significant  and  had  been  observed 
with  unusual  accuracy  and  care.  In  this  paper  he  had  stated 
that  he  had  many  times  seen  pus  tubes  which  emptied  into  the 
uterus,  and  he  had  held  that  in  such  cases  we  should  not  perform 
laparatomy.  He  could  now  add  eight  more  cases.  Every  one 
of  the  six  cases  he  had  delivered  of  children,  and  none  had  any 
puerperal  complications.  Last  summer  he  had  delivered  a  pa- 
tient who  had  been  told  by  two  members  of  the  Society  that  her 
tubes  and  ovaries  were  absolutely  useless. 

It  was  unwise  and  extremely  unsafe  to  operate  in  the  acute 
stage.  He  had  known  many  cases  die  after  operation,  yet, 
judging  from  the  history  and  apparent  condition  on  opening  the 
abdomen,  they  would  have  recovered  had  the  operation  not 
been  done  at  this  time.  Only  the  other  day  an  expert  examiner 
had  diagnosticated  enlarged  tubes  and  ovaries,  and  subsequently 
the  abdomen  had  been  opened  and  nothing  abnormal  found 
about  the  tubes  and  ovaries.  He  could  not  see  the  wisdom  of 
operating  during  an  acute  attack. 

Years  ago  the  method  of  attacking  pelvic  abscesses  from  below 
was  greatly  opposed  on  the  ground  that  some  of  the  pus  would 
escape  along  the  track  of  the  needle,  yet  Dr.  Edebohls  was 
accustomed  to  deliberately  aspirate  every  case  of  pyosalpinx  in 
order  to  make  a  diagnosis,  and  he  had  not  had  a  single  accident 
from  this  method  of  procedure.  As  there  was  no  peritoneum 
involved  we  would  approach  the  abscess  from  below,  and  con- 
sequently there  seemed  to  be  no  good  reason  why  we  should  not 
open  the  cavity  in  that  way  and  see  if  the  uterine  appendages 
could  not  be  saved.  Certainly  this  latter  operation  did  not 
leave  the  patient  in  an  ideal  condition,  as  the  adhesions  were 
left  and  might  cause  trouble  in  the  future.  We  should  consider 
these  points  carefully  before  deciding  on  ablating  the  tubes  and 
ovaries  in  any  case. 

Dr.  Vineberg  said,  regarding  the  criticism  of  his  third  case, 
that  the  one  related  by  Dr.  Dudley  had  no  bearing  on  his  case. 
His  case  was  a  condition  entirely  limited  to  the  vaginal  wall. 
The  uterus  was  entirely  healthy,  and  there  was  no  connection 
between  it  and  the  hematoma. 

Dr.  Dddley  explained  that  in  the  case  he  had  referred  to  the 
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iliac  abscess  had  been  entirely  external  to  the  peritoneum  and 
had  resulted  from  injury.  If  the  case  cited  by  Dr.  Yineberg 
had  been  a  simple  hematoma  of  the  cellular  tissue  or  vagina,  and 
air  had  not  been  admitted  to  it,  how  was  it  that  pus  had  formed? 

INJURED  URETERS  IN  ABDOMINAL  SURGERY  :    THEIR  CARE,  WITH  THE 
REPORT   OF    A    CASE   OF   ANASTOMOSIS    AND    RECOVERY.1 

Dr.  Bache  McEvers  Emmet  read  a  paper  with  this  title. 

Dr.  Malcolm  McLean  said  that  in  his  own  work  he  had  been 
fortunate  enough  not  to  injure  the  ureter  severely.  He  would, 
however,  like  competent  authority  for  procedure  in  case  such  an 
accident  should  happen.  It  was  an  important  question  whether 
it  would  be  better  to  attempt  anastomosis  or  to  attempt  to  fasten 
the  ureter  into  the  bladder.  While  the  answers  to  these  ques- 
tions depended  partly,  of  course,  on  the  distance  of  the  injury 
from  the  bladder,  some  cases  reported  would  lead  one  to  believe 
that  the  ureter  could  be  fixed  in  the  bladder,  even  though  the 
injury  was  at  a  considerable  distance. 

Dr.  Murray  said  that  the  subject  of  the  paper  was  one  of  deep 
interest  to  every  abdominal  surgeon,  for  the  accident  was  likely 
to  occur  to  any  one. 

Dr.  J.  Riddle  Goffe  said  that  last  fall  he  had  injured  the 
ureter  in  a  case  of  cancer  of  the  uterus  involving  the  surround- 
ing tissues  and  the  bladder.  In  exsecting  the  portion  of  the 
bladder  which  was  involved  he  found  that  the  cancerous  mass 
involved  the  lower  end  of  the  ureter  and  necessitated  its  ampu- 
tation. But  when  amputated  it  was  too  short  to  reach  the 
bladder.  The  peritoneum  was  therefore  dissected  up  to  allow 
greater  mobility  of  the  ureter  and  enable  it  to  reach  the  ab- 
dominal incision,  where  it  was  attached.  After  two  days  the 
ureter  broke  away  from  the  abdominal  incision  and  the  death  of 
the  patient  ensued.  He  could  not  say  positively  whether  or  not 
the  ureter  at  the  point  of  section  was  involved  in  the  malignant 
disease,  but  the  friability  of  this  structure  had  impressed  him 
forcibly  at  the  time  of  the  operation.  Tf  the  ureter  cannot  reach 
the  bladder  the  most  feasible  manner  of  extrication  from  the 
dilemma  is  to  turn  the  ureter  into  the  rectum  or  nephrectomy. 

Dr.  Dudley  said  that  although  he  had  had  no  personal  expe- 
rience in  this  class  of  cases,  he  believed  that  fine  silk  sutures 
would  be  better  than  catgut  for  suturing  the  ureter.  He  em- 
ployed a  fine  cambric  needle  and  fine  floss  silk  in  his  abdominal 
work.  The  method  of  anastomosis  seemed  to  him  the  best  one 
where  it  was  possible  to  accomplish  it. 

Dr.  Emmet,  in  closing  the  discussion,  said  it  was  true  that  the 
main  question  was  still,  to  what  extent  could  the  ureter  be 
drawn  upon  to  be  fixed  in  the  bladder  when  the  injury  had  been 
at  some  distance  from  that  viscus;  but  certainly  such  a  procedure 

i  See  original  article,  p.  449. 


540  TRANSACTIONS    OF   THE 

would  in  most  cases  render  the  calibre  of  the  ureter  much  less 
and  thus  lead  to  hydronephrosis.  Experiments  on  the  lower 
animals  would  seem  to  indicate  that  there  is  more  to  be  feared 
from  partial  than  from  complete  occlusion,  and  that  in  the  latter 
case  the  kidney  on  the  affected  side  undergoes  atrophy  without 
producing  any  harmful  results.  For  these  reasons  he  thought 
with  Guy  on  that  we  might  even  ligate  the  ureter  and  drop  it 
back,  if  we  could  not  make  a  proper  anastomosis  or  insert  it  into 
the  bladder. 


Stated  Meeting,  February  19^4,  1895. 
The  President,  Bache  McEvers  Emmet,  M.D.,  in  the  Chair. 
Dr.  Malcolm  McLean  presented  the  history  of  a  case  of 

INTERSTITIAL    PREGNANCY  SIMULATING  PELVIC   TUMOR  |    CELIOTOMY, 

In  December,  1894,  Mrs.  M.  A.,  26  years,  married,  was  ad- 
mitted to  St.   Andrew's   Infirmary  for  Women,  suffering  ago- 


Wall         ' 


nizing  pains  in  the  pelvic  and  lower  abdominal  regions.  She 
was  of  rather  low  order  of  intelligence  and  could  not  give  a  very 
clear  account  of  her  history  during  the  preceding  few  months 
of  her  marriage.  However,  it  was  learned  that  shortly  after  she 
was  married  she  missed  her  usual  menstrual  flow,  and  was  not 
sure  about  its  reappearance  during  the  past  three  months.  She 
had  suffered  several  very  severe  paroxysms  of  pain,  especially 
in  the  right  groin  and  hypogastric  region,  in  which  she  was 
completely  prostrated  and  was  obliged  to  keep  her  bed  for 
several  days  at  a  time,  after  which  she  continued  to  feel  very 
"  sore  "  for  a  long  time.  Her  last  attack  commenced  a  few  days 
before   her  admission    in    December  last.      On   admission   the 
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patient  had  every  appearance  of  suffering  intensely,  and  the 
temperature  was  101°  F.,  pulse  126.  (^examination  the  ab- 
domen was  moderately  enlarged,  the  enlargement  extending 
distinctly  more  to  the  right  than  to  the  left  of  the  median  line, 
aud  upward  to  within  two  inches  of  the  umbilicus.  The  whole 
of  the  lower  segment  of  the  abdomen  was  very  tender.  The 
cervix  uteri  was  soft  and  rather  high  up.  The  body  of  the  uterus 
was  apparently  in  the  median  line  and  was  very  tender  also. 
The  whole  right  side  of  the  pelvis  was  filled  by  a  large  tumor 
containing  fluid,  which  was  continuous  with  the  cervix  uteri 
and  was  immovable,  and  could  be  mapped  out  as  running  well 
up  out  of  the  true  pelvis  and  terminating  in  rather  an  ovoid 
shape  in  the  region  of  the  caput  coli.  Running  from  this  point 
toward  the  median  line,  the  outline  was  somewhat  irregular  and 
merged  into  what  seemed  to  be  the  enlarged  uterine  body. 

The  suffering  of  the  patient  and  the  uncertainty  of  the  true 
condition  made  diagnosis  doubtful,  but  it  was  assumed  that  ab- 
normal gestation  existed,  and  operation  was  advised. 

After  due  preparation  the  patient  was  anesthetized  with  ether 
and  a  three  and  one-half  inch  incision  was  made  in  the  median 
line.  The  portion  of  the  tumor  which  had  been  considered  as 
the  uterine  body  was  found  to  be  a  very  thin  sac  containing  a 
living  fetus  of  about  three  and  a  half  or  four  months,  tand  the 
walls  of  which  contracted  or  grew  tense  every  few  minutes.  The 
left  tube  was  continuous  with  this  portion  of  the  tumor  and  was 
in  its  normal  condition.  Wedged  down  tightly  and  bound  by 
adhesions  in  the  right  portion  of  the  pelvis  was  the  major  portion 
of  the  uterus  with  its  contents.  With  some  difficulty  the  organ 
was  carefully  freed  of  its  adhesions  and  was  lifted  up  out  of 
the  pelvic  cavity.  As  soon  as  this  was  done  the  whole  tumor 
changed  its  shape  and  assumed  the  natural  appearance  of  a  uterus 
in  the  normal  state  of  four  months'  gestation.  The  thinned  por- 
tion on  the  left  straightened  out  its  curves  so  as  to  form  the  left 
horn  of  the  large  uterus.  The  adnexa  were  all  in  fair  condition, 
and  it  was  determined  to  close  the  abdomen  without  further 
interference.  Two  silver-wire  and  five  silkworm-gut  sutures 
were  used  in  closing  the  wound.  With  the  exception  of  a  small 
stitch  abscess  the  case  made  a  smooth  recovery,  and  the  patient 
is  about  now  with  the  six  months'  pregnant  uterus  in  its  normal 
shape  and  position. 

Dr.  H.  1ST.  YineberGt  had  been  very  much  interested  in  the 
case,  because  he  had  recently  sent  a  paper  to  the  .New  York 
Medical  Journal  drawing  attention  to  the  fact  that  in  the  dif- 
ferential diagnosis  of  ectopic  gestation  one  point  had  not  been 
brought  out,  so  far  as  he  knew — namely,  irregular  development 
of  the  pregnant  uterus  simulating  pelvic  tumor.  This  lack  of 
uniformity  in  the  enlargement  of  the  organ  might  give  rise  to 
the  physical  signs  of  ectopic  gestation.  A  case  which  had  been 
very  instructive  to  him  was  that  of  a  woman  lately  married, 
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about  ten  weeks  pregnant,  who  had  hemorrhage  and  pain.  Ex- 
amination revealed  bulging  of  the  posterior  wall  of  the  uterus. 
While  he  did  not  regard  it  as  a  case  of  ectopic  gestation,  but 
rather  as  one  of  uterine  gestation,  yet  there  was  sufficient  in- 
terest connected  with  it  to  lead  him  to  send  the  patient  to  an 
able  diagnostician  that  he  might  present  her  to  his  class.  There 
the  diagnosis  was  made  of  ectopic  gestation.  A  few  weeks  later 
the  woman  again  had  some  pain  and  hemorrhage,  and  Dr.  Vine- 
berg  was  sent  for.  He  found  the  fetus  and  sac  lying  detached 
in  the  cervix. 

It  was  usual  for  him  to  see  from  two  to  three  hundred  cases 
of  gestation  a  year  at  the  dispensary,  at  all  stages  up  to  the 
sixth  month,  and  it  was  not  unusual  to  tind  the  uterus  devel- 
oped in  a  form  to  produce  apparently  a  distinct  tumor,  and  it 
was  only  by  careful  examination  that  error  could  be  avoided.  In 
one  instance  a  patient  was  sent  him  with  the  diagnosis  of  ec- 
topic gestation,  and  he  found  intrauterine  gestation  with  this 
peculiar  development  of  the  uterus.  He  believed  that  in  such 
cases  there  was  a  chronic  metritis  to  account  for  the  fact  that  one 
portion  of  the  uterus  did  not  develop  in  conformity  with  the 
other  portions.  The  speaker  believed  that  a  good  many  cases 
reported  as  cases  of  interstitial  pregnancy  belonged  to  this  class 
of  irregular  enlargement  of  the  womb. 

Dr.  Andrew  F.  Ccrrier  said  he  could  relate  a  case  more  un- 
fortunate in  its  ending.  The  history  was  that  of  ectopic  gesta- 
tion— irregular  discharge  of  blood,  passage  of  decidua,  presence 
of  tumor  at  the  side  of  the  uterus,  which  could  be  clearly  made 
out.  Others  had  also  seen  the  case  and  made  the  diagnosis  of 
ectopic  gestation.  The  abdomen  was  opened,  and  then  it  was 
found  that  the  pregnancy  was  intrauterine,  but  one  horn  of  the 
uterus — he  believed  the  right  one — was  turned  down  into  the 
iliac  fossa,  giving  semblance  to  a  second  tumor  and  ectopic  preg- 
nancy. The  woman  aborted  on  the  second  day,  but  peritonitis 
developed  and  caused  death. 

Dk.  W.  T.  Lusk  thought  the  cases  referred  to  by  Dr.  Currier 
were  not  at  all  rare.  Quite  often  we  saw  cases  of  pregnancy  in 
which  the  fundus  of  the  uterus  was  tilted  laterally  in  the  pelvis, 
and  by  touch  through  the  vagina  we  could  recognize  two  tumors, 
one  being  apparently  the  uterus  and  the  other  presumably  an 
ectopic  growth.  Dr.  Lusk  had  taken  the  pains  in  such  cases  to 
dilate  the  cervix ;  then  by  introducing  the  finger  through  the 
cervical  canal  into  the  uterus  the  diagnosis  becomes  clear — i.e., 
the  uterine  canal  is  felt  with  the  finger  to  communicate  with  the 
tumor  which  had  seemed  to  be  isolated. 

During  the  week  Dr.  Lusk  had  been  called  by  Dr.  Morris  to 
a  patient  near  the  end  of  gestation.  On  examination  two  large 
sacs  were  recognizable,  one  of  which  contained  the  child.  He 
could  not  tell  whether  the  other  was  a  large  ovarian  cyst  at- 
tached to  the  uterus,  or  whether  it  was  a  part  of  the  uterus,  formed 
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by  the  constriction  of  a  ventral  hernia.  At  any  rate,  the  child's 
head  could  be  felt  through  the  vagina,  below  the  second  sac, 
showing  that  it  would  not  stand  in  the  way  of  delivery.  He 
had  advised,  therefore,  to  wait  for  labor  to  set  in  at  full  term. 
He  hoped  to  be  able  to  report  the  further  history  of  the  case  at 
a  future  meeting. 

The  President,  Dr.  Bache  Emmet,  said  he  had  seen  cases  of 
pregnancy  in  marked  anteflexion  of  the  uterus  with  such  irregu- 
lar development  of  the  organ  as  to  simulate  interstitial  preg- 
nancy. He  had  also  seen  cases  where  the  uterus  was  developed 
rather  to  one  side  than  uniformly,  but  nothing  similar  to  Dr. 
McLean's  case.  It  was  not,  however,  to  mention  these  cases 
that  he  arose,  but  rather  to  ask  Dr.  Lusk  if  he  did  not  dread 
inducing  a  miscarriage  in  every  case  in  which  he  introduced  the 
finger  into  the  uterine  cavity  for  diagnostic  purposes. 

Dr.  McLean  gave  a  further  explanation  of  his  case,  which  he 
thought  could  not  have  been  fully  understood  by  his  first  brief 
description.  After  the  uterus  had  been  released  it  regained  its 
normal  outline  and  was  entirely  unlike  any  cases  of  diverticuli 
of  the  uterus  or  double  uterus  which  he  had  ever  seen.  None 
of  the  gentlemen  present  had  any  doubt  as  to  there  being  but 
one  cavity  in  the  uterus. 

HYSTERECTOMY    IN   DOUBTFUL    MALIGNANT    DISEASE    OF    THE 

UTERUS. 

Dr.  H.  N.  Yineberg,  in  presenting  a  uterus,  said  he  wished 
to  make  only  a  preliminary  report  of  the  ease  prior  to  further 
microscopical  examination  of  the  specimen  which  would  neces- 
sitate cutting  it  into  pieces.  The  patient,  who  was  first  seen  by 
him  about  ten  days  ago,  was  a  widow  aged  35  ;  had  given  birth 
to  one  child  about  fifteen  years  before  ;  had  always  enjoyed 
good  health  until  three  months  ago,  when  she  began  to  have  ir- 
regular uterine  hemorrhages.  When  Dr.  Vineberg  made  exam- 
ination she  had  been  in  bed  three  weeks  on  account  of  hemor- 
rhage which  vaginal  tampon  had  not  entirely  controlled.  The 
uterus  was  enlarged  one  hundred  per  cent.  It  felt  as  if 
there  was  something  within  ;  the  lower  portion  was  soft,  the  os 
patulous,  admitting  the  finger  almost  up  to  the  os  internum. 
His  first  impression  was  that  it  was  a  case  of  incomplete  abor- 
tion, but  when  he  expressed  his  suspicions  to  the  physician  who 
had  called  him  he  was  told  that  it  was  impossible,  since  he  knew 
the  woman  well.  He  then  concluded  that  it  was  probably  a 
case  of  malignant  disease,  and  next  day  curetted,  removing  a 
good  deal  of  granular  tissue,  which  he  sent  to  Dr.  Ileitzmann 
for  examination.  In  a  few  days  he  received  a  report  that  it 
was  a  case  of  adeno-carcinoma  and  that  the  sooner  the  uterus 
was  removed  the  better.  Dr.  Vineberg  removed  the  uterus  two 
days  ago,  and,  judging  by  the  gross  appearances  of  the  organ, 
it  was  a  question  whether  it  was  simply  a   case  of   fibroid  or  a 
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fibroid  with  carcinomatous  degeneration  of  the  endometrium. 
Macroscopically  it  had  a  suspicious  appearance  and  felt  hard  to 
the  touch. 

Dr.  Munde  said  it  struck  him  that  it  would  have  been  better 
to  submit  the  specimen  also  to  another  microscopist  for  exami- 
nation before  removing  the  uterus.  He  said  this  because  of 
similar  experience,  and  in.  spite  of  implicit  confidence  in  Dr. 
Heitzmann's  ability  as  a  pathologist.  He  could  recall  three 
cases  in  which  the  histories  had  been  similar  to  that  of  Dr. 
Vineberg  and  the  same  pathological  report  had  been  made  by 
Dr.  Heitzmann  of  malignant  disease  in  the  early  stage.  Fol- 
lowing his  rule  not  to  operate  where  he  felt  that  the  diagnosis 
was  doubtful,  he  dilated  the  uterus  with  the  tupelo  tent  and  re- 
moved the  endometrium  thoroughly  with  the  sharp  curette. 
He  then  swabbed  the  cavity  repeatedly  with  nitric  acid.  Each 
of  these  patients  was  still  well,  the  first  having  been  treated  five 
years  ago. 

Dr.  Munde  repeated  that  he  did  not  doubt  Dr.  Heitzmann's 
diagnosis  in  the  least,  but  he  thought  there  were  certain  cases 
of  early  adeno  sarcoma  in  which  it  was  not  necessary  to  remove 
the  entire  uterus,  because  of  the  superficial  extent  of  the  disease 
and  the  possibility  of  curing  it  by  curetting  and  caustics.  Dr. 
Heitzmann  was  one  of  the  most  reliable  microscopists  in  the 
world,  but  he  seemed  to  believe  that  the  microscope  covered 
everything,  and  Dr.  Munde  would  in  certain  analogous  cases 
trust  more  to  his  clinical  observation  than  to  the  doubtful  mi- 
croscopical examination. 

Dr.  A.  H.  Goelet  said  he  thought  that  removal  of  the  uterus 
under  such  circumstances  was  not  only  not  justifiable,  but  that 
it  was  outrageous. 

The  President,  Dr.  Emmet,  said  that  we  commonly  over- 
looked one  of  the  earliest  and  best  teachings  when  dealing  with 
such  cases,  and  that,  invariably,  the  cervix  should  be  dilated, 
either  forcibly  or  by  tents,  and  the  cavity  of  the  uterus  should 
be  explored  by  the  finger.  Such  an  examination,  aided  by  the 
curette  and  the  microscope,  would  enable  us  to  arrive  at  a  posi- 
tive diagnosis.  The  appearance  of  the  growth  shown  by  Dr. 
Vineberg  was  that  of  a  benign  tumor,  and,  undoubtedly,  it 
could  have  been  snipped  off  with  scissors.  In  connection  with 
Dr.  Munde's  remarks,  he  might  mention  a  case  seen  by  him  a 
year  ago  in  which  the  clinical  history  included  hemorrhages 
after  the  menopause,  and  the  pathologist,  after  examining  scrap- 
ings, pronounced  the  case  one  of  adenomatous  malignant  disease 
in  the  uterus.  The  organ  was  not  removed,  however,  yet  the 
hemorrhages  had  since  ceased,  and  there  were  no  longer  any 
bleedings  nor  any  suspicion  of  malignancy. 

Dr.  J.  Duncan  Emmet  thought  it  was  sufficient  to  say,  in 
reply  to  Dr.  Goelet's  criticism  of  Dr.  Vineberg,  that  it  was 
generally  easier  to  express  an  opinion,  as  to  what  should  have 
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been  done,  after  an  operation  than  before,  and  that  every  one 
could  recall  some  case  which  he  would  now  be  glad  to*  have 
treated  otherwise. 

Dr.  Vineberg  said  it  was  premature  to  state  that  the  uterus 
shown  was  not  carcinomatous.  His  experience  with  Dr.  Heitz- 
mann had  been  that  when  he  had  sent  specimens  for  examina- 
tion to  him  and  also  to  other  men,  Dr.  Heitzmann  had  always 
been  in  the  right.  In  consideration  of  this  experience  and  the 
clinical  history  of  the  case  in  question,  he  felt  himself  justified 
in  removing  the  uterus.  Regarding  the  introduction  of  the 
linger  into  the  uterus  for  diagnostic  purposes,  he  was  quite  un- 
able to  pass  the  internal  os,  even  when  the  patient  was  under 
ether,  and  the  os  dilated  with  steel  dilators  to  within  the  bounds 
of  safety.  He  believed  dilatation  with  a  sponge  tent  or  tupelo 
tent  not  to  be  safe.  If  he  remembered  correctly,  Dr.  Munde 
had  reported  a  fatal  result  about  two  years  ago.  Under  the  same 
circumstances  as  existed  in  this  case  he  would  act  in  the  same 
manner  again;  and  while  the  gross  appearances  of  the  specimen 
pointed  to  fibroid,  yet  microscopical  examination  might  show  a 
carcinomatous  condition  of  the  endometrium  and  thus  con  firm 
the  diagnosis  made  by  Dr.  Heitzmann  before  the  operation. 

Dr.  Munde  said  that,  after  having  just  examined  the  speci- 
men, it  impressed  him  as  simply  one  of  submucous  fibroid  of  the 
uterus,  almost  a  polypus,  and  he  thought  it  could  have  been  re- 
moved by  morcellement  after  simple  dilatation  of  the  uterus 
with  a  tupelo  tent.  Such  dilatation  could  be  made  with  perfect 
safety,  in  spite  of  the  experience  in  his  own  practice  referred  to 
by  Dr.  Vineberg.  In  that  case  the  uterus  was  carcinomatous 
and  septic.  Removal  of  the  uterus  in  the  case  presented  seemed 
to  him  absolutely  unjustifiable. 

Dr.  Currier  thought  that,  under  the  evidence,  Dr.  Vineberg 
was  perfectly  justified  in  removing  the  uterus.  It  was  a  very 
different  thing  to  pass  judgment  upon  a  case  of  this  kind,  with 
the  uterus  out  of  the  body,  from  a  similar  expression  before  the 
operation.  While  the  mucous  membrane  did  not  present  to  him 
the  gross  appearances  of  malignancy,  yet  a  macroscopic  exami- 
nation was  not  decisive  in  such  a  matter,  and  he  believed  that, 
being  armed  with  the  opinion  of  an  expert  pathologist,  as  Dr. 
Vineberg  had  been,  any  one  present  would  have  felt  himself 
justified  in  doing  the  operation. 

Dr.  Paul  F.  Munde  presented  specimens  from 

TWO    CASES    OF   TUBAL    PREGNANCY;    OPERATION;    RECOVERY.       ONE 

OF      LEFT      TUBE,     DIAGNOSED      BEFORE      RUPTURE  ;      THE      OTHER 

OF     LEFT     TUBE,     ALSO     DIAGNOSED     BEFORE     RCPTURE,    WITH 

HEMATOSALPINX    OF    RIGHT    SIDE  (POSSIBLY  ECTOPIC  ALSO). 

Case  I.— Mother  of  three  children,  the  last  18  months  old, 
consulted  Dr.  Munde  at  his  office  in  January.     She  had  rather  a 
35 
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complicated  history,  which  only  careful  questioning  was  able  to 
clear  up.  Last  menstruation  was  early  in  July,  1891.  In  the 
last  week  of  the  following  October  she  had  a  severe  hemorrhage, 
supposed  to  be  a  miscarriage.  When  she  had  recovered  from 
this,  one  sexual  intercourse  is  admitted  to  have  taken  place. 
About  the  end  of  November,  or  about  four  weeks  after  the  mis- 
carriage, a  blood}7  discharge  from  the  vagina  began,  and  for 
about  three  weeks  before  I  saw  her  there  had  been  frequent  se- 
vere paroxysms  of  pain  in  the  left  ovarian  region,  so  severe  as 
to  cause  the  patient  to  roll  on  the  floor  and  to  tell  me  that  she 
would  rather  have  ten  children  than  undergo  such  agony.  The 
bloody  discharge  continued  during  all  this  time,  and  was  treated 
(sic!)  by  the  attending  physician  with  tampons!  Evidently  no 
thought  of  the  true  condition  of  affairs  ever  entered  his  head, 
although  the  history  was  sufficiently  suggestive. 

On  examination  I  found  a  tender,  ovoid  mass,  of  the  size  of  a 
large  lemon,  closely  attached  to  the  left  side  of  the  uterus.  It 
did  not  pulsate  nor  was  there  distinct  fluctuation  discernible. 
Still,  the  history  was  too  clear  for  any  other  diagnosis  than  that 
of  tubal  pregnancy,  and  I  therefore  advised  immediate  opera- 
tion, for  fear  that  the  sac  might  rupture.  I  thought  that  intra- 
sacular  rupture  had  probably  taken  place  and  that  the  growth 
of  the  embryo  was  therefore  arrested.  But  there  were  no  signs 
of  intraperitoneal  rupture. 

My  diagnosis  was  confirmed  by  Dr.  T.  G.  Thomas,  to  whom  I 
sent  the  patient  for  an  opinion.  At  the  operation  on  the  next 
day  the  sac  was  found  to  have  ruptured,  probably  during  the 
scrubbing  of  the  abdomen  immediately  before  the  operation. 
The  diagnosis  was  correct ;  the  ruptured  left  tube  and  the  free 
black  coagula  were  removed,  and  recovery  was  uninterrupted. 

Case  II. — On  my  return  from  the  South  on  the  14th  inst. 
I  found  a  patient,  21  years  old,  in  my  ward  who  had  been  admit- 
ted several  days  before  with  the  history  of  having  borne  two 
children,  the  last  three  years  before,  and  having  last  menstruated 
normally  fifteen  weeks  before  admission.  After  missing  one 
menstrual  period  by  two  weeks,  she  began  to  flow  irregularly, 
and  continued  to  do  so  until  admission.  On  examination  the 
uterus  was  found  pushed  upward  and  forward  by  a  soft,  boggy, 
circumscribed  mass,  which  was  most  prominent  on  the  left  side. 
There  had  been  no  particular  pain,  constant  or  paroxysmal,  in  the 
pelvic  regiou,  nor  was  there  any  on  admission.  Still  the  history 
and  the  physical  signs  were  so  positive  as  to  lead  to  the  dia- 
gnosis of  left  tubal  pregnancy  with  internal  rupture  of  the  sac 
wall,  but  without  intra  abdominal  effusion  of  blood.  Operation 
was  considered  imperative,  and  on  Saturday,  February  16th, 
I  opened  the  abdomen  and  found  the  diagnosis  entirely  correct. 
But,  besides  the  unquestionable  tubal  gestation  sac  on  the  left 
side,  there  was  a  similar  somewhat  smaller  sac  on  the  right,  which 
was  attached  in  the  median  line  to  the  left  sac,  so  that  only  very 
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careful  examination  at  last  showed  the  true  character  of  the  case. 
At  first  it  seemed  impossible  to  define  the  outlines  of  the  sac, 
which  was  completely  adherent  to  the  bottom  of  Douglas'  pouch 
on  both  sides  of  and  behind  the  uterus.  But  on  peeling  the  sac 
out  it  was  seen  that  evidently  both  appendages  were  involved, 
and  that  the  two  sacs  were  adherent  by  fresh  inflammation  over 
the  body  of  the  uterus.  On  separating  them  two  distinct  cavi- 
ties, each  containing  coagula  and  lined  by  a  similarly  appearing 
villous  membrane,  were  clearly  apparent,  each  of  which  was 
attached  to  the  broad  ligament.  JNo  trace  of  ovary  and  tube, 
except  as  represented  by  these  two  sacs,  was  detected  after  a 
careful  search.  Both  sacs  were  removed  and  are  here  shown. 
The  pathologist  of  Mount  Sinai  Hospital  reports  undoubted  evi- 
dence of  embryonic  tissue  in  the  larger  left  sac,  in  accordance 
with  the  operative  diagnosis.  In  the  right  sac  he  is  not  willing 
to  admit  finding  embryonic  tissue,  and  therefore  calls  it  simply 
a  hematosalpinx.  Should  the  right  blood  tube  really  prove  to 
be  an  ectopic  pregnancy,  this  case  would  be  unique,  for  1  have 
been  unable  to  find  in  Tait's,  Strachan's,  or  Yanderveer,  Town- 
send  &  Co.'s  "Monographs  on  Ectopic  Pregnancy  "  any  mention 
of  a  simultaneous  pregnancy  in  both  Fallopian  tubes. 

The  patient's  temperature  and  pulse  to-day,  three  days  after 
operation,  are  normal,  and  there  seems  no  reason  to  doubt  her 
uneventful  recovery.  The  sacs  were  unruptured,  but  filled  with 
dark  blood  clots,  so  that  in  this  respect  also  the  diagnosis  was 
correct. 

Dr.  Munde  said  that  he  believed  these  made  nine  cases  of 
ectopic  pregnancy,  all  tubal,  on  which  he  had  operated  success- 
fully during  the  past  year,  and  in  four  the  diagnosis  was  posi- 
tively made  before  rupture,  in  four  others  presumptively,  and 
in  only  one  case  was  the  history  so  obscure  as  to  leave  the 
diagnosis  doubtful. 

Dr.  Lusk  related  a  case  of 

RECOVERY    OF   THE    SINGING    VOICE   AFTER   DILATATION    OF    THE 

UTERUS. 

Miss  X.,  connected  with  one  of  the  operatic  troupes  in  the 
city,  found  on  arriving  in  this  country  that  she  had  lost  her 
voice.  An  examination  with  the  laryngoscope  showed  the  vocal 
cords  to  be  red  and  greatly  thickened.  On  the  right  side  the 
cord  was  relaxed.  She  was  told  by  an  eminent  throat  specialist 
that  she  would  need  to  leave  the  stage  and  give  her  voice  a  rest 
for  six  months. 

As  she  was  suffering  greatly  from  pelvic  pains,  she  was 
brought  by  a  friend  to  my  office  for  a  consultation. 

The  examination  showed  a  long,  elongated  cervix,  utero-cervi- 
cal  catarrh,  and  an  enlarged  tube  of  about  the  size  of  a  lemon. 
I  advised  her  to  enter  a  hospital  and  submit  to  treatment,  and, 
if  not  relieved,  to  undergo  an  operation  for  the  tubal  trouble. 
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Experimentally,  however,  I  dilated  the  cervix  on  the  spot.  A 
large  quantity  of  pent-up  mucus  escaped  into  the  vagina.  A 
few  days  later  the  patient  called  again.  The  backache  was 
gone,  the  voice  was  restored,  and  the  tubal  swelling  had  disap- 
peared. 

She  has  since  kept  her  place  on  the  stage  to  the  satisfaction  of 
the  management.  The  laryngoscope  shows  that  the  swelling, 
redness,  and  relaxation  of  the  vocal  cords  have  given  place  to  a 
perfectly  normal  condition  of  the  larynx. 

Dr.  Currier  said  the  case  reminded  him  of  a  conversation 
with  an  eminent  throat  specialist  of  Philadelphia  some  years 
ago.  It  was  at  a  time  when  so  much  stress  was  laid  upon  the 
subject  of  reflexes  from  the  uterus  and  ovaries  that  he  had 
regarded  the  opinions  expressed  as  exaggerated  and  had  there- 
fore given  little  heed  to  them.  The  remarks  were,  in  effect, 
that  he  had  found  a  great  many  cases  in  his  experience  with 
throat  troubles  which  he  could  not  relieve  in  any  possible  way 
until  they  had  been  treated  by  a  gynecologist.  He  said  it  had 
been  his  habit  to  place  these  patients  aside  and  refer  them  to  a 
gynecologist  for  treatment  twice  a  week.  As  they  obtained 
relief  from  their  womb  trouble  the  treatment  of  the  nose  and 
throat  became  much  more  effective.  In  view  of  the  confirma- 
tory evidence  just  offered  by  Dr.  Lnsk,  it  was  probable  there 
was  more  in  the  question  of  uterine  and  ovarian  reflexes  than 
some  of  us  had  thought. 

Dr.  Malcolm  McLean  related  the  following  case:  Some 
years  ago  he  was  called  to  see  the  wife  of  a  prominent  New 
York  gentleman,  who  gave  a  history  of  menstruating  every  two 
months  instead  of  every  month,  and  at  her  periods  suffered,  as 
she  said,  most  atrociously.  After  having  gone  to  several  physi- 
cians she  reached  him,  and  on  examination  he  found  apparently 
a  perfectly  normal  state  of  the  pelvic  organs.  He  asked  to  see 
her  again  after  a  short  time,  and  at  the  next  examination  he  noticed 
that  the  os  was  very  small,  just  as  he  had  observed  in  many 
other  cases.  At  a  subsequent  examination,  finding  nothing  else 
to  account  for  her  symptoms,  he  asked  permission  to  dilate  the 
cervix,  but  she  refused.  The  pains  and  passage  of  clots  of 
rather  fetid  blood  recurred  at  the  next  period,  and  after  some 
hesitation  she  allowed  him  to  make  examination  during  the 
flow.  He  then  found  the  uterus  almost  exactly  of  the  shape  of 
an  orange,  the  cervix  obliterated  and  the  os  extremely  small,  and 
blood  escaping  from  it  only  in  drops.  He  offered  to  dilate  at 
once,  but  the  patient  declined  and  promised  to  allow  it  during 
the  next  interval.  Instead,  however,  she  passed  into  the  private 
hospital  of  a  very  eminent  gynecologist,  where  she  remained 
many  months,  undergoing  treatment  for  supposed  fibroid  condi- 
tion of  the  posterior  wall  of  the  uterus,  he  was  told.  Finally  she 
went  out  worse  off  than  before,  and  visited  one  of  his  neighbor- 
ing physicians,  who,  taking  the  hint  which  he  had  given,  dilated 
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the  cervix,  and  she  had  been  well  since.     The  whole  trouble 
had  been  due  to  contraction  of  the  external  os. 

HYSTERECTOMY    FOR   INTRAUTERINE    FIBROID. 

The  President  exhibited  a  uterus,  containing  a  submucous  or 
intrauterine  fibroid  of  the  size  of  an  adult  head,  which  he  had 
previously  shown  the  Alumni  Association  of  the  Woman's  Hos- 
pital. The  patient  was  45  years  of  age,  had  had  abundant 
hemorrhages,  and  marked  symptoms  arising  from  pressure  on 
the  nerves  and  on  the  bladder  and  rectum.  He  directed  atten- 
tion to  the  thinness  of  the  uterine  walls,  and  expressed  the  opin- 
ion that  hysterectomy  was  preferable  in  this  case  to  removal 
piecemeal  through  the  uterine  canal,  because  of  the  likelihood 
of  the  latter  procedure  ending  in  sloughing,  sepsis,  and  death. 
The  operation  was  performed  twelve  days  ago,  and  the  patient 
had  made  a  good  recovery. 

Dr.  Munde  inquired  what  was  done  with  the  pedicle. 

Dr.  Emmet  replied  that  it  had  been  his  intention  to  remove 
the  uterus  entire,  but  on  dissecting  down  with  the  finger  between 
the  folds  of  the  broad  ligament  he  found  that  the  whole  mass 
enucleated  itself,  leaving  the  thin  external  portion  of  the  cervix 
only.  At  that  step  of  the  operation  he  had  ligated  but  one 
uterine  artery,  and  by  leaving  this  portion  of  the  cervix  it  proved 
unnecessary  to  ligate  the  other.  He  then  seared  the  tissue  form- 
ing the  os  and  closed  the  peritoneum  over  it,  thus  inadvertently 
doing  a  Guffe-Baer  operation. 

Dr.  Munde  expressed  the  opinion  that  it  was  better  to  leave 
a  little  of  the  cervix;  it  was  a  small  anchor  to  which  the  pelvic 
floor  was  attached,  and  was  preferable,  he  thought,  to  a  simple 
li  t*ar  vaginal  scar.  Of  course  he  would  cut  out  the  centre  of 
the  cervix,  leaving  only  sufficient  to  retain  the  attachments  of 
the  vagina  and  prevent  hernia. 

Dr.  J.  Duncan  Emmet  then  read  a  paper  entitled 

emmet's  operation  for  laceration  of  the  cervix  uteri  :    ITS 
scope  and  limitations.1 

Dr.  Ralph  Waldo  said  he  had  been  very  much  pleased  to 
hear  the  paper  read,  for  it  had  been  his  custom,  whenever  op- 
portunity presented,  to  advocate  repair  of  the  lacerated  cervix,  in 
preference  to  amputation,  when  in  his  judgment  repair  was  pos- 
sible. However,  when  there  had  been  extensive  sloughing  and 
formation  of  cicatricial  tissue,  it  seemed  to  him  there  was  but 
one  thing  to  do,  namely,  to  amputate.  Further,  if  the  patient 
was  near  the  menopause,  and  there  was  extensive  laceration  and 
cystic  degeneration,  he  thought  that  amputation  was  again  indi- 
cated. He  was  glad  to  heai'the  reader  attach  so  much  impor- 
tance to  repair,  especially  where  it  was  possible  to  remove  all 

1  See  original  article,  p.  487. 
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the  diseased  tissue  and  still  leave  sufficient  to  make  a  well- 
formed  cervix.  It  had  been  his  good  fortune  to  witness  the 
inventor  of  the  operation  perform  it  a  great  many  times,  and  he 
had  learned  something  on  each  occasion.  But  he  had  been  more 
or  less  a  heretic  in  one  sense.  Of  course,  he  said,  when  you 
speak  of  Emmet's  operation  you  include  the  use  of  silver  wire. 
While  formerly  he  (Dr.  Waldo)  used  silver  wire  extensively,  yet 
in  most  instances  at  the  present  time  he  used  silkworm  gut,  pos- 
sibly because  he  could  tie  it  easily  and  accurately. 

Dr.  A.  F.  Currier  said,  with  regard  to  the  technique  of 
the  operation,  that  probably  most  of  us  would  feel  that  Dr. 
Emmet  laid  more  stress  upon  details  than  was  necessary.  Of 
course  we  could  appreciate  his  feelings  in  the  matter,  and  the 
feelings  of  Dr.  Emmet,  Jr.,  in  suggesting  that  the  work  be  done 
exactly  as  the  inventor  had  directed.  That  was  the  prerogative 
of  any  man  who  had  invented  a  good  thing  and  who  was  able  to 
do  good  work  himself.  But  it  appeared  to  Dr.  Currier  that  the 
question  to  be  asked  in  any  operation,  and  in  this  one  in  parti- 
cular, was,  what  purpose  was  it  intended  to  serve  \  To  his  mind 
the  answer  was,  in  the  present  instance,  improved  nutrition  of 
the  parts  upon  which  the  operation  was  performed,  and  he 
thought  that  end  could  be  attained  quite  as  well  without  follow- 
ing the  details  with  that  exactness  which  had  been  mentioned  in 
the  paper.  It  had  seemed  to  him  for  some  time  that  the  name 
of  the  operation — repair  of  laceration  of  the  cervix — was  not  a 
happy  one,  for  it  was  quite  as  well  suited,  if  he  had  given  its  in- 
dication correctly,  to  cases  in  which  there  was  no  tear  at  all,  and 
in  fact  to  some  cases  where  there  had  not  even  been  pregnancy. 
He  had  reference  to  cases  in  which  the  cervix  was  hypertrophied 
and  much  enlarged,  which,  of  course,  included  cases  of  subin- 
volution following  pregnancy.  Had  some  other  name  been 
given  it  he  thought  it  probably  would  have  led  to  less  abuse, 
especially  at  the  hands  of  those  who  had  not  had  a  thorough 
gynecological  training. 

He  differed  with  Dr.  Emmet  in  his  view  that  indurated  tissue, 
if  not  removed  at  the  time  of  operation,  would  not  be  softened 
or  absorbed.  He  had  seen  such  softening  take  place  in  tissues 
of  board-like  hardness  after  trachelorrhaphy  had  been  performed. 

With  regard  to  silver  wire,  he  had  gone  through  the  experi- 
ence of  most  men  with  various  materials,  and  had  come  to  the 
conclusion  that  for  most  wounds  silver  wire  was  the  best.  It  was 
less  irritating,  held  the  edges  of  the  wound  in  close  apposition, 
and,  he  thought,  offered  conditions  which  were  more  favorable 
for  permanent  union  than  any  other  suture  material  at  com- 
mand. 

Dr.  H.  N.  Yineberg  thought  that  any  one  who  had  seen 
Dr.  Emmet  perform  his  operation  could  not  help  being  lost  in 
admiration  of  his  skill  and  technique.  But  the  very  fact  that 
it  did  require  an   Emmet  to    do  the  operation  was  one  of  its 
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contraindications.  As  the  reader  had  aptly  said,  unless  it  were 
done  properly  one  would  have  more  serious  results  than  had 
existed  before.  He  had  seen  Dr.  Emmet  attack  a  cervix  which 
had  the  appearance  of  having  been  eaten  out  by  a  rat,  leaving  a 
perfectly  conical  cervix  and  straight  canal.  It  was  within  the 
power  of  but  few  to  do  the  operation  in  that  way.  Conse- 
quently it  was  better  for  the  majority  of  men  to  do  perhaps  a 
less  perfect  operation,  but  one  which  they  could  do  well  and 
from  which  they  could  obtain  good  results.  He  referred  to  am- 
putation of  the  cervix.  In  simple  hypertrophy  without  lacera- 
tion Emmet's  operation  was  not  indicated  ;  the  condition  was 
due  to  endocervicitis  or  endometritis,  and  nothing  short  of 
Schroder's  operation  would  answer,  if  any  were  called  for  at 
all  aside  from  curettage. 

Dr.  Yineberg  had  hoped  the  reader  would  call  attention  to 
the  abuses  of  the  operation.  He  had  found  it  usual  in  his 
classes  for  men,  in  making  vaginal  examination,  to  devote  their 
entire  attention  to  the  cervix.  They  would  make  a  pretty  good 
diagnosis  of  the  condition  of  the  cervix,  but  it  seemed  never  to 
strike  them  that  there  were  any  tissues  beyond — that  there  was 
the  body  of  "the  uterus,  the  tubes,  and  the  ovaries.  Recently  he 
had  removed  a  large  pyosalpinx  from  a  woman  who  had  shortly 
before  been  operated  upon  twice  for  laceration  of  the  cervix  in 
a  large  hospital,  the  disease  of  the  tube  having  been  entirely 
overlooked. 

Dr.  W.  T.  Litsk  thought  that  no  operation  ever  devised 
had  contributed  more  to  the  welfare  of  woman  than  the  one 
under  discussion,  and  if  the  wonderful  results  derivable  from  it 
could  be  obtained  only  by  the  masterful  hand  of  Dr.  Emmet 
we  should  feel  it  our  duty  not  to  amputate,  but  to  send  the  pa- 
tients to  Dr.  Emmet.  If  we  were  going  to  do  gynecological 
work  at  all,  let  us  do  it  well  or  send  the  patients  to  somebody 
who  could  do  it  well.  He  felt  very  strongly  in  this  subject. 
The  last  six  months  he  had  witnessed  a  number  of  hysterectomies 
performed  abroad  for  what  was  termed  recurrent  hemorrhage  of 
the  uterus.  They  were  cases  in  which  he  was  absolutely  certain 
the  patients  could  have  been  cured  if  preliminary  treatment 
had  been  followed  by  Emmet's  operation. 

Dr.  Lusk  hesitated  to  criticise  anything  said  on  this  subject 
by  Dr.  Duncan  Emmet,  yet  he  felt  that  a  little  too  much  stress 
had  been  laid  upon  the  matter  of  connective  tissue.  In  very 
many  cases  the  chief  trouble  lay  in  eversion  of  the  torn  surfaces. 
In  that  lay  the  source  of  irritation,  the  cause  of  the  pain  which 
radiated  down  the  leg  on  the  side  of  the  laceration,  the  origin  of 
the  profuse  cervical  catarrh,  of  the  endometritis,  etc.  In  his 
experience,  if  the  torn  borders  were  brought  together  by  an 
operative  procedure  the  woman  was  as  a  rule  relieved  of  her 
symptoms,  even  in  cases  where  there  were  extensive  connective- 
tissue  changes. 
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One  point  which  had  not  been  mentioned,  and  which  he 
thought  had  led  to  a  great  deal  of  the  opposition  to  the  opera- 
tion, was  the  occasional  .secondary  contraction  of  the  os  exter- 
num; the  latter  was  reduced  sometimes  to  a  very  small  size. 
As  a  result  of  retention,  dilatation  of  the  uterus  and  tubes  often 
resulted.  If  we  were  to  tell  the  patient  to  come  back  every 
three  or  four  months  for  a  year  we  could  detect  any  such  con-" 
traction  at  the  outset,  and  if  necessary  dilate,  and  in  that  way 
avoid  subsequent  disturbance.  He  remembered  a  woman  ope- 
rated upon  by  a  prominent  member  of  the  Society,  now  de- 
ceased ;  the  cervix  had  been  repaired  in  a  satisfactory  manner. 
Her  physician  did  not  see  her  subsequently,  and  contraction  fol- 
lowed, by  which  the  os  was  absolutely  obliterated.  When  I  saw 
her  about  a  quart  of  blood  had  accumulated  in  the  uterus.  The 
patient  had  become  insane  from  the  suffering  due  to  the  dis- 
turbance. He  thought  it  well  to  place  such  cases  on  record  as  a 
warning  against  errors  which  tend  to  bring  discredit  upon  the 
operation. 

Dr.  Malcolm  McLean  had  done  the  operation  many  times, 
and  had  no  fault  to  find  with  it  as  he  had  learned  it  from  Dr. 
Emmet.  He  must  say,  with  Dr.  Lusk,  that  he  knew  of  no  ope- 
ration which  contributed  so  much  to  woman's  welfare.  Any 
difficulty  or  discouragement  which  he  had  met  with  had  been 
due  to  his  lack  of  judgment  in  selecting  the  cases.  He  had 
sometimes  attempted  to  do  the  operation  where  now,  after 
greater  experience,  he  knew  he  should  have  amputated.  But 
failures  from  even  such  a  cause  had  been  few. 

Dr.  J.  Duncan  Emmet,  in  closing,  said  that  he  w7as  not  in 
accord  with  Dr.  Waldo  in  his  assertion  that  the  operation  with- 
out silver  wire  was  not  Emmet's  operation.  As  one  of  the 
speakers  had  said,  it  was  the  method  of  denudation  and  of 
bringing  the  parts  together  which  constituted  the  peculiarities 
of  the  operation  and  gave  it  the  name  of  "  Emmet's."  It  was 
true,  however,  that  Dr.  Emmet,  and  the  speaker  also,  believed 
from  experience  that  as  good  results  could  not  be  obtained  from 
the  use  of  any  other  suture  as  from  silver  wire. 

Regarding  Dr.  Currier's  objection  to  the  unnecessary  import- 
ance given  to  the  details  of  the  operation,  he  had  only  given 
them  as  prescribed  by  Dr.  Emmet.  The  operation  had  to  be 
described  in  detail,  and  if  described  it  should  be  done  correctly, 
according  to  the  rules  given  by  the  inventor.  Moreover,  he 
thought  that  observance  of  all  the  details  which  he  had  given 
was  necessary.  It  was  failure  to  observe  them  which  had  prob- 
ably given  rise,  in  many  cases,  to  the  abuses  referred  to  by 
Dr.  Yineberg. 

He  thought  Dr.  Yineberg  had  given  Dr.  Emmet  too  much 
and  other  men  too  little  credit  for  intelligence  in  suggest- 
ing that  the  former  alone  could  do  the  operation  well.  If  a 
man  was  not  able  to  do  it  he  should  learn,  just  as  he  would 
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have  to  learn  any  surgical  procedure.  He  had  not  referred  to 
abuses  of  the  operation,  because  his  paper  was  already  rather 
long. 

He  had  been  pleased  with  Dr.  Lusk's  criticism  of  those  who 
resorted  to  hysterectomy  where  "Emmet's  operation  "  was  alone 
indicated.  He  had  met  with  a  number  of  such  mistakes  him- 
self. He  could  not.  however,  agree  with  Dr.  Lusk  in  regard  to 
the  leaving  of  any  diseased  tissue.  He  had  himself  seen  curet- 
tage so  far  improve  the  condition  of  some  patients  with  patho- 
logical laceration  of  the  cervix  that  they  felt  themselves  well  ; 
but  they  were  not  cared,  and  the  symptoms  returned  after  a 
time.  Many  interesting  cases  might  be  related  where  the  os 
had  been  made  too  small,  and  they  served  as  a  warning  to  leave 
a  larger  opening,  but  he  had  never  seen  a  case  in  Dr.  Emmet's 
practice  nor  in  his  own  where  symptoms  had  arisen  from  too 
great  subsequent  contraction. 

Official  Transactions.  Arthur  M.  Jacobus, 

Recording  Secretary. 
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Meeting  of  January  18th,  1895. 
The  President,  Franklin  H.  Martin,  M.D.,  in  the  Chair. 
Exhibition  of  specimen  of 

MESENTERIUM    COMMUNE 

by  Dr.  Byron  Robinson.  Death  due  to  kidney  disease.  Age, 
45  ;  sex,  male.  The  omentum  was  located  to  left  of  median 
line,  not  visible.  It  was  fixed  as  usual  to  the  splenic  flexure, 
but  extended  along  the  right  two-thirds  of  the  transverse  and 
ascending  colon.  The  part  that  should  be  below  the  colon  was 
above  it  and  adherent  to  the  upper  transverse  mesocolon.  The 
old  adhesions  held  the  omentum  to  the  left  side  of  the  com- 
mon mesentery.  The  relation  of  the  great  omentum  and  spleen 
and  colon  at  the  splenic  flexure  was  normal.  The  omentum 
could  be  made  to  touch  the  heart  and  middle  third  of  the  thigh. 
The  cecum  lay  under  the  liver ;  one  and  one-half  inches  thick 
by  three  inches  wide;  symmetrical;  covered  by  peritoneum; 
ileum  entered  it  from  behind  ;  mesentery  seven  inches  long; 
no  gut  lay  on  the  psoas  and  there  had  been  no  inflammation. 
The  cecum  was  not  covered  by  omentum.  Ascending  colon  six 
inches  long,  but  was  merged  into  the  transverse  colon.     Appen- 
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dix  three  inches  long;  pointed  toward  spine;  had  full  mesen- 
tery ;  lay  just  below  liver  ;  no  adhesions.  Transverse  colon 
sixteen  inches  long;  turned  down,  parallel  and  close  to  the  de- 
scending colon  down  to  the  pelvic  brim,  then  it  turned  up  as 
ascending  colon  does.  Descending  colon  eight  inches  long  ;  no 
mesentery.  Sigmoid  twenty -eight  inches  long  ;  many  dense 
adhesions  over  psoas  and  in  mesosigmoid  ;  intersigmoid  fossa 
present  and  would  admit  index  linger.  Small  intestines  eight- 
een and  one-half  feet  long;  mesentery  eight  inches  long.  The 
whole  digestive  tract  had  a  common  mesentery,  one-fourth  on 
the  right  side.  Fossa  duodeno-jejimalis  looked  to  right  and 
downward  and  admitted  tips  of  two  fingers.  Stomach  lay  to 
left  of  median  line  and  was  vertical.  Pylorus  lay  two  inches 
to  left  of  median  line.  Duodenum  had  full  mesentery ;  it  had 
no  artery  or  vein  in  front  of  it,  and  held  head  of  pancreas  in 
its  mesentery.  Mesentery  eight  inches,  longest  about  cecum; 
would  herniate.  Length  of  mesentery  :  ascending  colon,  seven 
inches ;  sigmoid,  three  inches.  Spleen,  perisplenitis.  Adhe- 
sions were  present  in  the  following  regions  :  gall  bladder,  splenic 
flexure,  sigmoid  flexure,  omentum,  neck  of  bowel  loop. 

By  the  courtesy  of  Dr.  Louis  J.  Mitchell  I  made  the  post- 
mortem examination. 

In  developing,  the  great  bowel  loop  never  rotated.  A  large 
band  of  old  cicatricial  adhesions  which  arrested  the  intestinal  ro- 
tation was  observed.  The  peritonitis  was  old,  and  wide,  dense 
adhesions  existed.  There  was  a  partial  volvulus  present  which 
evidently  had  existed  for  a  long  time.  The  splenic  flexure  was 
as  high  as  normal.  As  the  transverse  colon  lengthened  in  devel- 
oping it  passed  to  the  pelvic  brim,  where  some  unknown  force 
directed  the  part  that  should  have  become  the  ascending  colon 
to  the  right.     The  dangers  in  such  a  case  are  : 

(a)  Volvulus,  which  did  exist  in  this  case. 

(b)  Hernia  of  the  elongated  mesentery. 

(c)  Rupture  of  the  appendix,  which  could  lie  in  the  small  in- 
testines, causing  fatal  peritonitis. 

(d)  Difficulty  in  locating  the  appendix  in  case  of  appendi- 
citis. 

From  the  splenic  flexure  to  the  pelvic  brim  the  transverse  and 
descending  colons  were  bound  close  together  by  membrane 
which  showed  old  peritonitic  adhesions.  The  transverse  and  de- 
scending colons  lay  parallel  to  each  other  and  almost  in  contact 
to  the  middle  of  the  sigmoid,  which  was  twenty-eight  inches 
long.  Six  inches  of  the  colon  which  should  have  become  the 
ascending  colon  turned  upward,  forming  an  acute  angle,  until  it 
reached  the  lower  surface  of  the  liver.  Appendicitis  in  this  case 
would  be  confounded  with  inflammation  around  the  gall  blad- 
der. The  head  of  the  pancreas  was  in  the  duodenal  concavity 
and  mesentery  as  usual,  but  the  superior  mesenteric  artery  and 
vein  did  not  pass  in  front  of  the  transverse  portion  of  the  duo- 
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denum.  There  was  not  so  much  serous  surface  on  the  right 
face  of  the  mesoduodenum  as  there  was  on  its  left  face.  The 
serous  surface  of  the  right  face  had  disappeared  by  coalescence 
or  displacement.  The  arrest  of  development  in  this  case  ap- 
peared very  early,  perhaps  before  the  end  of  the  second  month 
of  gestation.  The  anomaly  was  caused  by  peritonitis  arresting 
the  rotation  of  thegreat  intestinal  loop.  The  fossa  et  plica  duo- 
deno-jejunalis  were  present.  Peritonitis  had  caused  adhesion  of 
the  right  and  lower  border  of  the  omentum  to  the  transverse 
and  descending  colons. 

Dr.  T.  J.  Watkins. — This  specimen  is  a 

LEFT   TDBAL   PREGNANCY 

at  about  the  fourth  month  of  gestation.  It  consists  of  the  ute- 
rus and  adnexa.  Attached  to  the  left  tube  is  a  large  mass  of 
placental  tissue.  The  decidual  membrane  is  intact.  The  rea- 
sons for  the  removal  of  the  uterus  were  : 

1.  The  extensive  involvement  of  the  uterine  wall. 

2.  Inflammation  and  adhesions  of  the  right  tube  and  ovary, 
which  necessitated  their  removal. 

3.  The  increased  size  of  the  uterus  and  the  uncertainty  as  to 
its  contents. 

The  rupture  of  the  tube  probably  occurred  about  the  eighth 
week,  but  hemorrhage  was  limited  by  general  adhesions  of  the 
omentum  around  the  gestation  sac.  The  fetus  shows  a  develop- 
ment of  about  ten  weeks.  The  patient  made  a  rapid  and  uninter- 
rupted recovery. 

Dr.  Henry  T.  Byford. — This  is  a  specimen  of 

tubal  mole. 

Impregnation  occurred  in  the  abdominal  end  of  the  tube  near 
the  centre.  There  are  one  or  two  interesting  points  about  this 
case.  First,  the  symptoms  were  exactly  the  same  as  those  of 
extrauterine  pregnancy  with  rupture  at  eight  and  a  half  weeks. 
Two  weeks  before  the  last  attack  the  patient  had  sharp  pains 
in  the  abdomen,  and  finally,  while  leaning  over  a  wash  bowl,  was 
taken  with  a  severe  pain  in  the  side.  It  was  nearly  two  hours 
before  a  doctor  could  be  obtained,  and  the  patient  was  then 
pulseless.  I  saw  her  about  eleven  hours  later;  the  pulse  was 
140  to  1G0  under  the  influence  of  stimulants. 

Upon  opening  the  abdomen,  January  2d,  I  found  at  least  two 
quarts  of  what  appeared  to  be  venous  blood  in  the  abdomen. 
There  were  a  few  small,  firm  clots,  which  I  supposed  had  been 
formed  previously.  The  blood  was  sponged  and  douched  out 
and  the  abdomen  closed  without  drainage.  The  case  is  still 
under  observation  and  will  be  reported  at  a  subsequent  meeting. 
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The  next  specimen  is  a 

UTERUS,   FOUR   AND    A    HALF    INCHES    LONG,   REMOVED    BY 
ENUCLEATION    FOR    PROLAPSE. 

I  merely  wish  to  exhibit  it  and  state  the  ease  of  the  enucle- 
ation. I  worked  up  from  the  cervix  to  the  fundus,  keeping 
close  to  the  edge  of  the  uterus,  and  cut  one  side  off  completely, 
even  severing  the  Fallopian  tube  without  using  a  ligature,  and 
worked  up  the  other  side  in  the  same  way.  Two  vessels  running 
into  the  left  uterine  horn  bled  slightly  and  required  catgut 
sutures.  The  operation  is  easily  done,  and  is  an  ideal  operation 
in  non-malignant  cases  without  any  abnormal  vascularity  of  the 
tissues. 

The  next  specimen, 

DISEASED   OVARIES    AND    TUBES, 

is  from  a  patient  who  was  infected  with  gonorrhea.  She  had 
attacks  of  peritonitis  a  year  ago  and  three  months  ago.  There 
were  very  extensive  ovarian  adhesions  on  both  sides,  but  one 
would  hardly  have  thought  from  the  gross  appearance  of  the 
tubes  that  they  were  diseased. 
I  have  here  a  set  of 

UTERINE   DILATORS 

designed  for  the  purpose  of  keeping  the  cervix  moderately 
dilated,  and  thus  maintaining  uterine  drainage  in  cases  of  en- 
dometritis with  imperfectly  developed  or  contracted  cervices. 
They  are  stiff  in  the  centre,  but  will  bend  quite  easily  on  the 
end.  They  can  be  used  in  a  retroverted  or  an  anteverted  uterus. 
In  my  office  practice  I  use  the  two  smaller  sizes,  and  the  larger 
ones  after  curettage  to  keep  a  poorly  developed  cervix  dilated 
until  the  tendency  to  contraction  passes  off.  It  is  passed  through 
the  internal  os  twice  a  week,  and  later  once  a  week,  until  the 
dilatation  has  been  maintained  for  three  or  four  months. 

Dr.  Byron  Robinson. — Dr.  By  ford's  specimen  is  of  interest 
to  me  because  of  the  simple  method  he  employs  for  enucleation 
of  the  uterus.  This  operation  was  done  long  ago  in  Germany,  but 
the  hemorrhage  was  so  severe  that  it  was  abandoned.  I  think 
Dr.  Byford's  specimen  is  not  a  fair  test  of  the  operation,  because 
there  was  prolapse  outside  of  the  vagina,  which  would  elongate 
the  arteries  and  of  course  make  it  easier  to  get  at  the  uterus 
and  into  its  substance.  I  saw  Dr.  Pratt  do  this  operation  about 
a  year  ago ;  his  method  was  to  take  scissors  that  curved  toward 
the  uterus  and  clip  into  the  substance,  and  the  same  way  with 
the  tubes.  A  tremendous  impetus  has  just  now  been  given  in 
New  York  and  other  places  to  removal  of  the  uterus;  if  we 
can  do  these  operations  through  the  vagina  it  is  better  for  the 
patient,  as  the  recovery  is  more  rapid  than  after  abdominal  hys- 
terectomy.    Disturbances  arise  in  two  ways,  from  infected  liga- 
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tares  and  hernia.  Dr.  B.yford  is  the  first  one  to  report  to  this 
Society  the  taking  out  of  the  uterus  without  a  liJtu  e  and  I 
think  this  is  a  good  plan,  because  operations  tbrooS  the  Vagina 
-wiin>eerdn0  ^  '^  leSS  aTteUr  ^^ery-that  if,  bad  sur?  " 
newera^of  p^" ."**  ^^  °f  the  *<™  ™&"  I 

ODemtio^  llkft0  "f  thG  records  as  t0  ™S™<*  hernia  after  these 
^Zn^:rgmal   h^<*™y  a  Xear  ago   and 

W*'  Bt7-OED'~ This  °Peration  is  only  recommended  for  pro- 
wasnartlvTnT  T  "^  f  mpIfte1^  ProlaPsed>  but  the  cervix 
deal  of  on  1p  fff  ""*  Partl}"  °Utside'  and  *ave  her  a  ^at 
moved  in' [hat wa"  '"""*  *  CaDCer°US  UterUS  W°uld  DOt  be  re- 
main ^r^0™^"!1  T^  like  t0  SPeak  of  the  in^m- 
He    av   ^;  R^»f»  Referred  to  in  relation  to  his  specimen. 

S  £%  e$Ut  faile,d  t0  make  a  certain  movement,  on  account 
of  intiammation  at  the  eighth  week  after  conception.     I  do  no 

e  m    !kenratthf  *  T  dUG  .toainfla^ation.     It  does  no 
seem  likely  that  it  was  due  to  inflammation  ;  there  are  other 

t^wonlTr8'  ^^  ,thT  "  B°  reaS011  t0  thint  that  S- 
tion  Mould  occur  under  these  circumstances. 

rnd^w  f  KL^--Many  surgeons,  I  believe,  place  a  suture  so  as 
to  diaw  together  the  top  of  the  vagina,  which  usually  decreases 
he  vaginal  opening.     I  have  seen  this  practised  many  times  aid 
have  never  seen  vaginal  hernia  follow  hysterectomy/ 
■Dr.  J.  T.  Binkley,  Jr.,  read  a  paper  on 

ABDOMINAL    HYSTERECTOMY    WITH    ENUCLEATION    OF   THE    APPEN- 
DAGES   IN    SEPTIC   PELVIC    DISEASE.1 

Dr.  Fernand  Henrotin  read  a  paper  on 

VAGINAL    HYSTERECTOMY    FOR    SEPTIC    PELVIC   DISEASE.5 

worth  n^1nT  TT'  BYTD--This  comparison  of  statistics  is 
W  if  *1D£'beAcause  the  operations  are  performed  in  different 
tl  e  onir8.  T*  Wh(?  lmdei'sta»^  how  to  operate  chooses 
ri>l7aTl  wVaCC0/ding',t0  i  ie,CaSe-  AU  0f  these  operations  are 
erf  setl^caTef '  "*  '"  ^  be  d°"e'  but  °^  *  ^' 
There  are  cases  of  bilateral  disease  of  the  ovaries  in  which  the 
i?n  vlnvl  D+i  Senoils1^  atfected-  I  exhibited  specimens  to-night 
nearh  rL        TT  WCTe  "^  affected>  b^  tbe   tubes  had 

braneJhnt    red;  ^  WR§  STe  diseaSe  of  the  maco™  mem- 
brane, but  it  was  not  severe.     In  like  manner  some  uteri  that 

have  recovered,  or  are  recovering,  or  can   be  made  to  recover 

™™  w  be/emTd-     The  Uterus  certaillI>'  should  not  be  re 
fntnrP      Tl       '*  °*  cancer  °Y  SOme  ^trouble  in   the  remote 
tuture.     Ihis  would  be  more  absurd  than  to  take  out  the  vermi- 

1  See  original  article,  p.  500.  ■  See  original  article,  p.  496. 
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form  appendix  every  time  the  abdomen  is  opened.  In  some 
rases  the  appendages  are  adherent  to  the  uterus,  and  the  interior 
is  so  extensively  infected  that  the  diseased  tissue  cannot  be  re- 
moved by  the  curette  or  otherwise  cured.  In  such  cases  it  is 
better  to  take  out  the  uterus.  In  another  class  of  cases  the  pel- 
vic tissues  are  all  matted  together,  and  we  cannot  remove  the 
disorganized  appendages  from  above  with  safety  or  satisfaction. 
In  these  cases  the  plan  advocated  by  Dr.  Henrotin — viz.,  vagi- 
nal hysterectomy — should  be  adopted,  with  removal  of  the  lower 
walls  or  bottom  of  the  suppurating  cavities. 

In  most  cases  in  which  abdominal  or  vaginal  section  can  be 
done  the  vaginal  operation  is  safer  for  removing  the  appendages. 
They  should  be  removed  through  the  vagina  when  they  are  low 
down.  I  have  operated  this  way  titty  times,  removing  the  ap- 
pendages in  all  but  two  or  three  cases  which  did  not  demand  it, 
and  all  the  patients  recovered.  A  large  proportion  of  these 
were  pus  cases. 

Vaginal  hysterectomy  is  safer  than  abdominal  hysterectomy 
for  the  removal  of  small  uteri  affected  with  malignant  or  suppu- 
rative disease.  In  forty-seven  cases  of  this  kind  I  have  had  but 
two  deaths.  This  makes  a  series  of  ninety-seven  vaginal  sec- 
tions, in  over  two-thirds  of  which  pus  or  malignant  tissue  was 
removed,  with  two  deaths,  or  a  mortality  of  2.06  per  cent.  As 
this  includes  all  of  my  early  cases,  it  proves  to  me  that  vaginal 
section,  notwithstanding  all  the  difficulties  connected  with  re- 
stricted space  and  field  of  vision,  is  not  only  safer  but  much 
easier  to  learn  than  abdominal  section. 

Dr.  Karl  Sandberg. — I  have  not  felt  the  necessity  of  doing 
hysterectomy  for  tubal  or  ovarian  abscesses.  The  dangers  I 
have  experienced  in  operating  on  diseased  appendages  have  gen- 
erally been  from  hemorrhage,  either  during  the  operation  before 
putting  on  the  final  ligature,  or  after  the  operation.  There  is  not 
great  danger  of  septic  infection  of  the  peritoneum  from  the  dif- 
ferent abscess  cavities.  I  have  operated  on  patients  with  six  or 
seven  different  abscess  cavities  with  good  results.  One  of  my 
last  operations  was  upon  a  woman  who  had  had  an  abscess  opened 
through  a  median  abdominal  incision,  fistula  remaining.  When 
she  came  under  my  care  a  fistula  existed,  accompanied  by  high 
temperature.  The  fistulous  tract  was  dissected  out  and  the  ab- 
domen opened.  An  abscess  existed  in  both  ovaries,  in  both  Fal- 
lopian tubes,  between  the  uterus  and  bladder,  in  the  cul-de-sac 
of  Douglas,  and  adjacent  to  the  right  uterine  appendages.  The 
patient  made  a  good  recovery.  I  have  had  many  similar  cases. 
I  have  always  attributed  my  fatal  results  to  hemorrhage  rather 
than  to  infection.  Endometritis  should  not  alone  indicate  remo- 
val of  the  uterus.  If  this  were  true,  proper  treatment  would  be 
to  make  vaginal  hysterectomy  before  the  appendages  became 
diseased.  If  time  shall  prove  that  hysterectomy  gives  better 
results  than  enucleation  it  ought  to  be  adopted. 
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Dr.  T.  J.  Watktns. — The  ultimate  results  of  enucleation  of 
the  uterine  appendage  for  pelvic  suppuration  have  undoubtedly 
been  unsatisfactory  in  many  cases.  The  unfavorable  results, 
however,  have  been  due,  in  my  opinion,  to  faulty  operation 
rather  than  to  the  method  of  treatment.  The  common  errors 
are  : 

1.  The  incomplete  removal  of  the  diseased  tissue. 

2.  The  use  of  nonabsorbable  ligatures  in  infected  tissue. 

3.  The  inclusion  of  too  much  tissue  by  the  ligatures. 

4.  Leaving  extensive  raw  surfaces  which  cause  adhesions. 

5.  Inefficient  drainage. 

The  removal  of  a  healthy  uterus  seems  to  me  to  be  unneces- 
sary mutilation.  "When,  however,  the  uterus  is  enlarged,  dis- 
placed, adherent,  or  infected,  it  should  be  removed  with  the  ap- 
pendages. When  possible  a  portion  of  the  cervix  should  be 
allowed  to  remain,  so  as  to  leave  a  stronger  pelvic  floor. 

Menstruation  following  removal  of  the  uterine  adnexa  is  not 
always  an  unfavorable  symptom.  I  have  observed  about  twelve 
cases  in  which  menstruation  continued,  in  which  neuroses  were 
practically  absent,  and  in  which  the  morbid  dread  of  being  un- 
sexed  was  not  present. 

I  would  like  to  ask  Dr.  Henrotin  what  success  he  has  had 
with  vaginal  hysterectomy  in  cases  complicated  with  extensive 
intestinal  adhesions. 

I  firmly  believe  in  exploratory  vaginal  incision. 

Dk.  G.  William  Reynolds. — To  perform  any  operation  in- 
telligently it  is  necessary  to  understand  the  pathology  of  the  dis- 
ease. Pathology  is  the  only  safe  guide  in  directing  the  proper 
and  safest  surgical  procedure.  This  recognized  rule  is  beauti- 
fully illustrated  in  pyosalpinx,  and  by  this  means  I  wish  to 
prove  the  fallacy  of  removing  the  uterus  for  the  cure  of  pyosal- 
pinx. It  has  been  proven  that  the  gonococcus  of  Xeisser  is  the 
great  factor  in  the  production  of  pyosalpinx.  This  germ  does 
not  extend  beyond  the  most  superficial  of  the  subepithelial 
layers.  By  the  thro  wing-off  of  the  cylindrical  epithelium  dur- 
ing the  inflammatory  processes  the  cocci  are  permanently  elimi- 
nated and  the  parts  replaced  by  permanent  epithelium  which 
resists  the  further  invasion  of  the  cocci.  The  condition  is  dif- 
ferent in  post-puerperal  infection,  where  we  are  dealing  with 
the  streptococcus  pyogenes,  which  extends  beyond  the  mucosa 
into  the  lymphatic  channels ;  or  in  mixed  infection,  where 
the  lymphatics  and  cellular  tissue  are  involved  ;  in  such  cases 
hysterectomy  would  be  permissible.  I  consider  the  vaginal 
method,  as  illustrated  by  Dr.  Henrotin,  as  the  safest  and  best 
operation. 

Dr.  F.  H.  Martin. — I  am  very  much  interested  in  these  sub- 
jects. I  have  never  removed  the  uterus  for  suppurative  disease 
alone.  The  discussion  of  these  subjects  in  the  American  Gyneco- 
logical Society  last  year  has  caused  me  to  change  my  treatment 
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of  pyosalpinx.  I  do  not  believe  Dr.  Baldy  proved  his  proposi- 
tions. Because  the  cases  lie  reported  developed  very  few  neu- 
rotic symptoms  following  the  removal  of  the  uterus,  it  does  not 
prove  by  any  means  that  hysterectomy  is  a  better  operation 
than  enucleation.  Many  of  us  have  operated  upon  a  series  of 
probably  twenty  cases  for  pyosalpinx,  in  a  careful  way,  without 
tearing,  with  thorough  removal  of  the  abscess  walls,  including 
the  entire  tube,  and  have  obtained  a  perfect  cure  after  each  ope- 
ration. It  is  only  one  in  twenty  or  thirty  or  forty  of  these 
cases  which  subsequently  troubles  us  because  of  a  fistula,  neuro- 
sis, strangulation  of  the  bowel,  or  some  other  symptom.  I  be- 
lieve where  thorough  enucleation  has  been  done  in  the  removal 
of  the  tubes  the  operation  has  been  almost  uniformly  successful. 
By  thorough  enucleation  of  the  tubes  after  thorough  curettage 
of  the  uterus,  we  get  about  all  the  infection  out  of  the  pelvis 
that  it  is  possible  to  remove,  except  in  puerperal  cases.  Thor- 
ough curettement  is  done  by  placing  the  patient  in  the  proper 
position  at  the  foot  of  the  table,  by  dilating  the  uterus  after  the 
vagina  has  been  properly  prepared,  and  by  doing  the  most  thor- 
ough curettage  possible,  deep  into  the  horns  of  the  uterus,  using 
all  the  force  necessary  to  accomplish  the  desired  result.  If  by 
chance  in  the  manipulation  the  appendages  are  injured,  no  harm 
results  as  immediate  laparatomy  is  done.  I  have  done  thorough 
curettement  for  five  or  six  months  in  almost  every  case,  even 
where  there  were  few  symptoms  of  endometritis.  After  curet- 
ting, the  uterine  cavityis  irrigated  with  a  solution  of  bichloride 
of  mercury,  followed  by  sterilized  water.  A  loose  packing  of 
gauze  is  placed  in  the  uterus  for  drainage.  The  abdomen  is 
then  opened  and  the  appendages  enucleated.  The  curettement 
increases  the  shock  very  little.  I  have  among  my  patients 
probably  a  dozen  old  hemorrhagic  cases  where  the  appendages 
have  been  removed  for  pyosalpinx. 

I  cannot  agree  with  Dr.  Watkins  that  less  neuroses  occur  in 
the  hemorrhagic  cases.  In  a  paper  read  at  San  Francisco  be- 
fore the  American  Medical  Association  I  advocated,  in  removing 
the  appendages  for  fibroids,  deep  ligation  into  the  broad  liga- 
ment, so  as  to  not  only  remove  the  tube  and  ovary,  but  to  include 
the  main  channel  of  the  ovarian  artery.  To  ligate  the  tube  near 
the  uterus,  to  lift  the  ovary  out  of  its  bed,  and  to  ligate  the 
pedicle  without  including  the  main  channel  of  the  ovarian  artery 
at  all,  is  readily  done.  In  these  cases,  if  there  is  anything  in  an 
uninterrupted  blood  supply  as  the  cause  of  subsequent  hemor- 
rhage after  removal  of  the  appendages,  it  seems  to  me  a  good 
plan  to  ligate  deeply  enough  to  insure  the  inclusion  of  the  main 
channel  of  the  ovarian  arteries. 

Dr.  Byford. — I  have  seen  several  cases  of  oophorectomy  in 
which  the  patients  had  trouble  afterward,  but  in  nearly  every 
case  I  have  been  able  to  demonstrate  that  there  was  some  defect 
in  the  operation.     There  was  almost  always  something  wrong 


CHICAGO    GYNECOLOGICAL    SOCIETY. 


561 


about  the  stump,  which   kept  up  the  uterine  hemorrhage  and 
other  symptoms. 

With  regard  to  the  ligation  of  the  uterine  vessels  for  the 
hemorrhage,  it  is  not  the  obliteration  of  vessels  that  is  called  for; 
it  is  the  removal  of  diseased  tissues  that  cause  the  trouble,  not 
those  that  result  from  the  cause.  Neuroses  come  when  the 
uterus  is  removed  as  well  as  when  it  is  not.  1  opened  the  ab- 
domen of  one  patient  twice,  and  each  time  she  complained  of  the 
parts  that  were  left.  Finally  I  operated  again  and  told  her  that 
1  had  taken  everything  away.  She  did  not  complain  afterward, 
although  1  had  not  removed  the  uterus. 

Dr.  Binrley,  in  closing  the  discussion,  said  :  I  am  glad  to 
know  that  you  all  approve  of  the  position  taken  by  me  in  my 
paper.  I  said  distinctly  that  hysterectomy  was  indicated  in 
•cases  where  the  uterus  was  the  centre  of  infection.  I  have  no 
criticism  to  make  upon  Dr.  Ilenrotin's  admirable  paper.  This 
subject  was  ready  made  and  I  was  requested  to  write  upon  it. 
It  was  not  my  purpose  to  come  before  this  Society  at  the  end  of 
four  or  five  months  to  report  on  this  operation  before  I  had 
observed  the  result  for  some  time,  and  to  make  great  claim  for 
it.  Dr.  By  ford  says  if  there  was  no  uterine  disease  he  would 
not  do  hysterectomy.  Then  I  would  like  to  know  why  he  would 
iave  a  patient  come  back  to  have  the  uterus  treated  after  the 
appendages  have  been  removed.  I  am  surprised  that  so  many 
of  these  gentlemen  have  such  wonderful  results.  I  regret  that 
my  experience  does  not  coincide  with  theirs.  In  two  cases  where 
I  removed  abscesses  a  week  ago  both  patients  have  made  good 
recoveries  up  to  date.  In  the  last  case  the  operation  could  not 
possibly  have  been  done  through  the  vagina,  because  the  abscess 
was  above  the  crest  of  the  ilium,  the  uterus  was  attached  firmly 
to  the  rectum,  and  the  abscess  had  to  be  separated  from  the 
intestine.  In  another  case,  on  one  side  the  appendix  had  grown 
to  the  broad  ligament,  and  the  rectum  to  the  uterus;  on  the 
other  side  the  small  intestine  had  grown  to  the  broad  ligament  in 
front.     1  could  not  have  done  that  operation  through  the  vagina. 

I  do  not  know  how  Dr.  Sandberg  can  ligate  the  vessels  until 
he  gets  to  them  by  first  enucleating  and  lifting  up  the  mass.  He 
also  speaks  of  ligating  the  uterine  arteries  first.  I  suppose  he 
would  do  the  operation  through  the  vagina  first,  then  go  into 
the  abdomen.  These  operations  can  be  performed  with  the  in- 
testines out  of  the  way ;  after  the  adhesions  are  once  loosened 
they  can  be  put  above  and  protected  by  gauze  or  sponges.  It  "is 
well  known  that  shock  is  limited  if  the  intestines  are  not  handled. 
In  enucleating  these  abscesses  through  the  abdomen  you  can  see 
the  surface  that  you  tear  the  abscess  sac  from,  and  bleeding 
points  may  be  taken  care  of,  which  cannot  be  done  by  the  other 
method.  Dr.  Henrotin  prophesies  that  in  ten  years  we  will  not 
wait.  I  hope  they  will  be  detected  early  enough,  so  that  wTe  may 
not  have  to  operate.  Now  we  do  not  see  the  patient  until  we  have 
36 
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to  make  an  enucleation,  and  then  we  cannot  get  the  patient  back 
for  curettement  and  treatment.  She  has  had  an  operation,  it 
has  been  a  great  sacrifice  of  expense  and  time,  and  she  will  not 
come  back  for  a  long  course  of  treatment.  It  was  certainly  the 
consensus  of  opinion  at  the  discussion  in  Washington  that  this 
method  was  the  proper  one ;  every  one  who  spoke  upon  it 
favored  it  in  selected  cases,  and  these  are  the  only  cases  in  which 
I  recommend  it. 

Dr.  Watkins  says  he  dissects  out  the  tube,  and  thinks  it  is  one 
of  the  things  that  should  be  considered  in  the  technique  ;  he  also 
says  that  drainage  is  the  cause  of  more  sinuses  than  anything  else, 
which  is  conceded  by  everybody.  Now,  the  dissection  suggested 
by  Dr.  "Watkins  will  occasion  considerable  oozing  from  the  horn 
of  the  uterus,  which  may  necessitate  drainage;  or  if  the  hemor- 
rhage be  entirely  arrested  by  deep  sutures,  the  sutures  will  have 
been  planted  in  septic  soil.  We  may  expect  a  sinus  in  either 
event.  In  cases  such  as  we  have  under  discussion  his  method 
is  not  to  be  recommended. 

Db.  Henkotin. — Dr.  Byford  has  told  us  how  patients  come 
back  and  have  to  be  curetted ;  Dr.  Martin  has  had  twelve  old 
patients  who  are  writing  to  him,  and  they  are  the  worst  cases  in 
his  practice.  If  twelve  patients  are  writing  to  Dr.  Martin  there 
are  probably  twenty-five  patients  writing  to  other  doctors  and 
probably  fifty  at  home  tired  of  doctors.  This  is  the  reason  that 
physicians  are  seeking  better  methods.  After  taking  away  the 
appendages  the  patients  constantly  come  back.  The  reason  why 
so  many  operators  are  now  adopting  this  method  of  removing 
the  uterus  is  that  they  get  more  satisfactory  results.  If  there  is- 
no  more  danger  in  taking  away  the  uterus,  why  should  it  not  be 
taken  away  and  a  perfectly  clean  pelvic  floor  left  ?  The  uterus- 
is  useless  after  the  ovaries  are  removed. 

Dr.  Binkley. — In  an  operation  some  two  weeks  ago  at  the 
Chicago  Hospital  I  thought  I  would  do  a  preliminary  curette- 
ment. I  had  no  reason  to  believe  that  the  woman  had  any  de- 
generation of  the  endometrium  at  all ;  the  cervix  did  not  present 
any  of  the  usual  signs.  I  had  the  vagina  prepared  for  the 
curettement ;  when  the  speculum  was  put  in  it  looked  perfectly 
clean  and  healthy,  but  I  never  saw  more  material  come  from  a 
uterus  than  came  from  that  one.  After  thoroughly  cleaning  it 
out  and  packing  it  I  removed  two  large  tubes  filled  with  water — 
hydrosalpinx.     You  cannot  always  tell  what  is  in  the  uterus. 


Meeting  of  February  22d,  1895. 

The  President,  Franklin  H.  Martin,  M.D.,  in  the  Chair. 

Dr.  Byron  Robinson. — This  specimen  is  a 

uterine  myoma. 

The  patient  had  been  ill  seven  years,  and  was  treated  all  that 
time  by  neurologists.     The  pelvis  was  not  examined  until  the 
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neurologist  was  informed  that  his  bills  would  not  be  paid  unless 
he  allowed  an  examination,  which  revealed  this  tumor  I  re- 
moved the  appendages  and  tied  the  uterine  artery  at  the  cervix 
uteri.  The  patient  did  well  until  four  days  after  the  opera- 
tion when  suddenly  she  began  to  lose  strength,  and  died  ten  or 
twelve  hours  later  with  but  few  symptoms.  Dr.  Van  Hoosen 
with  some  difficulty  secured  an  autopsy.  It  was  found  that  the 
tumor  had  shrunk  about  one-half,  but  there  was  a  little  kink  in 
the  bowel  with  a  band  around  it,  which  did  not  seem  to  be  suffi- 
cient to  obstruct  the  bowel. 


Cystoma  of  vesicovaginal  septum  originating  from  alWolfflan^est. 


Dr.  Nicholas  Senn.— I  desire  to  present  two  patholoo-icaT 
specimens  for  your  inspection,  representing  two  different  varie- 
ties of  tumors  removed  from  the  vaginal  septa. 

YAGINAL   CYSTOMA. 

The  first  specimen  is  a  true  cystoma  which  originated 'from  a 

Wolffian  nest  buried  midway  between  the  mucous  membrane  of 

,  tne  bladder  and  the  vagina,  consequently  a  tumor  from  the 

vesico-vaginal  septum.     The  patient  is  49  years  of  age,  a  multi- 
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para,  married  at  the  age  of  25.  Soon  after  marriage  she  dis- 
covered a  small  swelling,  which  gradually  increased  in  size,  on 
the  vaginal  side  opposite  the  bladder.  It  gave  rise  to  no  con- 
siderable inconvenience  until  two  or  three  years  ago,  when  it  in- 
creased rapidly  in  size.  When  I  first  examined  the  patient, 
about  a  week  ago,  the  tumor  prolapsed  from  the  vaginal  inlet 
and  had  the  appearance  of  an  aggravated  form  of  cystocele.  I 
excluded  cystocele  by  inserting  into  the  bladder  a  catheter,  with 
negative  results,  and  ascertained  the  exact  location  of  the  bladder 
by  the  use  of  the  same  instrument;  then  by  making  Hrm  pres- 
sure upon  the  tumor,  being  unable  to  reduce  it  in  size,  satisfied 
myself  that,  as  it  had  no  connection  with  the  bladder  proper, 
it  was  a  tumor  of  the  vesico-vaginal  septum.  The  tumor  was 
sessile,  located  about  half-way  between  the  anterior  lip  of  the 
uterus  and  the  meatus  urinarius,  and  its  surface  was  covered 
with  hypertrophied  mucous  membrane.     The  symptoms  of  which 
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the  patient  complained  were  a  sense  of  weight  and   pain  in   the 
region  of  the  bladder,  but  without  special  vesical  distress. 

The  tumor  wis  reriDved  by  circumscribing  it  with  two  ellip- 
tical incisions  through  the  mucous  membrane  and  carefully  dis 
seating  down  upon  the  cyst  wall  which  was  very  closely  attached 
to  the  surrounding  tissue  in  CDU?e|aence  of  prolonged  irritation 
and  perhaps  inflammation  betweeu  the  cyst  wall  and  the  sur- 
rounding tissues.  After  a  tedious  dissection  I  succeeded  in 
removing  the  tumor  in  toto.  It  contained  two  ounces  of  cho- 
colate-colored fluid,  which  under  the  microscope  shows  a  few 
epithelial  cells  and  cholesterin  and  fat  crystals.  A  section  of 
the  wall  of  the  cyst  proved  the  tumor  to  be  a  true  cyst. from  a 
Wolffian  nest.  Urider*the  microscope  the  section  presents  on 
the  mucous  side  of  the  cyst  a  row  of  columnar  epithelial  cells 
superficially,  and  under  it  a  number  of  layers  of  immature  round 
epithelial  cells  attached  to  a  basement  membrane,  and  outside 
of  that  connective  tissue  and  muscular  fibres.     The  case  is  a  very 
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rare  one,  and  I  am  sure  that  few  members  of  the  Society  have 
seen  a  cyst  of  the  same  character  in  the  same  locality. 

SPINDLE-CELLED  SARCOMA    FROM    RECTO-VAGINAL  SEPTUM. 

The  next  specimen  is  a  small  spindle-celled  sarcoma  removed 
from  the  recto- vaginal  septum.  The  patient  was  82  years  of 
age.  The  growth  was  first  discovered  three  months  ago,  when 
the  patient  complained  of  considerable  rectal  tenesmus  with  pain 
in  the  region  of  the  rectum  and  in  the  left  ischio-rectal  fossa. 
Examination  revealed  a  tumor  in  the  septum  extending  for 
about  three-fourths  of  an  inch  above  the  anus,  as  far  as  the  cul- 
de  sac  of  Douglas.  The  tumor  was  smooth,  and  palpation  showed 
it  to  be  elastic,  lobulated,  in  fact  presenting  some  of  the  evi- 
dences of  an  abscess.  The  attending  physician  had  suspected 
this  condition  and  had  resorted  to  an  exploratory  puncture,  but 
with  negative  results.  The  rapidity  of  the  growth,  as  well  as  the 
amount  of  pain  caused  by  it,  left  no  doubt  in  my  mind  that  it 
was  a  malignant  tumor,  either  a  carcinoma  originating  from  a 
displaced  Wolffian  nest  or  a  sarcoma,  but  a  diagnosis^  between 
these  two  could  not  of  course  be  made  without  the  aid  of  the 
microscope. 

About  ten  days  ago,  regardless  of  the  age  of  the  patient,  I 
operated,  making  a  transverse  incision  between  the  sphincters 
of  the  rectum  and  vagina,  and  had  no  difficulty  in  reaching  the 
tumor,  and  by  enucleation  and  careful  dissection  succeeded  in 
removing  it  completely.  Under  the  microscope  it  shows  the 
typical  structure  of  a  small  spindle-celled  sarcoma.  The^  case 
is  an  interesting  one  owing  to  the  advanced  age  of  the  patient ; 
sarcoma  is  found  more  frequently  in  children  and  young  adults 
than  in  persons  far  advanced  in  years.  It  is  also  interesting 
to  note  that,  in  spite  of  the  marantic  condition  of  the  patient 
and  her  age,  she  made  a  rapid  recovery.  The  wound  healed  by 
primary  union.  The  tumor  was  so  firmly  attached  to  the  mu- 
cous membrane  of  the  rectum  that  I  had  to  remove  about  an  inch 
and  a  half  of  the  rectal  mucous  membrane,  consequently  I  made 
a  partial  resection  of  the  rectum  in  removing  the  tumor.  Her 
recovery  speaks  well  for  the  recuperative  power  of  persons  of 
advanced  years. 

Dr.  Byron  Robinson. — If  I  understand  Dr.  Senn  aright  he 
considers  this  the  remains  of  a  mesonephron,  or  kidney  relic. 
I  am  perhaps  presumptuous  in  differing  from  that  opinion,  but  1 
think  it  is  the  remains  of  a  post-anal  gut,  because  the  epithelial 
layer  is  distinct,  and  also  because  the  muscular  layers  run  in  vari- 
ous directions — conditions  which  I  could  never  find  in  the 
remains  of  a  mesonephron.  The  layers  of  muscle  simulate  those 
of  the  gut ;  that  is,  they  are  longitudinal  and  transverse,  and 
below  there  is  connective  tissue  in  various  lines  and  directions. 

Dr.  Nicholas  Senn,  in  closing  the  discussion,  said :  The  mus- 
cular fibres  to  which  Dr.  Robinson  alludes  are  derived  from  the 
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vaginal  as  well  as  from  the  bladder  wall.  It  was  impossible  to 
remove  the  cyst  by  enucleation,  owing  to  the  extensive  and  very 
firm  adhesions.  I  can  therefore  readily  conceive  that  the  muscular 
fibres,  which  are  present  in  abundance,  are  from  the  vaginal  wall 
on  one  side  and  the  bladder  on  the  other.  Tumors  springing 
from  the  post-rectal  gut  I  should  expect  to  find  between  the 
rectum  and  the  coccyx.  We  know  from  the  histogenetic  study 
of  cysts  of  the  vagina  that  these  cysts  may  be  found  anywhere. 
I  have  removed  cysts  the  size  of  a  fist,  for  instance,  from  a  point 
corresponding  to  between  the  anterior  lip  of  the  cervix  and  the 
bladder,  extending  high  up  in  the  pelvic  cavity.  These  cysts 
are  remnants  from  the  urogenital  canal,  misplaced  matrices,  and 
it  is  well  known  from  clinical  experience  that  they  are  apt  to 
develop,  with  very  few  exceptions,  as  benign  tumors  about  the 
age  of  puberty.  This  patient  first  discovered  a  little  swelling, 
not  larger  than  a  hazelnut,  when  she  was  25  years  of  age.  At 
this  time  of  life  the  embryonal  matrix  in  any  locality  is  apt  to 
form  these  cysts,  which  are  lined  by  a  continuous  layer  of  col- 
umnar epithelium ;  beneath  this  are 'a  number  of  layers  of  im- 
mature epithelial  cells,  which  in  turn  will  assume  a  columnar 
shape  and  take  the  place  of  the  epithelial  cells  we  see  now.  This 
is  a  proliferating  cyst,  because  these  epithelial  cells  continue  to 
reproduce  themselves.  We  find  some  of  these  cells  in  the  fluid  ; 
they  degenerate  and  are  cast  off  from  time  to  time  and  are  re- 
placed by  new  cells.  I  can  therefore  hardly  agree  writh  Dr. 
Robinson  that  this  cyst  in  the  vesico- vaginal  septum  originated 
from  the  post-anal  gut. 

Dr.  J.  A.  Lyons. — This  specimen  shows  a 

UNITED    AMNION    AND    CHORION. 

On  section  I  found  this  degenerate  mass.  The  history  given 
me  by  Dr.  Goodall  is  as  follows  :  The  patient  had  been  married 
about  nine  years.  She  menstruated  regularly  until  June,  1894, 
when  her  menses  stopped  and  she  thought  she  was  pregnant. 
In  the  September  following  she  discharged  a  great  deal  of  what 
seemed  to  be  liquor  amnii.  She  remained  quiet  for  four  or  five 
days ;  there  was  no  other  discharge,  the  abdomen  decreased 
very  much  in  size,  and  she  resumed  work  ;  she  then  gradually 
increased  in  size  until  January  1st.  She  continued  about  the 
same  size  until  February  21st,  when  she  again  had  what  seemed 
to  be  labor  pains,  and  about  half-past  5  the  next  morning  dis- 
charged a  great  deal  of  light- colored  fluid  with  this  specimen. 
There  did  not  seem  to  be  any  placenta. 

Dr.  A.  H.  Ferguson  presented  a  paper  on 

THE      OPERATIVE      TREATMENT      OF     VESICO-    AND     RECTO- VAGINAL 

FISTULA.1 

Dr.  Nicholas  Senn. — It  is  not  my  intention  to  enter  a  claim 
1  See  original  article,  p.  476. 
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of  Priority  for  the  operation  which  has  just  been  so  well  de- 
scribed by  Ur  Ferguson  in  his  very  interesting  paper,  knowing 
well  that  such  claims  must  be  based  upon  published  reports 
About  eight  years  ago,  however,  I  performed  an  operation  iden- 
tical with  the  one  described  here.  I  was  about  to  publish  a  re- 
port ot  the  operation  when,  to  my  astonishment,  on  picking  up 
a  copy  of  the  British  Medical  Journal,  I  found  it  described  by 
-Ur.  Ferguson,  and  to  him,  of  course,  belongs  the  credit  of  bring- 
ing it  to  the  attention  of  the  medical  profession. 

The  first  case  I  operated  upon  in  this  way  could  not  have  been 
treated  successfully  by  any  other  method.     The   patient  was 
18  years  of  age.     When  a  child  she  fell  astride   some   sharp 
object,  a  picket  fence  or  something  of  that  kind,  and  hurt  her- 
self seriously      Not  much  notice  was  taken  of  the  injury  at  the 
time,  and  she  finally  recovered,  but  was  treated  for  many  years 
by  different  physicians  for  an  uncontrollable  diarrhea  ;  at  least 
this  was  the  universal  diagnosis.     When  the  patient  was  brought 
to  me   after  listening  to  the  clinical  history  I  suspected   that 
the  sphincter  had  been  injured  and  insisted  upon  making  an 
examination     which   revealed   a    very   interesting    pathological 
condition.     The  vagina  and  rectum   constituted    one  common 
cloaca,  the  tear  extending  up  alongthe  recto-vaginal  septum  for 
at  least  two  and  a  half  inches,  the  rectum  below  this  point  being 
atrophic,  the  mucous  membrane  constituting  a  shallow  gutte? 
1  could  not  conceive  that  by  vivification  or  by  flap-splitting  or  by 
any  method  except  by  an  extensive  autoplastic  operation,  I  could 
repair  this  rectal  defect. 

As  I  had  no  precedent  I  had  to  plan  an  operative  procedure 
which  consisted  m  taking  an  oval  flap  from  the  anterior  surface 
ot  tlie  recto-vaginal  septum  high  up,  brining  this  flap  down  as 
tar  as  the  sphincter,  and  then  sewing  the  mucous  membrane 
over  it._  At  the  base  of  this  mucous  flap  I  found  and  vivified 
the  diminutive  sphincter  muscle,  stitched  it  over  the  flap,  and 
bad  the  satisfaction  of  having  this  enormous  wound,  implicating 
such  important  parts,  heal  by  primary  intention,  and  the  opera 
tion  resulted  in  the  formation  of  an  efficient  sphincter  and  a 
very  respectable  perineum. 

I  have  since  operated  on  two  or  three  cases  of  recto- vaginal 
fistula  by  exactly  the  method  which  has  been  described -that  is 
I  suture  as  Dr.  Ferguson  has  described  in  vesico-vaginal  fistula  : 
1  do  not  draw  the  mucous  membrane  into  the  rectum,  but  sim- 
ply stitch  the  flap  and  turn  it  toward  the  rectum,  and  with  deep 
sutures  close  the  wound.  The  operation  has  invariably  been 
successful.  I  wish  to  congratulate  Dr.  Ferguson  on  having 
worked  so  successfully  in  the  same  line. 

m  Dr.  G.  W  Reynolds.- Dr.  Senn  forgot  to  mention  one  fact 
in  regard  to  the  patient  he  operated  upon  eight  years  ago— that 
is,  she  returned  about  two  years  ago  with  a  vaginal  cyst,  which 
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he  removed.     He  described  the  case  to  me  at  the  time,  and  it 
certainly  was  a  grand  success. 

I  had  occasion  to  use  this  method  in  a  patient  who  had  been 
operated  upon  twice  by  New  York  surgeons.  The  lesion  was  a 
congenital  hypospadias,  and  a  vesico-vaginal  fistula  resulted  from 
one  of  the  previous  operations.  I  operated  and  failed  to  close 
the  fistulous  opening.  I  then  told  Dr.  Senn  of  the  case  and 
asked  his  advice,  when  he  kindly  suggested  the  operation  that 
has  been  so  beautifully  described  this  evening,  and  I  employed 
that  method  with  complete  success;  the  patient  left  the  hospital 
in  three  or  four  weeks  perfectly  well,  and  has  been  well  ever 
since. 

Dr.  J.  B.  Bacon. — I  have  not  had  a  case  of  recto-vaginal 
fistula  since  Dr.  Ferguson  explained  his  operation  to  me  some 
time  ago,  but  it  is  far  in  advance  of  any  operation  I  have  seen 
or  read  of.  Le  Dentu's  flap-splitting  operation  was  probably  the 
best  for  the  cure  of  recto-vaginal  fistula  until  this  operation  was 
devised,  but  in  his  operation,  however,  tissue  was  destroyed  :  he 
made  a  semicircular  flap  and  cut  away  some  of  the  tissue  in 
order  to  denude  the  edges  of  the  fistula.  In  Dr.  Ferguson's 
operation  all  of  the  tissues  are  saved.  The  important  point  in 
the  cure  of  recto-vaginal  fistula  is  to  obtain  primary  union.  It 
is  comparatively  easy  to  make  the  vagina  aseptic,  and  it  is  im- 
portant to  keep  the  denuded  edges  of  the  septum  between  the 
rectum  and  the  vagina  aseptic. 

The  inversion  suture  which  Dr.  Ferguson  uses  is.  as  far  as- 
I  know,  entirely  original  with  him.  It  is  the  most  complete 
method  of  inverting  tissues  by  suture  that  I  have  ever  seen. 

Dr.  II.  P.  Newman. — Dr.  Ferguson's  operation  is  so  thor- 
oughly practical  in  method  that  it  would  probably  suggest  itself 
to  any  surgeon  operating  frequently  for  these  troublesome  fis- 
tulae.    I  have  employed  a  similar  procedure  for  some  time. 

One  point  I  should  like  to  make  in  regard  to  the  formation  of 
the  vaginal  flap.  This  should  be  V-shaped  both  above  and  be- 
low, presuming  that  the  opening  is  longitudinal  to  the  vagina. 
The  upper  and  lower  angles  being  acute,  by  placing  a  tenacu- 
lum in  each  and  putting  the  wound  on  the  stretch  a  much  more 
perfect  coaptation  of  the  linear  incision  can  be  obtained  than  by 
uniting  a  circular  wound  in  the  usual  manner.  I  can  see  advan- 
tages in  Dr.  Ferguson's  operation  in  the  treatment  of  fistulae 
communicating  with  the  rectum. 

Dr.  F.  H.  Martin. — I  am  very  much  struck  with  the  in- 
genuity and  originality  of  Dr.  Ferguson's  operation  and  appre- 
ciate very  thoroughly  its  advantages. 

There  is  one  thing  about  the  operation  that  appears  difficult  to 
me,  and  that  is  the  difficulty  of  incising  the  flap,  because  I  always 
denude  with  scissors.  Is  not  a  specially  constructed  knife  neces- 
sary? If  the  fistula  is  longitudinal  to  the  vagina  I  can  readily 
understand  how  it  could  be  done,  but  I  have  seen  fistulae  which 
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it  was  necessary  to  close  transversely,  In  that  case  it  would  be 
easy  to  lift  the'flap  from  below,  but  it  is  difficult  to  see  how  the 
knife  could  lift  it  from  above,  where  it  is  necessary  to  penetrate 
the  entire  flap.  The  only  recto-vaginal  fistula?  1  have  seen  were 
complicated  by  lacerations  of  the  perineum,  which  were  easily 
repaired  by  perineorrhaphy. 

Dr.  Nicholas  Senn.— Dr.  Ferguson  will,  I  am  sure,  thank  me 
for  calling  his  attention  to  the  recent  literature  upon  the  treat- 
ment of  complicated  vesico  vaginal  fistula.  I  have  just  received 
a  monograph  written  by  William  Alexander  Freund,  of  Strass- 
burg,  who  describes  a  very  ingenious  operation  intended  to  close 
large  vesical  defects.  Dr.  Ferguson  alluded  to  Hegar's  pro- 
cedure, which  consists  in  stitching  the  posterior  surface  of  the 
cervix  to  the  lower  part  of  the  fistula  with  a  view  of  directing 
the  uterine  contents  toward  the  bladder.  This  has  become  a 
very  imperfect  operation.  Freund  utilizes  in  desperate  cases 
the' anterior  lip,  splits  the  uterus  on  both  sides  aboutas  far  up 
as  the  internal  os,  directs  the  anterior  lip  down,  vivifies  it,  and 
stitches  it  to  the  vivified  margins  of  the  fistulous  opening.  Af- 
ter union  has  taken  place  he  cuts  off  this  part  of  the  uterus  and 
utilizes  it  as  a  flap  with  which  to  close  the  defect.  As  he  de- 
scribes it,  this  is  a  very  tedious  operation,  but  I  can  readily  con- 
ceive in  vesico  vaginal  fistula  with  large  defects,  where  even 
Dr.  Ferguson's  operation  would  not  answer  the  purpose,  that 
Freund's  most  recent  method  would  be  of  great  value. 

Dk.  A.  H.  Fergcson,  in  closing  the  discussion,  said:  Mr. 
President  and  Gentlemen  :  I  feel  considerably  flattered  at  the 
remarks  which  have  been  made  by  the  members  of  this  Society, 
and  am  very  much  honored  by  the  reception  this,  my  first  paper 
in  Chicago,' has  received.  I  am  pleased  to  know  that  Dr.  Senn 
had  occasion  to  do  a  Map  operation  before  I  did,  and  yield  prior- 
ity to  him  in  forming  a  recto  vaginal  wall  ;  but,  if  I  understand 
correctly,  my  main  operation  is  for  vesico- vaginal  fistula,  and  I 
was  the  first  to  devise  and  apply  it  for  its  treatment.  I  can 
doubtless,  therefore,  claim  half  the  honors  of  priority,  at  least, 
with  Dr.  Senn.  When  preparing  this  paper  I  was  informed  by 
the  President  that  I  must  limit  myself  to  twenty  minutes.  I 
went  over  the  literature  pretty  thoroughly,  but  am  not  positive 
that  I  struck  upon  the  article  Dr.  Senn  has  mentioned,  and  I 
am  very  much  pleased  to  hear  of  this  last  addition  to  the  treat- 
ment of  very  large  vaginal  fistula. 

With  regard  to  the  technique  of  the  operation,  I  might  say 
first  of  all  that  the  knife  is  not  properly  represented  in  this 
drawing;  instead  of  going  in  obliquely,  it  enters  at  right  angles 
to  the  edge  of  the  fistula,  cutting  through  without  severing  the 
mucous  membrane  on  the  opposite  side,  so  that  the  knife  is  far 
better  than  scissors.  One  who  is  accustomed  to  use  the  scalpel 
can  tell  when  he  cuts  through  the  mucous  membrane,  the  sep- 
tum, and  when  he  gets  to  the  mucous  membrane  of  the  bladder. 
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One  who  is  not  accustomed  to  cutting  delicate  tissues  with  the 
knife  I  fancy  would  be  liable  to  go  through  into  the  bladder. 

The  material  I  should  recommend  for  the  internal  nap  would 
be  catgut. 

With  regard  to  making  the  incision  semi-elliptical,  or  Y-shaped, 
there  is  an  objection  to  it,  as  in  making  the  incisions  you  would 
have  to  invert  the  Y-shaped  vaginal  mucous  membrane  into  the 
bladder,  and  there  would  be  a  redundant  amount  of  tissue  which 
might  have  a  concavity  on  its  upper  surface.  There  is  no  diffi- 
culty, after  making  a  circumferential  nap,  in  bringing  the  edges 
together,  even  when  the  tistula  is  perfectly  round. 

In  regard  to  recto-vaginal  tistula,  I  am  indebted  for  the  re- 
marks of  Dr.  Bacon,  as  he  is  a  specialist  in  diseases  of  the  rec- 
tum. It  was  in  order  to  prevent  the  cutting  of  the  sphincter 
that  theidea  struck  me  to  do  this  operation.  I  should  deprecate 
the  cutting  of  the  sphincter  in  any  of  these  operations.  You 
cannot  obtain  reunion  better  than  it  was  before,  and  if  you  can 
avoid  cutting  it,  which  I  claim  you  can,  it  is  better  surgery. 
That  was  the  very  objection  I  had  to  Le  Dentil's  operation, 
in  that  he  cut  a  V  out  and  cut  through  the  sphincter.  We 
know  by  the  results  of  operations  on  complete  lacerations  of  the 
perineal  body  that  the  greater  number  of  these  have  not  per- 
fectly restored  the  sphincter.  I  have  a  number  in  mind  now 
that  I  have  restored  in  the  manner  pointed  out  by  Dr.  Henrotin 
and  the  President,  where  the  sphincter  connection  afterward 
was  not  complete,  and  I  fancy  the  same  has  been  the  experience 
of  others.  I  would,  therefore,  strongly  recommend  that  the 
sphincter  should  not  be  cut. 

With  regard  to  my  inversion  suture,  I  would  say  that  it  has 
been  original  with  me.  It  may  have  been  original  with  others, 
but  if  so  [  do  not  know  of  it.  I  commenced"  to  use  it  first  in 
inverting  the  stump  of  the  vermiform  appendix,  then  in  a  pylo- 
rectomy  in  inverting  the  pylorus,  then  in  inverting  the  flap  in 
hysterectomy,  then  in  cleft  palate,  then  in  vesico-vaginal  fistula, 
fecal  tistula,  etc.  Since  G-ussenbauer  invented  an  intestinal 
stitch,  which  he  called  the  figure-of-eight  stitch,  it  may  be  bet- 
ter to  designate  mine  the  inversion  suture,  as  it  is  quite  different 
from  his. 
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Stated  Meeting,  Friday,  May  Uth,  1894. 
The  Vice-President,  Samuel  S.  Adams,  M.D.,  in  the  Chair. 
De.  E.  L.  Tompkins  reported  a  case  of 
secondary  post-partum  hemorrhage  eighteen  days  after 

LABOR.1 

tw^artiSrHH  .CoOK--THCaSe  reP°rted  is  remarkable  for 

nZSl't1    *?'   f0r,S°  P^fuse  a  hemorrhage  oc- 

h    Stt?S;ight?  d?8  af*er  de]i^J  5  and  second,  that 

partmS^tl        »     enlarged  at  so  remote  a  period  after 

Wshand^tnffi      a"endinS  physician  was  able  to  introduce 

LSewtrt%  fG  Wa-S  iDclined  t0  believe  *■*  the 
ta^iSKfcTJl  aD  ad™titious  lobe  or  placenta  succen- 
S ■  refleoHnJ  f  ,1  retai"^     He  Said  this  without  in  the 

m  a  men  ?f7,°D  the  ^fulness  of  the  accoucheur  in  the 
management  of  the  case.     Dr.  Charles  E.  Hagner  reported  to 

It&t'  1Sf '  a  CaSG  °f  SecondW  ^orrZgl 
SJa?ynenT>  aftG-r  -deHver^  The  hemorrhage  in 
placenta         '  °k  *  Opimon'  due  to  an  accessory  lobe  of 

rha^e'isArare  ^T*^"?^"!^,0'  secondai7  Puerperal  hemor- 
oi  not  the  rn'mp  I  7k  npkmS  dld  DOt  state  in  his  PaPer  whether 
be  in  e^esti  .  tn"?  ^"mined  before  delivery  /  that  wonld 
oe  interesting  to  know,  because  blood  changes  due  to  kidnov 

traiesoTceanCaeUS%0f,Srl1  "~Nff*  ^~  conditio^ 
scribed  in  th  n'  °SS1?i7  Uremia'  °r  the  mental  condition  de- 
IZ      V        J  Cf e'  was  the  cause  of  the  hemorrhage      The  in 

otdsUmi0.nht°  a!"  haDd,int°  tbG  UterUS  aDd  ^ose^ning  upthe 
SSdnSSVSS  CaUST, SOme  t0enter  the  bl00d  Athni 
to  have  hi,  fifrTa;     rheii-eatraent  of  the  hemorrhage  seemed 

with  iodoform        aCt°r^     ?e  W0"ld  have  preferred  tamponing 

into  the  u^n^T?  ^  g1™?  G1'^  to  "Producing  theP  hand 

S  was  cnril?ti  i    iG  PUS  m  ^  breast  had  caused'the  chills. 

strange  ZtL         ^  W?a" >d  been  free  ^m  «^mia,  and 
strange  that  no  symptoms  had  developed  before. 

interesting      T^  fYARR[S°/-Thecase  reported  was  a  ««* 
interesting  one.     The  theory  advanced  by  Dr.  Cook  was  a  plaus- 

1  See  original  article,  p.  520. 
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ible  one,  but  he  thought  that  uremia  was  the  most  likely  cause. 
It  was  not  necessary  to  find  albumin  and  casts  in  the  urine,  as 
their  absence  was  not  evidence  that  serious  renal  disease  did  not 
exist.  ^  Mental  disturbance  caused  nephritis,  and  that  was  the 
condition  of  this  woman.  He  cited  a  case  to  show  that  mental 
worry  caused  nephritis. 

Dr.  W.  P.  Carr  asked  if  a  post-mortem  examination  had 
been  made  in  the  case;  if  it  had  it  would  throw  light  upon  it. 
He  said  he  had  no  doubt  there  was  a  condition  of  pyonephrosis, 
or  surgical  kidney.  The  pyemia  originated  from  the  sore  nip- 
ples.    The  subinvolution  of  the  uterus  was  due  to  septicemia. 

■  Dr.  William  M.  Spbigg, — The  suggestion  offered  by  Dr. 
Carr  was  most  plausible.  He  had  seen~one  case  of  late  hemor- 
rhage which  occurred  four  weeks  after  delivery.  It  was  mal- 
arial in  origin.  He  treated  it  successfully  by  tamponing  and  the 
administration  of  quinine.     : 

Dr.  John  T.  Winter. — Dr.  King  had  criticised  the  introduc- 
tion of  the  hand  into  the  uterus.  He  did  not  see  how  the  doc- 
tor could  have  resisted  under  the  circumstances,  as  the  uterus 
was  full  of  clots  and  they  must  necessarily  have  been  removed. 

Dr.  H.  L.  E.  Johnson  was  glad  to  hear  so  many  causes  as- 
signed for  the  hemorrhage.  He  was  at  sea  as  to  the  real  cause. 
He  first  saw  the  patient  when  she  was  four  months  pregnant. 
She  was  a  thin,  wiry  woman,  and  complained  of  some  dyspeptic 
symptoms,  which  were  much  improved  under  treatment.  He 
saw  frequent  specimens  of  her  urine,  which  upon  examination 
always  proved  to  be  normal.  After  delivery  he  examined  the 
placenta  most  carefully,  as  the  nurse  in  attendance  was  in  her 
pupilage  and  he  was  explaining  it  to  her.  There  was  nothing 
abnormal  about  it.  The  patient  got  on  well,  except  that  her 
milk  was  scanty,  and,  the  nipples  becoming  sore,  he  found  it 
necessary  to  "dry  up"  the  milk.  About  three  weeks  after  de- 
livery he  found  the  patient  with  some  slight  show.  He  ordered 
some  ergot  to  be  given,  and  went  to  his  home.  He  was  soon 
hurriedly  summoned  with  the  statement  that  the  patient  was 
dying.  He  found  the  uterus  enormously  distended  and  blood 
flowing  from  the  vagina.  He  immediately,  after  thoroughly  dis- 
infecting, got  his  hand  into  the  uterus  and  emptied  it  of  clots 
and  then  irrigated  with  hot  bichloride  solution.  The  uterus- 
contracted  down  and  he  packed  it  with  sterilized  gauze,  which 
he  removed  in  about  twelve  hours.  There  was  no  more  hemor- 
rhage. Following  the  profound  anemia  incident  to  the  hemor- 
rhage the  breast  began  to  enlarge  ;  there  was  no  pain.  He  found 
a  slight  redness,  which  he  incised  freely  and  let  out  some  pus. 
The  first  indication  of  edema  was  in  the  calf  of  the  leg ;  this 
disappeared  and  a  swelling  occurred  on  the  shoulder.  There 
was  a  number  of  these  swellings,  which  seemed  to  be  migratory. 
Neither  the  veins  nor  lymphatics  were  inflamed. 

Dr.  G.  Wythe  Cook  said  that  after  heai-ina:  Dr.  Johnson's 
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detailed  statement  of  the  case  lie  was  more  than  ever  convinced 
that  the  hemorrhage  was  due  to  a  local  cause.  The  uterus,  after 
being  emptied,  contracted  upon  the  tampon,  and  after  its  re- 
moval there  was  no  further  hemorrhage,  though  the  woman 
lived  six  or  eight  weeks  afterward.  Had  the  bleeding  been  due 
to  any  systemic  cause  it  would  most  likely  have  recurred. 

Dr.  II.  L.  E.  Johnson  said  that  he  did  not  think  any  portion 
of  placenta  could  have  been  retained,  as  involution  had  crone  on 
normally. 

Dr.  G.  Wythe  Cook  asked  Dr.  Johnson  how,  if  involution 
had  gone  on  normally,  could  the  uterus  have  become  so  much 
distended  in  so  short  a  time  \ 

Dr.  II.  L.  E.  Johnson  said  it  was  a  fact  which  he  could  not 
explain. 

Dr.  W.  P.  Carr  said  he  had  examined  the  urine  of  the 
woman  a  short  time  before  her  pregnancy  and  found  no  albumin. 

Dr.  E.  L.  Tompkins  said  that  everything  in  the  case  went  on 
well  up  to  the  time  of  the  hemorrhage,  except  the  nipples. 
Nervous  influence  caused  the  hemorrhage.  The  septicemia  was 
the  result  of  the  hemorrhage. 


Stated  Meeting,  Friday.  June  loth,   1894. 
The  President,  Henry  D.  Fry,  M.D.,  in  the   Chair. 
Dr.  G.  Wythe  Cook  read  a  paper  entitled 

THE    RELATION    OF    CHOREA    AND    RHEUMATISM    IN    CHILDREN.1 

Dr.  G.  N.  Acker,  in  opening  the  discussion,  referred  to  a 
paper  that  he  had  read  before 'the  Society  some  vears  ago  on 
the  relation  of  chorea  and  rheumatism.  In  that  paper  he  had 
taken  the  position  that  the  relationship  was  more  apparent  than 
real. 

The  French  writers,  as  a  rule,  advocate  the  rheumatic  origin 
of  the  disease.  Trousseau  always  insisted  on  the  intimate  con- 
nection of  the  two  affections.  *  Koger  taught  that  chorea  and 
rheumatism  were  members  of  one  and  the  same  pathological 
condition.  Either  one  of  these  may  precede  the  other,  though 
the  rheumatism  generally  comes  first,  then  the  chorea,  and  after- 
ward the  heart  affection.  He  held  that  chorea  and  rheumatism 
were  one  and  the  same  affection  under  two  forms,  and  that  the 
coincidence  of  the  two  is  so  common  a  fact  that  it  ought  to  be 
regarded  as  a  pathological  law,  just  as  much  as  the  coincidence 
of  heart  disease  and  rheumatism  ;  and  that  a  child  affected  with 
rheumatism  is,  after  a  longer  or  shorter  interval,  threatened 
with  chorea,  and  that  a  child  affected  with  chorea  is  sooner 
or  later   menaced   with    rheumatism.     In  England,  where  the 

1  See  original  article,  p.  510. 
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rheumatic  origin  of  chorea  has  had  so  many  strong  advocates, 
the  opinion  is  gaining  ground  that  the  latter  disease  is  not  de- 
pendent on  the  former  in  the  light  of  cause  and  effect,  but 
rather  that  they  can  have  a  common  origin. 

German  authorities  (Romberg,  Soltman,  Stiner,  and  Ruhn) 
who  have  paid  special  attention  to  this  subject  deny,  after  care- 
ful examination,  the  connection.  The  causes  of  chorea  and 
rheumatism  are  closely  allied,  if  not  identical.  Chorea  is  a  dis- 
ease which  is  common  among  the  poor  and  ill-nourished,  rare 
among  the  rich  and  well-favored.  Exactly  the  same  holds  for 
rheumatism.  Chorea  is  also  more  common  in  damp  and  cold 
climates.  The  majority  of  cases  observed  by  the  speaker  were 
treated  in  the  spring.  It  has  been  noted  that  the  cold-weather 
discomforts  and  privations  of  the  winter  in  our  large  cities 
have  a  peculiar  tendency  to  pull  down  the  nervous  system. 

He  had  arrived  at  the  conclusion  that  chorea  is  a  functional 
disease  of  the  brain.  The  heart  affection  is  often  of  an  anemic 
character  and  not  due  to  valvular  changes.  The  disease  occurs 
exclusively  in  individuals  of  an  excitable  nervous  temperament, 
and  at  a  time  of  life  when  the  mind  is  least  stable. 

Dr.  S.  S.  Adams  said  his  ideas  in  regard  to  the  subject  under 
consideration  were  based  on  his  own  experience.  Some  time 
ago  he  had,  in  connection  with  several  other  gentlemen,  investi- 
gated the  subject,  and  he  stood  alone  among  them  in  the  belief 
that  chorea  and  rheumatism  were  merely  coincident  and  not  de- 
pendent upon  the  same  cause,  and  this  opinion  was  founded  upon 
his  observation  of  cases.  If  there  be  a  common  cause,  then  that 
cause  should  act  alike  in  both  diseases.  An  endocarditis  occur- 
ring in  rheumatism  was  distinctive,  but  such  was  not  the  case 
in  chorea.  Most  of  the  remedies  used  for  chorea  were  different 
from  those  used  in  rheumatism.  In  the  former  they  were  mainly 
constructive  in  nature,  as  arsenic.  The  cardiac  murmur  in  chorea 
was  hemic,  while  in  rheumatism  the  lesion  was  destructive. 

Dr.  William  P.  Carr  said  if  we  mean  by  rheumatism  all 
kinds,  including  muscular,  it  occurred  in  all  children. 

Dr.  George  Byrd  Harrison  said  we  are  as  far  removed  from 
facts  as  we  were  twenty  years  ago.  ~No  remedies  were  certain. 
Cases  that  he  had  seen  were  not  associated  with  rheumatism. 
He  became  more  and  more  impressed  with  the  plausibility  of 
the  theory  that  embolism  was  a  cause.  As  a  rule  all  cases  get 
well  in  two  months.  Nature  was  to  be  more  relied  upon  to  ef- 
fect a  cure  than  remedies. 

Dr.  Joseph  Taber  Johnson  said  the  two  diseases  might  be  due 
to  one  and  the  same  cause.  He  related  the  case  of  a  precocious 
school-girl  of  14,  a  musician  who  performed  upon  several  instru- 
ments, besides  standing  well  in  her  studies;  she  frequently 
played  at  concerts  and  exhibitions;  was  made  more  nervous 
and  excitable  by  appearing  in  public ;  recovered  by  the  use  of 
Fowler's  solution  and  electricity.     Chorea  sometimes  occurred 
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during  pregnancy,  and  of  the  cases  reported  all  recovered  after 
abortion  brought  on  as  a  result  of  the  choreic  movements. 
Barnes  advised  that  abortion  should  be  induced  for  the  relief 
of  the  patients  who  were  made  desperately  ill  by  the  combi- 
nation of  chorea  and  pregnancy,  and  reported  the  cure,  after 
abortion,  of  seventeen  alarming  cases. 

Dr.  S.  S.  Adams  said  chorea  was  a  nervous  disease  occur- 
ring in  anemia,  where  the  nervous  system  was  taxed  to  its  ut- 
most.    It  was  due  to  nerve  impoverishment. 

Dr.  George  Byrd  Harrison  said  he  had  had  cases  in  which 
the  blood  was  in  good  condition,  so  much  so  that  in  one  case 
the  neurologist  who  saw  the  case  with  him  advised  the  discon- 
tinuance of  ferruginous  tonics. 

Dr.  G.  Wythe  Cook  said  that  he  had  purposely  avoided  de- 
tailing theories  and  statistics  in  his  paper.  He  thought  the  two 
cases  presented  were  very  striking.  Drs.  Acker  and  Adams  had 
furnished  strongly  corroborative  evidence  in  support  of  the  view 
he  had  maintained,  inasmuch  as  the  weight  of  opinion  as  pre- 
sented by  them  was  in  favor  of  the  identity  of  cause  in  the  two 
diseases.  He  agreed  with  Dr.  Harrison  that  not  much  reliance 
could  be  placed  in  drugs  for  the  ewe  of  chorea. 
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Stated  Meeting,  February  28th,  1895. 
Henry  C.  Coe,  M.D.,  Chairman. 

HOLLOW    UTERINE   DILATOR. 

Dr.  A.  Mona  Lesser  presented  a  set  of  uterine  dilators, 
of  about  the  form  of  the  old  cylindrical  steel  dilator,  but  differing 
from  this  in  being  hollow  from  end  to  end.  The  object  of  the 
opening  was  to  obviate  the  danger  of  forcing  pus  or  other  fluid 
contents  of  the  uterus  up  into  the  tubes.  He  had  been  able  to 
dilate  the  uterus  in  from  six  to  twenty  minutes  by  employing 
successive  sizes.  The  numbering  was  according  to  the  French 
scale. 

MODIFIED   TARNIER   BASIOTRIBE. 

Dr.  E.  A.  Tucker  presented  a  modification  of  the  Tarnier 
basiotribe  for  perforating  and  compressing  the  fetal  head  where 
it  was  necessary  to  do  craniotomy.  The  improvement  related 
chiefly  to  the  perforator,  which  was  made  of  fewer  pieces,  doing 
away  with  screws  and  wood,  and  places  where  dirt  would  lodge. 
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With  it  ideal  craniotomy  or  cephalotripsy  could  be  performed. 
It  wave  a  firm  grasp  on  the  head  in  applying  the  blades.  He 
had  employed  it  thirty  or  forty  times,  and  had  found  it  better 
than  any  other  instrument  which  he  had  tried.  He  said  he  did 
not  wish  to  raise  the  question  of  the  propriety  of  doing  crani- 
otomy on  the  living  child. 

Dr.  Andrew  F.  Currier  related  the  history  of  a  case  of 

PUERPERAL    SEPTICEMIA;    ABSCESS    IN    RIGHT    BROAD    LIGAMENT  J 
ABDOMINAL    SECTION  ;    RECOVERY 

in  a  woman,  aged  32,  mother  of  four  children  ;  labors  normal. 
The  last  confinement  the  12th  of  December,  1894- ;  short  labor; 
puerperium  progressed  normally  until  the  fourteenth  day,  when, 
without  warning,  she  began  to  have  pain  which  increased  in 
severity,  and  next  day  a  tumor  appeared  in  the  right  iliac  fossa 
and  soon  extended  as  far  as  the  left  iliac  fossa.  Two  physicians 
saw  the  patient  and  made  the  diagnosis  of  hematoma.  Dr.  Cur- 
rier saw  her  February  12th,  meanwhile  there  having  been  chills, 
diarrhea,  loss  of  strength,  etc.  The  pulse  on  the  12th  was  120  ; 
patient  very  excitable  and  extremely  feeble.  The  tumor  was 
plainly  visible,  and  the  diagnosis  was  made  of  hematoma  in  the 
right  broad  ligament  which  had  degenerated  and  formed  an  ab- 
scess. February  18th  he  made  a  median  incision,  but  found  such 
adhesions  that  the  tumor  could  not  be  reached  from  in  front, 
and,  as  it  was  too  high  to  be  reached  through  the  vagina,  he 
made  another  incision  in  the  right  groin.  A  trocar  was  intro- 
duced into  the  tumor,  but  the  contents  were  too  thick  to  flow 
and  had  to  be  broken  up  with  the  finger.  The  cavity  was  then 
washed  out  and  packed  with  two  yards  of  iodoform  gauze. 
Stimulants  and  saline  infusion  had  to  be  resorted  to.  The  tem- 
perature became  normal  on  the  eighth  day  ;  the  abscess  cavity 
was  closing  satisfactorily.  He  was  unable  to  say  whether  it  had 
originated  in  a  diseased  tube.  That  a  hematoma  in  what  ap- 
peared to  be  a  sealed  cavity  should  undergo  purulent  degenera- 
tion was  contrary  to  the  usual  teaching,  and  it  raised  the  ques- 
tion whether  infection  had  not  entered  it  from  the  intestine  to 
which  it  was  adherent. 

PREGNANCY    NOT    RECOGNIZED  ;    ACCIDENTAL    INDUCTION    OF 
ABORTION. 

Dr.  A.  E.  Gallant  related  a  case  and  presented  an  instru- 
ment. The  woman  gave  a  history  of  amenorrhea  for  ten  weeks, 
of  flow  for  Ave  weeks.  Examination  revealed  a  large,  flabby 
cervix  and  uterus,  the  uterus  extending  two  or  three  inches 
above  the  symphysis.  In  view  of  the  history  and  the  flabbiness 
of  the  uterine  walls  it  was  inferred  that  there  had  been  abortion 
and  retention  of  placenta.  A  probe  was  passed  and  came  away 
with  fungosities  attached.  Preparations  were  made  for  curette- 
ment  to  remove  retained  placenta  next  day,  bat,  on  arriving  at 
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the  patient's  house,  he  was  shown  a  sac  containing  a  fetus  which 
had  passed  a  few  hours  after  the  patient  had  returned  home. 
Examination  of  the  fetus  showed  it  to  be  about  ten  weeks  old, 
and  the  appearance  of  the  placenta  pointed  to  its  attachment 
directly  over  the  os,  which  would  account  for  the  hemorrhage. 
Dr.  Gallant  thought  that  under  the  circumstances  the  error  in 
diagnosis  was  a  natural  one,  and  that  in  view  of  the  hemorrhage 
it  was  not  serious,  for  evidently  pregnancy  could  not  have  con- 
tinued. 

COMBINED    UTERINE    DIVULSOR   AND    IRRIGATOR. 

Dr.  Gallant  showed  an  instrument  devised  by  Dr.  Outer- 
bridge  which  was  employed  for  cleaning  out  the  uterus  in  this 
case  and  which  he  had  found  very  serviceable.  It  consisted  of 
a  combined  uterine  divulsor  and  irrigator. 

Dr.  Augustin  Goelet  presented  a 

ligature-carrier 

which  was  provided  with  a  shoulder  in  a  way  to  prevent  slip- 
ping of  the  ligature,  as  occurred  with  other  instruments. 

DOUBLE    UTERINE   IRRIGATOR. 

Dr.  Goelet  also  presented  a  double  uterine  irrigator,  an  im- 
portant feature  of  which  was  its  tapering  form,  the  entrance  end 
corresponding  to  2  L  of  the  Frencli  scale,  while  the  other  end, 
the  outflow,  corresponded  to  28.  This  avoided  blocking  by  de- 
bris.    It  was  eight  inches  long. 

Dr.  H.  J.  Garrigues  thought  we  could  do  as  well  with  a 
single-flow  catheter  as  with  a  double  one.  In  obstetrical  work 
there  was  plenty  of  room,  and  a  double  current  was  not  neces- 
sary. In  gynecological  work  one  could  dilate  the  cervix,  and, 
while  the  cervix  was  retained  open,  introduce  a  catheter  and 
irrigate.  Larger  pieces  of  debris  would  come  out  in  that  way 
than  through  a  double  catheter. 

Dr.  Charles  P.  Noble,  of  Philadelphia,  read  a  paper  en- 
titled 

CELIOTOMY    FOR    PUERPERAL    SEPTICEMIA    AND    PERITONITIS. 

Cases  of  puerperal  sepsis  or  peritonitis  might  be  divided  into 
two  classes  :  first,  those  in  which  some  pathological  condition 
existed  in  the  pelvic  organs  before  labor ;  second,  those  in  which 
these  organs  were  normal  at  the  beginning  of  labor.  In  the  first 
class  the  mechanical  insults  incident  to  labor  might  result  in 
bruising  of  a  fibroid  or  other  tumor,  or  cause  rupture  of  a  collec- 
tion of  pus  in  the  tubes  or  pelvis.  By  bruising  of  a  tumor  or 
twisting  its  pedicle,  inflammation  or  gangrene  might  be  excited 
and  lead  to  peritonitis.  Dermoid  cysts  were  especially  liable  to 
injury.  Prompt  operation  with  removal  of  the  tumor  prior  to 
37 
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labor  had  been  followed  by  a  high  percentage  of  recoveries. 
Cases  were  rare  which  had  gone  to  term,  resulted  in  puerperal 
peritonitis,  and  had  been  treated  by  operation.  In  1891  the 
author  had  read  a  paper  reporting  three  cases  in  which  bruising 
of  pus  tubes  during  labor  had  set  up  peritonitis,  and  he  could 
now  add  two  more  cases.  In  a  correspondence  with  about  thirty 
prominent  men,  only  three  had  stated  that  they  had  operated 
for  peritonitis  due  to  pus  tube  which  had  antedated  labor,  each 
of  them  having  had  but  one  case.  Dr.  Coe  had  replied  that  he 
had  assisted  at  such  operations.  This  variety  of  puerperal  peri- 
tonitis, therefore,  was  not  so  common  as  was  supposed  some 
years  ago,  and  it  might  be  accounted  for  by  the  fact  that  women 
having  pus  tube  were  usually  sterile. 

Theoretically  the  prognosis  from  operation  should  be  rela- 
tively good,  yet  little  was  known  clinically.  At  all  events,  it 
was  a  safe  conclusion  that  the  proper  method  of  treatment  was 
prompt  operation,  irrigation,  and  drainage. 

The  second  class  of  cases,  puerperal  septicemia  and  peritonitis 
in  women  whose  pelvic  organs  were  normal  previous  to  labor, 
constituted  a  more  common  type  of  puerperal  fever.  They 
could  be  divided  into  two  classes  :  first,  those  in  which  the  infec- 
tion spread  through  the  lymphatics  and  veins  ;  second,  those  in 
which  it  spread  to  the  peritoneum  through  the  tubes.  The  au- 
thor said  he  knew  of  no  certain  way  to  distinguish  between  the 
two  varieties,  yet  he  believed  that  where  the  infection  spread  by 
way  of  the  tubes  the  inflammatory  element  was  more  marked 
while  the  septic  element  was  less  marked,  whereas  the  reverse 
was  true  when  the  infection  spread  through  the  lymphatics  or 
veins.  In  the  latter  the  peritonitis  was  only  a  secondary  fea- 
ture, the  septicemia  being  the  principal  element,  and  he  had 
found  nothing  in  literature  which  gave  encouragement  for  ope- 
rating upon  this  class  of  cases.  All  the  patients  had  died. 
Simple  celiotomy  with  washing-out  of  the  peritoneal  cavity  did 
not  influence  the  principal  seat  of  the  trouble,  which  was  in  the 
uterus  and  pelvic  lymphatics,  and  it  necessarily  could  not  influ- 
ence the  germs  which  had  already  entered  the  circulation.  The 
more  radical  operation  of  hysterectomy  offered  but  little,  as  by 
the  time  the  peritonitis  had  become  a  marked  feature  either  the 
patient  was  so  reduced  as  to  be  unable  to  withstand  the  shock 
of  so  serious  an  operation  or  was  already  suffering  from  well- 
marked  septicemia.  If  an  operation  were  done  at  all  it  should 
be  done  early,  before  the  occurrence  of  marked  septicemia  or 
peritonitis.  So  far  as  he  knew,  patients  operated  upon  for 
acute  general  peritonitis  had  died,  and  he  had  nothing  new  to 
suggest  in  that  direction.  Also,  in  localized  peritonitis  belonging 
to  the  second  division  of  the  main  subject,  he  had  found  but  four 
cases  operated  upon  before  the  seventh  day,  while  the  cases 
operated  upon  at  a  later  date,  or  when  the  inflammation  had  be- 
come of  subacute  type  and  the  exudate  or  pus  shut  off,  were  mora 
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to  treatment,  eel  otomv  should   hp  rln«Q      t        J  onu  promptly 

kca  Led  Sri  t?"  •  'he  ,n?am™a'">7  Process  had  become  fell 

sorption  ot  ptomaines  or  micro-organisms  taking  ace  from  the 
vagina  or  uterus.  Cellulitis  and  lymphangitis  wire  eTther  absent 
lienor !7  mT™cy-  So-*  .Tears  ago  "treatment  won  ci W 
been  continued  by  irrigation  or  internal  medication      But Tin  ill 

pi-ov  rs  of  iihe  rs'  wlre  the  ^Zm^t 

&t«7  P  P  i  ? ugatl0n  and  CI"-ettement,  the  issue  proved 
in  oeffe^tTr  fi*  ^  ^T  ^^liotomj  had  been  £S2d 
m!  f  ».yl>ellyand  Smith  with  a  favorable  result  and  hv 

Montgomery  with  a  fatal  issue.  In  Kelly's  case  there  w«,  hi 
Sinning  lymphangitis,  in  Smith's  bednni^  perLnit  "and^n 
Montgomery's  pus  in  the  uterine  sinuses.  K^wmJ 
pared   to   advocate  hysterectomy  where,  in  spL  of  LrW?^' 

ro  increase.     Salines,  etc.,  should  not  be  neglected 

Q11?E-  iH^  Ju  •BoLDT  °Peiled   the  discussion.     He   thought  thp 
author  had  about  completely  covered  the  ground,  and  had  Arrived 

with°retrtowW 

ritit    K  I        G  had1termed  Emphatic  puerperal  perito- 

itrn?f  T"™!?  SePticemia-t"at  the  patients  would 
not  recover,  no  matter  what  was  done.  He  believed  it  w*« 
stated  m  one  part  of  the  paper  that  an  early  operalfon  might 
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possibly  save  the  patient  even  in  this  class  of  cases,  but  the  ques- 
tion would  naturally  arise  in  that  event  whether  recovery  would 
not  have  taken  place  without  operative  interference.  On  the 
other  hand,  if  the  patient  should  die  after  an  operation  a  doubt 
might  exist  in  our  minds  whether  she  might  not  have  recovered 
without  it.  He  had  seen  patients  recover  from  general  puer- 
peral septicemia  whom  he  had  not  expected  to  get  well,  and  who, 
no  doubt,  would  have  died  had  an  operation  been  performed. 
In  localized  peritonitis  of  puerperal  origin  he  thought  no  one 
would  dispute  the  fact  that  operative  interference  was  indicated. 
The  only  question  which  then  arose  was  whether  to  operate  by 
celiotomy  or  through  the  vagina.  He  would  choose  the  vaginal 
route,  as  it  permitted  of  about  as  exact  a  diagnosis,  afforded 
better  drainage,  caused  less  shock,  etc. 

The  speaker  thought  that  pathological  conditions  existing 
prior  to  labor,  such  as  ovarian  cystoma,  belonged  to  ordinary 
gynecological  work  and  called  for  operation.  Where  possible, 
in  local  inflammatory  pus  collections,  he  would  do  the  old  lateral 
extraperitoneal  operation  and  drain. 

Dr.  William  T.  Lusk  said  he  had  had  no  experience  with  re- 
moval of  the  uterus  or  its  appendages  in  the  early  days  following 
confinement.  He  regarded  the  author's  remarks  as  \ery  judi- 
cious, especially  those  which  expressed  the  hopelessness  of  ope- 
rative measures  in  general  acute  peritonitis  or  septicemia.  He 
had  had  three  cases  of  tubal  trouble  antedating  confinement, 
where  the  tubes  were  enlarged  and  gave  rise  to  fever  before 
labor  began  and  complicated  labor.  That  was  some'years  ago, 
and  he  had  often  looked  back  and  wondered  whether  the  pa- 
tients' lives  could  not  have  been  saved  by  operation. 

It  was  a  question  whether  operative  measures  ought  to  be 
undertaken  the  first  week  or  ten  days  following  confinement. 
They  were  mostly  cases  in  which  the  trouble  was  confined  to  the 
low  pelvis,  and  he  thought  he  was  not  out  of  the  way  in  saying 
that  it  would  be  safe  to  let  such  cases  go  on,  treated  in  the  old 
way.  Many  of  them  got  well ;  some  would  require  a  later  ope- 
ration, say  after  five  or  six  weeks,  and  then  operation  would  be 
safer  than  during  the  confinement  period. 

With  regard  to  so-called  septic  endometritis,  of  course  there 
were  cases,  he  said,  of  inflammation  of  the  uterus  with  general 
septic  infection.  Taking  out  the  uterus  would  not  make  any 
difference.  The  tissues  were  all  charged  with  micrococci,  there 
were  septic  foci  disseminated  through  the  body,  and  taking  out 
the  uterus  and  tubes,  whether  through  the  abdominal  walls  or 
vagina,  would  not  make  any  difference  ;  the  patient  was  bound 
to  die.  Then  there  was  a  large  number  of  cases  in  which  the  in- 
fection was  limited  to  the  mucous  membrane,  in  which  there  was 
fever  running  about  a  week,  sometimes  extending  into  the  second 
week,  but  all  recovered  if  let  alone.  In  other  words,  in  cases  in 
which  the  infection  was  limited  to  the  uterus,  there  being  no 
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trouble  in  the  tubes,  the  temperature  not  running  above  104° 
for  any  length  of  time,  if  one  would  refrain  from  using  the  cu- 
rette and  not  use  the  douche  oftener  than  once  in  three  or  four 
hours,  all  the  patients  would  get  well.  But  observe  what  would 
happen  if  the  curette  were  used.  The  mucous  membrane  was 
full  of  septic  germs;  with  infiltration  of  the  membrane  there 
came  a  barrier  of  leucocytes  through  which  the  micrococci  could 
not  penetrate  ;  they  formed  an  absolute  barrier,  and  if  that  was 
not  broken  down  the  patient  would  get  well.  But  if  one  should 
take  the  curette  and  break  through  that  barrier,  and  open  up  the 
lymphatics,  many  simple  cases  would  be  converted  into  severe 
ones  and  it  might  be  necessary  afterward  to  remove  the  uterus. 
Dr.  Lusk  said  he  felt  very  strongly  that  in  simple,  ordinary 
cases  with  endometritis  during  the  puerperium,  we  should  let 
them  alone  instead  of  converting  them  into  severer  ones  by  the 
use  of  the  curette. 

Dr.  W.  M.  Polk  thought  a  little  confusion  had  probably  been 
left  in  our  minds  from  the  gentlemen  presenting  the  patholo- 
gical, the  dead-house  aspect  of  the  question  under  discussion.  It 
was  by  no  means  an  easy  matter  to  make  the  sharp  distinctions 
which  Dr.  Noble  had  suggested  in  his  paper,  and,  with  all  re- 
spect for  the  speakers  who  had  preceded  him,  he  must  say  that 
it  was  a  difficult  matter,  and  he  would  confess  that  for  himself 
it  was  an  impossibility,  to  make  the  sharp  pathological  dis- 
tinctions in  the  various  kinds  of  puerperal  infection  as  the  pa- 
tients presented  themselves  for  treatment.  Then  there  was  a 
wide  difference  between  cases  of  infection  occurring  after  abor- 
tion and  those  occurring  after  labor  either  at  term  or  at  the 
period  of  viability.  The  same  rules  of  treatment  would  not 
apply  to  both  conditions. 

The  conclusions  reached  in  the  paper  seemed  to  Dr.  Polk,  on 
the  whole,  to  be  wise  ones.  We  should  be  conservative  until 
we  knew  where  we  stood,  and  we  surely  did  not  yet  know 
exactly  our  position  in  the  matter  of  puerperal  affection.  If  the 
question  were  as  simple  a  one  as  in  septic  poisoning  in  other 
forms  of  septic  inflammation,  we  could  solve  it  as  quickly  as  we 
had.  for  instance,  in  appendicitis.  All  would  remember  the 
confusion  which  had  existed  regarding  appendicitis  until  we  had 
made  up  our  minds  to  go  ahead  and  operate — operate  promptly, 
taking  out  something  which  was  of  no  particular  use  to  the  pa- 
tient, before  the  danger  became  very  great.  As  in  appendicitis, 
so  too  in  puerperal  peritonitis,  the  patient  would  die  unless  we 
interfered  ;  but  in  the  latter  condition,  unfortunately,  the  organ 
which  was  the  source  of  the  infection  could  not  be  removed 
with  such  indifference  and  with  so  little  shock.  Therefore  we 
could  not  formulate  definite  and  satisfactory  rules.  We  must, 
however,  always  bear  in  mind  the  fact  that  the  cases  represented 
septic  infection,  no  matter  what  might  be  the  pathological  con- 
dition.    If  we  could  tell  at  the  outset  whether  the  case  was  one 
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of  catarrhal  endometritis  of  the  mild  type,  or  whether  it  was 
one,  or  soon  to  be  one,  of  extreme  form  of  lymphangitis,  or  one 
destined  to  end  in  a  local  pelvic  collection  of  pus,  he  would  then 
admit  that  the  rules  laid  down  would  have  some  practical 
bearing ;  but  in  view  of  clinical  experience  he  thought  they  were 
open  to  criticism. 

In  contradistinction  to  what  Dr.  Lusk  had  said,  Dr.  Polk  con- 
fessed to  quite  as  strong  a  feeling  in  the  opposite  direction,  that 
of  losing  no  time  in  reaching  the  interior  of  the  uterus  in  every 
case  of  puerperal  fever.  He  used  the  term  puerperal  fever  as 
covering  all  cases  of  fever  the  outcome  of  septic  infection, 
whether  mild  or  grave,  centring  in  the  genital  tract.  He  be- 
lieved in  losing  no  time  in  getting  at  the  point  of  origin  of  the 
difficulty.  If  the  infection  were  taking  place  from  within  the 
uterus  he  believed  in  entering  it  promptly,  cleaning  it  out  either 
with  the  curette  or  fingers,  then  providing  for  ample  drainage 
by  the  introduction  of  gauze.  Drainage  was  of  greatest  import- 
ance. 

Dr.  Polk  thought  the  chief  fault  with  the  paper  was  the  fact 
that  it  had  not  made  the  clinical  distinction  between  the  dif- 
ferent cases  at  all  so  clear  as  the  pathological  distinction.  It  was 
hard,  therefore,  to  say  whether  a  case  came  within  the  class 
calling  for  hysterectomy  or  within  the  class  excluding  it.  Take 
a  case  like  one  of  which  he  presented  the  uterus  removed  four 
days  ago,  beginning  as  lymphangitis.  All  knew  that  death 
would  result,  as  in  this  case,  if  an  operation  were  not  done  before 
the  fourth  or  fifth  day,  yet  it  was  difficult  to  decide  before  that 
stage  whether  operative  interference  were  called  for.  The  ques- 
tion whether  to  operate  at  all,  or  when  to  operate  in  order  to  be 
effectual,  had  been  the  one  which  he  had  found  it  difficult  to 
decide. 

The  treatment,  then,  should  be  to  attack  the  uterus  first,  and 
if  the  symptoms  did  not  subside  one  was  at  liberty  to  go  further 
and  open  the  abdomen,  but  it  was  always  to  be  understood  that 
this  was  a  last  resort  and  one  which  could  not  promise  much. 
He  was  alluding  now  to  cases  in  which  the  poison  was  intro- 
duced at  the  time  of  confinement,  not  to  cases  of  pus  collection 
or  tumors  existing  before  labor.  As  to  the  choice  of  routes,  he 
thought  Dr.  Noble's  conclusions  in  the  main  correct.  In  infec- 
tion in  cases  of  labor  at  term  the  purulent  accumulations  were 
likely  to  be  situated  high  up  out  of  reach  through  the  vagina. 
In  cases  of  abortion  it  was  different,  and  an  operation  from 
below  was  simpler.  Regarding  hysterectomy,  his  results  in  that 
direction  had  been  poor.  In  the  only  case  of  the  kind  under 
consideration  which  he  had  saved  by  opening  the  abdomen, 
the  operation  was  done  on  the  seventh  day.  He  first  cleansed 
the  uterus,  packed  it  with  gauze,  opened  the  abdomen  wide, 
cleansed  it,  packed  with  gauze,  and  the  patient  made  a  good 
recovery.     Had  he  attempted  to  take  out  the  uterus  he  had  no 
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•doubt  she  would  have  died,  for  such  patients  did  not  withstand 
major  operations  well.     The  measure  resorted  to  was  a  tentative 
one,  a  half-way  measure,  but  one  which,  short  of  hysterectomy 
struck  most  directly  at  the  seat  of  the  difficulty. 

Dr.  H.  J.  Garrigues  expressed  the  belief  that  laparotomy 
^ould  have  an  extremely  limited  field  in  puerperal  affections 
When  lie  had  heard  the  reader  state  that,  in  order  to  have  a  pros- 
pect of  a  favorable  result  from  an  operation,  it  would  be  neces 
sary  to  perform  it  the  first  to  the  third  day  after  labor,  he  felt 
that  it  would  hardly  be  possible  to  take  such  a  responsibility 
It  was  known  that  many  patients  with  bad  forms  of  puerperal 
peritonitis  recovered.     He  had  put  on  record  a  few  years  ago 
thirteen  cases  of  general  peritonitis  (at  least  a  large  part  of  the 
abdominal  cavity   must  have  been  affected),  yet  seven  of  the 
number  had  recovered.     The  treatment  had   been  by  the  so- 
called  opium  plan,  enormous  doses.     When  the    process   had 
gone  on  for  some  time  and  become  more  or  less  localized   the 
patient  having  recovered  to  an  extent,  then  operations  might  be 
indicated,  and  in  some  cases  they  would  be   best   performed 
through  the  vagina,  in  some  by  celiotomy,  in  some  by  extra- 
peritoneal abdominal  incision.     He  bad  quite  recently  started  to 
take  out  the  puerperal  uterus  and  appendages  in  one  case   per- 
haps three  weeks  after  childbirth,  but  the  patient  was  so  low 
that  he  had  to  desist  after  making  the  anterior  and  posterior  va- 
ginal incisions,  lest  she  should  die  under  the  knife. 
>    Dr.  Garrigues  said  he  could  not  go  quite  as  far  as  Dr  Lusk 
in  the  direction  of  non-interference.     He  was  convinced  that  he 
had  saved  a  number  of  lives  by  using  antiseptic  injections  as 
soon  as  there  appeared  signs  of  endometritis.    ^Also,  where  there 
had  been  something  left  within   the  uterus,  the  proper  course 
was  to  go  in  immediately  and  take  it  out,  and  that  was  easily 
done  with  the  hand,  which  he  much  preferred  to  any  instru- 
ment.    In  abortion,  however, it  was  different;  the  uterus  should 
be  emptied  as  soon  as  possible,  and  it  eould  be  done  best  by  the 
large  curette.  J 

The  Chairman,  Dr.  Coe,  suggested  that  the  remainder  of  the 
discussion  be  limited  more  strictly  to  the  questions  raised  in  the 
paper.  It  was  not  intended,  for  instance,  to  raise  the  question 
of  curettage.  Regarding  local  collections  of  pus  within  the  ab- 
dominal cavity,  he  thought  they  were  situated  higher  at  times 
than  had  been  generally  recognized.  Pie  had  seen  them  under 
the  ribs. 

<  Dr.  W.  Evelyn  Porter  thought  one  of  the  greatest  difficul- 
ties arose  from  the  fact  that  the  majority  of  the  cases  under 
consideration  did  not  come  under  the  notice  of  the  specialist 
until  the  disease  was  advanced.  This  was  particularly  true  of 
the  second  class  mentioned  in  the  paper.  In  tubal  disease  dia- 
gnosed before  labor,  celiotomy  was  decidedly  indicated,  more 
especially  if  there  were  any  septic  element     But  in  a  great 
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many  of  the  cases  the  attending  physician  failed  to  make  the 
diagnosis  and  was  ignorant  of  the  cause  of  the  sepsis.  In  the 
second  class  of  cases,  where  the  infection  was  not  due  to  pre  ex- 
isting disease,  the  risk  in  doing  hysterectomy  lay  in  making  out 
the  character  and  location  of  the  sepsis.  Clinically  we  could  not 
distinguish  between  the  lymphatic  cases  and  those  in  which  the 
trouble  lay  within  the  u'tero-vaginal  tract.  If  celiotomy  were 
done  at  all  it  should  be  limited  to  irrigation  and  drainage.  The 
removal  of  a  little  more  septic  matter  by  doing  hysterectomy 
would  be  more  than  offset  by  shock.  If  the  cases  were  brought 
to  the  attention  of  the  specialist  early,  he  had  no  doubt  that  a 
large  percentage  of  them  would  be  saved  by  thorough  removal 
of  sepsis  from  within  the  uterus,  so  that  the  question  of  celi- 
otomy would  hardly  arise.  But  in  the  more  advanced  cases  he 
would  advocate  simply  celiotomy  with  irrigation  and  drainage,, 
but  without  hysterectomy. 

Dr.  Ralph  Waldo  referred  to  a  hospital  outbreak  of  puer- 
peral septicemia  seen  some  years  ago  with  Dr.  Garrigues,  and 
said  that  there  were  a  great  many  mild  eases  which  they  spoke 
of  as  parametritis,  as  indicating  a  localized  pelvic  infection,  and 
they  got  well  without  laparatomy.  He  did  not  mean  very  bad 
cases.  The  treatment  was  by  thoroughly  emptying  the  uterus, 
irrigating,  and  the  application  of  an  ice  bag  over  the  abdomen.. 
Fourteen  cases  had  been  brought  to  the  Lebanon  Hospital,  only 
a  few  of  them  after  abortion,  and  in  only  one  did  he  think  celi- 
otomy would  have  been  indicated,  but  this  patient  lived  five 
weeks  with  local  symptoms  and  died  of  exhaustion.  Another 
showed  the  value  of  emptying  the  uterus  by  curettement,  drain- 
ing, and  then  letting  it  alone ;  the  patient  recovered.  The 
point  which  he  wished  to  make  was  that  the  very  bad  cases 
mentioned  in  the  paper  died  whether  celiotomy  were  done  or 
not  done,  while  the  others  recovered  without  celiotomy.  Of 
course  there  were  cases  of  local  accumulation  of  pus  in  which 
an  operation  should  be  performed.  He  recalled  tour  cases  of 
extensive  abscess  which  he  drained,  and  the  patients  went  out 
well. 

Dr.  Ford,  of  Philadelphia,  thought  we  should  try  to  find  the 
source  of  infection  before  deciding  to  operate.  The  tempera- 
ture arose,  and  we  looked  upon  the  case  as  one  of  uterine  infec- 
tion, when  in  fact  the  infection  might  be  through  a  laceration 
of  the  vagina,  cervix,  or  perineum.  Evidently  it  would  be  diffi- 
cult to  decide  whether  operative  interference  was  called  for. 
He  related  a  case  similar  to  the  one  reported  by  Dr.  Currier. 
It  had  been  seen  with  Dr.  Goodell,  and  both  were  in  doubt 
whether  the  pus  collection,  which  had  probably  originated  in 
perineal  or  vaginal  infection  after  labor,  was  within  the  perito- 
neum or  extraperitoneal.  However,  a  deep  incision  was  made 
above  Poupart's  ligament,  the  pus  cavity  proved  to  be  extra- 
peritoneal, and  the  patient  recovered.     Subsequent  examination 
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showed  that  there  had  been  do  involvement  of  tube  or  ovary, 
which  had  previously  been  suspected. 

Dr.  Brooks  H.  Wells  said  that  nineteen  months  ago  he  had 
performed  a  laparatomy  on  a  puerpera  for  a  pus  accumulation 
which  presented  features  of  interest.  The  attending  physician 
had  delivered  the  patient  with  forceps.  There  promptly  fol- 
lowed high  temperature  with  sepsis.  She  was  curetted,  not 
once  only,  but  several  times  at  intervals,  without  antiseptic  pre- 
cautions. She  grew  steadily  worse,  the  temperature  went  up  to 
106°  F.,  and  she  suddenly  passed  into  almost  complete  collapse. 
Dr.  Wells  was  then  sent  for,  and  found  her  with  an  evident  septic 
peritonitis,  an  uncountable  pulse,  distended  abdomen,  tempera- 
ture of  106°,  and  a  large,  fluctuating  mass  in  the  right  side  of  the 
abdomen.  Although  the  patient  was  almost  moribund,  he  con- 
cluded that  laparatomy  would  give  her  the  best  chance.  On 
opening  the  abdomen  the  uterus  was  found  perforated  in  front 
from  frequent  use  of  the  curette.  The  appendix  vermiformis 
was  a  long  one  and  had  become  adherent  across  the  uterine  per- 
foration. The  right  broad  ligament  and  structures  in  front  of 
the  uterus  were  infiltrated  with  pus,  and,  a  pus  collection  having- 
ruptured,  the  peritoneum  and  intestines  had  become  contami- 
nated and  there  was  beginning  peritonitis.  In  order  not  to  fur- 
ther disseminate  the  infection,  he  did  not  wash  gut  the  perito- 
neal cavity,  but  simply  sponged  it  out,  packed  with  gauze,  and 
to  his  surprise  the  patient  recovered.  It  was  noted  that  while 
the  right  broad  ligament  was  infiltrated,  the  right  Fallopian  tube 
itself,  which  lay  over  the  abscess,  was  perfectly  normal,  showing 
that  we  could  occasionally  have  pelvic  abscess  without  tubal 
trouble. 

Dr.  E.  A.  Tucker  said  he  felt  that  he  could  not  leave  the  room 
without  raising  his  voice  against  celiotomy  in  puerperal  sepsis. 
Several  of  the  gentlemen  had  departed  from  the  subject,  he 
thought,  in  discussing  later  operations  which  belonged  only  to 
gynecology.  All  of  his  experience  had  tended  strongly  to  em- 
phasize the  wisdom  of  Dr.  Lusk's  words,  or  the  fact  that  the 
more  cases  one  let  alone  the  more  would  he  have  recover.  Out 
of  perhaps  four  thousand  cases  of  labor  which  had  passed  under 
his  observation  with  about  one  hundred  and  fifty  or  two  hun- 
dred cases  of  puerperal  fever,  he  could  recall  but  one  which 
would  have  stood  any  possible  chance  from  laparatomy.  Possi- 
bly that  one  would.  "  He  could  recall  a  great  many  which  re- 
covered, but  which  would  certainly  have  died  had  celiotomy 
been  performed.  One  case  with  pulmonary  abscess  recovered, 
also  one  with  discharge  of  pelvic  collection  through  the  rectum. 
When  a  case  had  passed  beyond  the  puerperal  state,  say  a  month 
after  labor,  he  thought  it  did  not  belong  to  the  class  under  dis- 
cussion—celiotomy  for  puerperal  sepsis. 

Dr.  A.  F.  Currier  thought  it  difficult  to  draw  the  line  be- 
tween cases  which  were  strictly  gynecological  and  those  which 
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were  strictly  obstetrical.  Most  of  the  cases  seen  by  the  gyne- 
cologist were  those  which  had  previously  gone  on  getting  better 
and  getting  worse  in  the  hands  of  the  general  practitioner.  Yet 
he  did  not  think  they  could  be  excluded  from  consideration  as 
puerperal  cases.  The  patients  had  never  fairly  finished  their 
pnerperium.  There  was  a  variety  of  conditions,  yet  he  thought 
we  could  consider  the  cases  under  three  classes,  viz.,  those  in 
which  the  infection  was  limited  practically  to  the  uterus,  those 
in  which  it  had  extended  into  the  surrounding  tissues  but  was 
limited  to  the  adnexa  or  other  definite  area,  and  those  in  which 
there  was  general  diffuse  peritonitis.  In  the  first  class,  of 
course,  celiotomy  was  to  be  excluded.  Yet  he  did  not  feel,  with 
Dr.  Lusk,  that  the  cases  should  be  let  alone,  for  his  experience 
nad  been  that  curettage,  irrigation,  and  drainage  had  resulted 
favorably.  In  the  second  class,  of  local  extraperitoneal  inflam- 
matory condition,  he  thought  the  question  of  abdominal  section 
a  very  pertinent  one.  Yet,  as  his  experience  had  been  limited 
to  cases  which  had  gone  some  time  after  confinement,  he  hardly 
felt  that  he  was  in  a  position  to  discuss  the  question  raised  as  to 
the  propriety  of  operating  within  the  first  few  days  after  infec- 
tion had  taken  place.  But  if  the  patient  had  not  been  thoroughly 
intoxicated  he  should  think  the  outlook  from  an  operation  would 
be  favorable..  If  the  peritoneum  were  generally  infected,  it 
seemed  to  him  that  it  would  be  utterly  futile  to  attempt  to  re- 
lieve by  operation.  He  had  had  two  cases  of  this  character  and 
both  had  died.  As  to  hysterectomy,  we  must  consider  the  con- 
dition of  sepsis.  If  the  patient  were  thoroughly  septic  one 
would  not  remove  the  sepsis  by  hysterectomy.  On  the  other 
hand,  he  thought  he  would  object  to  removing  the  uterus  in  the 
incipient  stage. 

The  Chairman  remarked  that  he  supposed  everybody  would 
curette  and  irrigate,  but  the  author  had  not  intended  to  bring 
out  a  discussion  on  those  points.  For  his  own  part,  he  had  not 
yet  reached  the  point  where  he  would  remove  the  uterus,  al- 
though he  had  been  tempted  to  do  it  once  or  twice.  He  would 
hardly  agree  with  Dr.  Tucker  in  putting  cases  of  pus  collections 
outside  the  discussion,  for  we  met  with  a  good  many  cases  the 
first  week  of  the  puerperium,  and  the  proper  treatment  was  to 
let  the  pas  out.  He  had  had  a  case  in  which  the  pus  extended 
up  to  the  umbilicus  the  first  week,  and  in  another  it  was  found 
under  the  lower  rib.  In  both  instances  it  was  removed  by  abdo- 
minal incision.  He  did  not  suppose  the  author's  intention  was 
to  limit  the  term  celiotomy  to  median  incision. 

Dr.  Noble  made  some  concluding  remarks.  He  had  not  been 
at  all  surprised  to  hear  the  expression  of  many  opinions  upon  the 
subject,  for  he  had  stated  in  his  paper  that  he  thought  there 
were  many  points  far  from  being  settled.  He  thought  Dr. 
Boldt  had  made  a  very  pertinent  suggestion,  that  patients  ope- 
rated upon  might  possibly  have  gotten  well  had  they  been  let 
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alone.  He  had  already  stated  that  if  the  sepsis  were  very 
marked  it  would  be  better  not  to  operate,  since  the  shock  of  the 
operation  might  hasten  death.  Dr.  Boldt,  we  knew,  was  an  ar- 
dent advocate  of  vaginal  operation,  but  in  these  cases  we  had 
collections  of  pus,  etc.,  often  too  high  to  be  reached  from  that 
direction.  With  spreading  peritonitis  many  gentlemen  objected 
to  operating,  yet  we  knew  the  patients  would  die  without;  and 
drainage  was  the  greatest  safeguard,  or  was  probably  as  bene- 
ficial as  anything  we  did  in  operating,  and  it  was  not  possible  to 
make  use  of  such  wide  drainage  from  below.  He  had  been  in- 
terested in  Dr.  Currier's  case,  as  it  corresponded  to  many  which 
he  had  reported  himself,  but  instead  of  calling  it  a  hematoma  he 
would  suggest  that  it  was  a  broad-ligament  abscess,  pure  and 
siirfple.  The  case  was  entirely  similar  to  a  number  which  he 
had  operated  upon,  and  all  had  recovered.  He  would  open  the 
abdomen  to  see  whether  there  was  a  pyosalpinx  or  not,  and  if 
not  he  would  open  over  Poupart's  ligament.  He  had  also  been 
interested  in  Dr.  Lusk's  reference  to  three  cases  of  death  from 
injury  to  pus  tubes  during  labor.  There  were  very  few  cases  of 
the  kind  on  record,  and  only  one  in  which  an  operation  was 
done,  and  that  was  in  England.  None  of  the  three  referred  to 
in  Dr.  Noble's  paper  had  been  published.  It  was  an  argument 
in  favor  of  avoiding  pregnancy  until  the  diseased  tube  had  been 
taken  out.  In  spite  of  Dr.  Lusk's  objection  to  the  use  of  the 
curette,  and  his  respect  for  his  wide  experience  and  opinion,  the 
speaker  would  continue  to  clean  out  all  infective  material  from 
the  uterus  as  thoroughly  as  he  could. 

As  to  the  point  made  by  Dr.  Polk  that  his  division  of  cases 
had  been  rather  sharp,  of  course  one  must,  in  discussing  so 
broad  a  subject,  speak  of  type  cases,  otherwise  there  would  be 
confusion.  Although  all  recognized  that  in  practice  it  was  diffi- 
cult to  make  out  type  cases  so  easily,  yet  he  thought  it  was  pos- 
sible, as  suggested  in  the  paper,  to  distinguish  cases  in  which 
infection  was  the  principal  element,  and  those  in  which  inflam- 
mation was  the  principal  element.  The  characteristics  of  the 
disease  in  the  two  classes  were  so  marked,  usually,  that  all  could 
distinguish  them.  As  to  Dr.  Polk's  remark  that  the  speaker  was 
an  ardent  advocate  of  vaginal  hysterectomy,  as  a  matter  of  fact 
he  had  done  vaginal  hysterectomy  for  a  time,  but  it  seemed  that 
each  successive  operation  had  proven  more  difficult  than  the  pre- 
vious one. 

He  was  not  inclined  to  agree  with  Dr.  Tucker  that  we  could 
do  nothing  but  give  medicine,  and  that  in  cases  in  which  that 
did  not  succeed  we  must  resign  our  patients  to  death.  He  ex- 
pressed interest  in  Dr.  Wells'  case  as  one  which  showed  that 
life  might  be  saved  in  an  apparently  hopeless  condition,  if  the 
physician  had  the  courage  to  operate. 
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Wednesday,  February  6th,  1S05, 

The  President,  G.  E.  Herman,  M.B.,  in  the  Chair. 

Specimens. — Dr.  Rkmfry:  Caso  of  absence  of  uterus  and 
breasts.  Dr.  Griffith  :  A  patient  on  whom  symphysiotomy 
had  been  performed.  Mr.  Butler-Smythe  :  Pellet-like  bodies- 
contained  in  an  ovarian  dermoid  cyst.  Dr.  W.  Duncan:  Micro- 
cephalic fetus  with  only  one  palpebral  fissure  and  no  nose. 

A  paper  by  R.  J.  Probyn-Williams,  M.D.,  and  Lennard 
Cutler,  M.R.C.S.,  L.R.C.P.,  was  then  read,  on 

some  observations  on  the  temperature,  pulse,  and   respira" 
tion  during  labor  and  the  lying-in. 

The  writers  first  considered  the  effect  of  labor  on  the  tem- 
perature, pulse,  and  respiration. 

Temperature. — They  find  that  their  results  coincide  with  those 
of  Dr.  Giles  (Transactions  1894). 

Pulse. — (1)  Rate.  They  consider  the  low  rate  of  the  pulse 
after  delivery,  as  given  in  the  text  books,  exaggerated.  In  one 
hundred  cases  of  normal  labor  observed  in  connection  with  this 
point,  they  found  that  in  seventy-six  the  rate  was  diminished,  in 
eleven  it  remained  stationary,  and  in  thirteen  it  was  increased 
after  the  end  of  the  third  stage. 

In  this  series  the  average  decrease  between  the  rates  during 
the  first  stage  and  half  an  hour  after  the  end  of  the  third  was 
eleven  beats  per  minute  (from  eighty-nine  in  first  stage  to 
seventy-eight  after  delivery). 

Parity  and  the  length  of  the  labor  have  some  influence  on  this 
fall;  and  after  the  administration  of  chloroform  during  labor  it 
is  common  to  find  the  pulse  remaining  high  after  delivery. 

In  nineteen  cases  of  post-partum  hemorrhage  there  was  an 
average  rise  of  nineteen  beats  per  minute  (seventy -eight  during 
labor,  ninety-seven  after  delivery). 

(2)  Tension,  as  estimated  by  tracings  made  with  Dudgeon's 
sphygmograph,  is  usually  above  normal  during  labor,  but  is  oc- 
casionally low,  notably  in  one  case  in  which  delivery  was  fol- 
lowed by  considerable  hemorrhage. 

Respiration. — After  delivery  there  was,  on  the  average,  a  fall 
of  one  respiration  per  minute  (twenty-three  during  labor,  twenty- 
two  after  delivery).  After  the  administration  of  chloroform 
this  decrease  was  not  observed. 

Lying-in:  Temperature. — The  writers  found  that  the  ave- 
rage temperature  of  one  hundred  cases  varied  between  98°  and 
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"99°,  being  higher  in  the  evening  than  the  morning.  The  highest 
average  temperature  was  reaciied  on  the  tirst  day,  and  was 
higher  in  pri  mi  parse  than  in  multipara.  Rupture  of  the  peri- 
neum had  no  appreciable  effect  on  the  temperature  during  the 
puerperinm. 

Pulse. — (1)  Rate.  They  do  not  agree  with  the  statements  in 
the  text  books  that  the  pulse  is  normally  very  slow  during  the 
first  week,  but  found  that  the  average  rate  of  one  hundred  cases 
was  never  lower  than  seventy-two.  The  pulse  rate  was  faster  in 
the  morning  than  in  the  evening  throughout  this  series. 

(2)  Tension.  In  a  few  cases  the  tension  is  diminished  by 
delivery,  but  in  the  majority  it  is  increased.  Whatever  may  be 
the  tension  of  the  artery  during  labor,  and  whether  it  rise  or  fall 
after  delivery,  within  twenty-four  hours  it  has  always  increased 
so  much  that  it  is  at  least  as  great  as,  and  generally  greater  than, 
the  tension  during  labor. 

This  increased  tension  may  persist  throughout  the  puerperium, 
and  commonly  lasts  longer  in  multipara  than  in  primiparse. 

Respiration. — The  rate  of  respiration  was  found  to  vary 
between  twenty  and  twenty-two  per  minute.  It  tends  to  follow 
the  pulse  rate  in  being  higher  in  the  morning,  and  not  the  tem- 
perature, which  is  higher  in  the  evening. 

The  annual  general  meeting  of  the  Society  was  then  held. 

The  reports  of  the  Hon.  Treasurer,  Dr.  Potter;  the  Hon. 
Librarian,  Dr.  John  Phillips ;  and  the  Chairman  of  the  Board 
for  the  Examination  of  Midwives,  Dr.  Champneys,  were  read 
and  adopted,  and  a  vote  of  thanks  passed  to  each  gentleman. 

The  President  then  delivered  his  valedictory  address.  Dr. 
Gervis  proposed,  and  Dr.  Hayes  seconded,  that  a  vote  of  thanks 
be  accorded  to  the  President  for  his  address,  and  that  it  should 
be  published  in  the  Society's  Transactions.  This  was  carried 
unanimously. 

The  following  officers  were  elected  : 

President — Francis  Henry  Champneys,  M.A.,  M.D. 

Vice-Presidents — James  Duncan,  M.B.,  John  H.  Gal  ton,  M.D. , 
Peter  Horrocks,  M.D.,  Thomas  Cargill  Nesham,  M.D.  (New- 
■castle-on-Tyne). 

Treasurer — John  Baptiste  Potter.  M.D. 

Chairman  of  the  Board  for  the  Examination  of  Midwives — 
Charles  James  Cullingworth,  M.D. 

Honorary  Secretaries — William  Duncan,  M.D.,  W.  Radford 
Dakin,  M.D. 

Honorary  Librarian — John  Phillips,  M.A.,  M.D. 

Other  Members  of  Council — Thomas  Rutherford  Adams, 
M.D.  (Croydon),  Fletcher  Beach,  M.D.  (Sidcup),  Robert  Boxall, 
M.D.,  Archibald  Donald,  M.A.,  M.D.  (Manchester),  Lovell 
Drage,  M.  D.  (Hattield),  Willoughby  Furner  (Brighton),  Wil- 
liam John  Gow,  M.D.,  Walter  S.  A.  Griffith,  M.D.,  Gerald  S. 
Harper,  M.B  ,  Constantine  Holman,  M.D.,  John  D.  Malcolm, 
M.B.,  CM.,    David   Ritchie   Pearson,   M.D.,   William   Rivers 
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Pollock.  M.B.,  B.C.,  Leonard  Remfry,  M.A.,  M.D.,  John  Henry 
Salter  (Kelvedon),  John  Bland  Sutton,  James  Henry  Targett,. 
M.B.,  B.S.,  Walter  W.  H.  Tate,  M.B. 


REVIEW. 


A  Monograph  on  Diseases  of  the  Breast  :  their  Pathology 
and  Treatment,  with  Special  Reference  to  Cancer.  By 
W.  Roger  Williams,  F.R.C.S.,  late  Surgeon  Western  Gen- 
eral Dispensary,  and  Surgical  Registrar,  Middlesex  Hospital. 
Pp.  572.  Octavo.  Seventy-six  illustrations.  London  :  John 
Ball  &  Sons,  1894. 

When  one  has  turned  the  last  page  of  this  book  he  lays  it 
down  with  a  feeling  of  satisfaction  at  the  thorough,  scientific, 
and  yet  practical  manner  in  which  the  subject  has  been  handled. 
Williams'  previous  work,  on  "The  Principles  of  Cancer  and  Tu- 
mor Formation,"  and  his  wide  experience,  lead  us  to  expect 
work  well  done,  and  this  expectation  is  not  disappointed,  for  the 
book  is  certainly  the  best  that  has  yet  appeared  on  diseases  of 
the  breast.  Following  the  logical  sequence,  it  discusses  the 
evolution  of  the  gland  and  nipple,  the  ontogeny  and  phylogeny, 
morphology  and  secretory  anomalies.  A  fact  noted  in  the  sec- 
ond chapter  which  has  not  been  generally  considered,  but  which 
is  of  the  greatest  importance  from  a  surgical  standpoint,  is  that 
the  shape  of  the  mamma  is  not  round,  as  universally  pictured,, 
but  tricuspid,  somewhat  like  an  arrow  head,  with  one  cusp  ex- 
tending to  or  overlapping  the  sternum,  and  the  two  others- 
extending  over  the  lower  border  of  the  great  pectoral  muscle 
toward  or  into  the  axilla. 

After  the  morphology  come  chapters  on  mammary  variations 
per  defectum  and  excessum,  on  hypertrophy,  on  histology  and 
neoplastic  pathogeny,  and  on  the  varieties  and  relative  frequency 
of  mammary  neoplasms. 

Chapter  VTII.  deals  with  the  absorbing  question,  Do  cancers 
and  other  neoplasms  arise  through  a  modification  of  the  forma- 
tive process,  or  are  they  the  result  of  the  presence  of  micro- 
organisms or  some  other  source  of  irritation  ?  The  author 
inclines  to  the  former  alternative — a  view  that  has  always 
seemed  to  the  reviewer  to  be  decidedly  the  more  tenable.  Patho- 
logical neoplastic  processes  are  certainly  perfectly  explicable  as 
aberrant  repetitions  of  normal  development  processes.  In  cases 
of  auto-inoculation,  intentional  or  accidental,  the  phenomena  met 
with  more  closely  resemble  those  of  tissue-grafting  than  they  do 
those  resulting  from  the  inoculation  of  an  infectious  disease.  It 
may  be  inferred  in  these  instances  that  the  morbid  epithelial 
cells  are  themselves  the  infecting  agents,  and  that  cancer  auto- 
inoculability  is  a  phenomenon  of  the  same  order  as  cancer  meta- 
stasis.    The   evidence   here,  as  in    other   lines,  is  against    the 
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existence  of  a  specific  cancer  microbe,  which  the  author  believes 
has  not  yet  been  found  because  it  does  not  exist. 

Chapter  IX.  takes  up  the  morphology,  and  Chapter  X.  the 
general  pathology,  of  uterine  cancer.  The  latter  contains  many 
curious  and  interesting  statements  as  to  the  influence  of  sex, 
age,  complexion,  race,  heredity,  general  health,  traumata,  bio- 
logical distribution,  association  or  origin  from  other  neoplasms, 
etc.  It  is  shown  that  cancer  is  becoming  progressively  much 
more  prevalent.  In  England  the  cancer  death  rate  per  million 
in  1840  was  one  hundred  and  seventy-seven.  This  increased  in 
wonderfully  regular  gradation,  until  in  1891  it  had  reached  the 
somewhat  appalling  figure  of  six  hundred  and  ninety-two.  Other 
countries  from  which  reliable  figures  could  be  obtained  show  a 
similar  increase,  the  augmented  mortality  coinciding  with  in- 
crease in  the  national  well-being,  and  being  least  where  unfavor- 
able material  conditions  have  prevailed. 

The  chapters  treating  of  the  varieties,  symptomatology,  dia- 
gnosis, and  treatment  of  cancer  are  essentially  practical  and  are 
admirable.  An  important  differentiation  is  made  between  non- 
malignant  villous  papilloma  and  malignant  tubular  cancer — two 
distinct  conditions,  heretofore  usually  confounded  under  the 
term  "  villous  cancer." 

Chapter  XV.  discusses  that  extremely  rare  condition,  cancer 
of  the  mammary  integument,  and  Chapter  XVT.  the  somewhat 
less  rare  cancer  of  the  male  breast.  Then  follow  chapters  on 
sarcoma,  fibroma  and  fibro-adenoma,  lipoma,  chondroma,  etc., 
cystic  disease  and  cysts,  non-malignant  neoplasms  of  the  male 
breast,  axillary  tumors,  inflammatory  and  suppurative  diseases, 
tubercle,  syphilis,  traumata,  neuroses,  etc.  b.  h.  w. 


ITEMS. 

I.  The  Bordeaux  Gynecological,  Obstetrical,  and  Pediat- 
ric Society  has  organized  a  Congress,  which  will  meet  in  that 
city  at  the  same  time  as  the  Congress  of  Physicians,  from  August 
12th  to  16th.  Tarnier,  of  Paris,  will  be  General  President  of 
the  Congress,  and  Le  Dentu,  Tarnier,  and  Lannelongue  presi- 
dents of  the  sections  on  Gynecology,  Obstetrics,  and  Pediatrics. 
The  Secretary-General,  from  whom  any  information  can  be 
obtained,  is  Lefaur,  of  Bordeaux. 

II.  The  twentieth  annual  meeting  of  the  American  Gyneco- 
logical Society  will  be  held  in  Baltimore,  May  28th,  29th,  and 
30th,  1895.     The  following  is  the 

Preliminary  Programme. 
First  day — Morning  Session. 
1.  Recent  Experience  in  Ureteral  Work.     By  Dr.  Howard 
A.  Kelly. 
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2.  Suprapubic  Hysterectomy.     By  Dr.  B.  F.  Baer. 

3.  Hysterectomy  for  Uterine  Fibroids.     By  Dr.  S.  C.  Gordon. 

4.  Abdominal  Section  for  Puerperal  Septicemia.     By  Dr.  J. 
M.  Baldy. 

5.  Ligation  of  the  Pedicle  with  Catgut.     By  Dr.  Archibald 
MacLaren. 

Afternoon  Session, 

6.  A  paper  by  Dr.  T.  Addis  Emmet. 

7.  Alexander's  Operatiou.     By  Dr.  Clement  Cleveland. 

8.  My  Experience  with  Ventrofixation  and  Alexander's  Ope- 
ration.    By  Dr.  A.  Lapthorn  Smith. 

9.  A  paper  by  Dr.  P.  F.  Munde. 

Second  Day — Morning  Session. 

10.  President's  Address.     By  Dr.  M.  D.  Mann. 

11.  Penal  Insufficiency  in  Gynecological  Cases.     By  Dr.  J. 
H.  Etheridge. 

12.  Total   Extirpation   of    the    Uterus.     By  Dr.  Jacobs,  of 
Brussels. 

13.  Specimens  removed  by  Vaginal  and  Abdominal  Hysterec- 
tomy.    By  Dr.  R.  S.  Sdtton. 

14.  Yaginal  Hysterectomy  for  Conditions  other  than  Suppura- 
tion and  Malignant  Disease.     By  Dr.  E.  W.  Cushing. 

Afternoon  Session. 

15.  Conservative  Surgical  Treatment  of  Septic   Pelvic   Dis- 
ease.    By  Dr.  F.  Henrotin. 

16.  Trachoma  of  the  Female  Genito-Urinary  Tract.     By  Dr. 
A.  W.  Johnstone. 

17.  True  Pelvic  Cellulitis.     By  Dr.  Ely  Yan  de  Warker. 
IS.  A  paper  by  Dr.  Willis  Ford. 

19.  Treatment  of  Puerperal  Eclampsia.     By  Dr.  T.  A.  Reamy. 

20.  Prevention  of  Uterine  Disease  due  to  Child-bearing.     By 
Dr.  W.  Gill  Wylie. 

Third  Day — Morning  Session. 

21.  A  paper  by  Dr.  Edward  P.  Davis. 

22.  A  paper  by  Dr.  W.  H.  Wathen. 

23.  Deciduoma  Malignum.     By  Dr.  J.  W.  Williams. 

24.  So-called  Gauze  Drainage.     By  Dr.  H.  C.  Coe. 

25.  Deep  Incision  of  the  Parturient  Cervix  for  Rapid  Delivery. 
By  Dr.  J.  C.  Edgar. 

Afternoon  Session. 

26.  Symphysiotomy  in  Canada   and  the  United  States.     By 
Dr.  R.  P.  Harris. 

27.  Appendicitis    from    an    Obstetrical    and    Gynecological 
Standpoint.     By  Dr.  E.  H.  Grandin. 

28.  Artificial  Abortion.     By  Dr.  H.  J.  Garrigues. 

29.  In   Memoriam— Dr.  William   Goodell.     By   Dr.    B.    C. 
Hirst. 
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INCURABLE  VESICO-VAGINAL  FISTULA  : 

A  NEW  METHOD   OP  TREATMENT  BY   SUPRAPUBIC   CYSTOTOMY.1 


BY 

THOMAS  ADDIS  EMMET,  M.D., 
New  York. 


On  a  previous  occasion  I  briefly  stated  to  the  Society  the  fact 
that  I  had  performed  an  operation  for  the  relief  of  a  woman  suf- 
fering from  an  incurable  form  of  vesico-vaginal  fistula,  and  that 
at  some  future  time  I  would  report  the  case  in  full.  This  prom- 
ise I  shall  now  fulfil. 

Mrs.  C,  aged  26,  was  admitted  to  the  Woman's  Hospital 
January  31st,  1894.  She  stated  that  she  had  been  married  six 
years  and  was  the  mother  of  two  children,  the  eldest  being  3 
years  old  and  the  youngest  18  months.  There  had  been  no  diffi- 
culty with  the  first  labor,  but  the  last  was  tedious,  with  the  child's 
head  low  down  at  the  vaginal  outlet  for  some  twelve  hours  be- 
fore the  delivery  was  accomplished  with  the  use  of  forceps. 

1  Read  at  a  meeting  of  the  New  York  Obstetrical  Society,  held  Tuesday 
evening,  March  5th,  1895. 
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About  three  weeks  after  her  labor  she  began  to  lose  control  of 
the  contents  of  the  bladder,  and  the  quantity  lost  continued  to 
increase  until  at  the  end  of  a  few  days  the  urine  all  escaped,  and 
in  consequence  she  had  suffered  greatly  for  months  previous  to 
her  admission  to  the  hospital. 

The  general  condition  of  this  woman  was  not  good  at  the 
time  of  her  admission,  as  she  was  pale,  anemic,  very  nervous, 
quite  emaciated,  and  too  weak  to  remain  out  of  bed.  Her  local 
condition  was  a  dreadful  one,  as  she  had  been  in  ignorance  of 
the  knowledge  necessary  for  taking  proper  care  of  herself.  Her 
buttocks,  and  the  parts  external  to  the  vaginal  entrance,  were 
excoriated  and  edematous,  with  a  phosphatic  deposit  from  her 
urine  encrusting  every  portion  of  raw  surface.  It  was  fully  two 
weeks  after  her  admission  before  a  proper  vaginal  examination 
could  be  made.  The  treatment  consisted  in  carefully  removing, 
piece  by  piece,  the  phosphatic  deposit,  and  then  lightly  touching 
each  raw  surface  with  the  solid  stick  of  nitrate  of  silver,  so  that 
it  might  heal  under  the  protection  of  the  film  thus  formed. 
Hot-water  vaginal  injections  were  frequently  used  to  lessen  the 
edematous  condition  of  the  soft  parts.  Then  after  each  injec- 
tion the  parts  were  carefully  and  freely  smeared  with  an  oint- 
ment made  from  the  impure  oxide  of  zinc,  to  which  a  sufficient 
quantity  of  wax  had  been  added  to  give  it  body,  so  that  it  could 
not  be  easily  washed  off. 

As  soon  as  the  local  irritation  was  relieved  she  began  to  sleep 
better,  her  appetite  returned,  and  her  general  condition  im- 
proved rapidly.  When  the  local  examination  was  made  it  was 
found  that  the  vesico-vaginal  fistula  was  from  a  very  extensive 
loss  of  tissue ;  in  fact,  all  the  soft  parts  had  been  lost  except  the 
fundus  of  the  bladder  and  a  portion  of  the  uterus,  while  all  the 
urethra,  the  tissues  under  the  pubes  and  for  some  distance  into 
the  bladder  above,  had  sloughed  away,  leaving  nothing  but  the 
periosteum  covering  the  surface  of  the  bone.  The  vaginal  por- 
tion of  the  recto-vaginal  septum  had  also  been  lost,  with  the 
cervix  uteri  and  the  whole  posterior  cul-de-sac.  The  vaginal 
canal  was  only  about  an  inch  and  a  half  deep,  and  was  continu- 
ous with  the  fistula  into  the  bladder,  as  if  the  two  were  one 
common  canal,  and  through  this  the  inverted  bladder,  filled  with 
intestines,  protruded  from  the  labia. 

February  20th,  1894,  I  operated  to  close  the  fistula,  and  by 
doing  60  the  prolapse  of  the  bladder  was  prevented,  and  she  was 
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by  this  means  relieved  of  the  chief  source  of  her  suffering.     The 
opening  was  closed  by  a  comparatively  easy  procedure  for  those 
who  have  had  experience  in  this  form  of  plastic  surgery.     The 
posterior  cul-de-sac,  as  has  been  stated,  had  sloughed  away  with 
the  cervix,  and  in  the  healing  and  subsequent  contraction  the 
vaginal  tissue  gradually  covered  in  the  uterine  stump,  so  that 
the  posterior  wall  of  the  vagina  at  length  formed  the  upper  bor- 
der of  the  fistula.     The  parts  became  firmly  fixed  by  the  cicatri- 
cial tissue,  so  that  it  was  impossible  to  draw  down  the  upper 
edge  of  the  fistula  nearer  than  within  an  inch  of  where  the  neck 
of  the  bladder  should  have  been.     The  patient  was  placed  on 
the  left  side,  and,  after  the  introduction  of  Sims'  speculum,  steady 
traction  by  means  of  a  strong  tenaculum  was  made  from  the 
central  portion  of  the  upper  border  of  the  fistula  to  draw  it 
down  toward  the  vaginal  outlet.     By  this  traction  a  radiating 
fold  was  formed  running  backward  and  outward  on  each  side 
from  the  tenaculum.     While  the  stump  of  the  uterus  was  being 
thus  drawn  down  and  held  firmly  on  the  stretch  by  a  long-han- 
dled tenaculum  in  the  hand  of  an  assistant,  I  divided  these  folds 
at  a  right  angle  to  their  course  and  continued  the  division  until 
the  uterus  could  be  drawn  down  to  the  vaginal  outlet.     This  is 
an  operation  which  cannot  be  done  properly  with  a  knife,  and 
the  best  instrument  for  the  purpose  is  a  pair  of  scissors  devised 
by  me  many  years  ago  for  dividing  backward,  in  the  median  line, 
the  cervix  uteri.     These  scissors  are  flat   on  the  face,  but  are 
bent  backward  at  an  acute  angle  and  are  blunt-pointed.     As  the 
parts  were  kept  on  the  stretch  by  the  assistant,  and  while  using 
the  index  finger  of  one  hand  as  a  guide,  the  line  was  gradually 
opened  up  by  snipping  the  more  dense  structure  and  by  using  a 
blade  of  the  scissors  for  dissection. 

Having  thus  opened  up  the  posterior  cul-de-sac,  and  freed  the 
stump  of  the  uterus  from  the  vaginal  wall  until  the  sides  of  the 
fistula  could  be  brought  in  contact,  they  then  formed  a  large 
crescentic  line  with  a  horn-like  angle  running,  on  each  side  of 
the  vagina,  in  the  direction  of  the  sulcus,  upward  and  backward. 

After  gaining  this  much  in  freeing  the  edges  of  the  fistula,  it 
was  not  a  difficult  undertaking  to  denude  them  and  to  close  the 
opening  with  some  twelve  interrupted  silver-wire  sutures,  the 
whole  forming  a  curved  line  of  union  about  three  inches  in 
length.  Or,  to  be  more  explicit,  six  sutures  were  put  in  on  each 
side,  and  the  edges  of  the  fistula  were  closed  up  to  where  the 
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neck  of  the  bladder  had  been,  and  at  this  point  an  opening  was 
left  through  which  the  finger  could  be  passed  into  the  bladder. 

This  was  a  very  satisfactory  result  to  have  been  gained  at  a 
single  sitting,  but  experience  had  taught  me  that  if  such  a  raw 
surface  was  left  to  heal  by  granulation  and  to  cicatrize,  long 
before  the  edges  of  the  closed  fistula  could  become  firmly  united 
the  cicatrizing  and  contracting  surface  on  the  vagina  would  be- 
gin  to  exert  sufficient  traction  to  bring  about  absorption,  and  in 
a  short  time  the  original  fistulous  opening  would  be  reproduced. 
It  was  at  an  early  period  of  my  professional  life  that  I  gained 
this  experience,  and  I  then  devised  an  original  procedure  which 
has  been  the  means  of  affording  to  me  at  least  a  degree  of  suc- 
cess in  plastic  surgery  of  which  a  stranger  to  the  method  could 
have  no  conception. 

For  other  reasons,  not  relevant  to  the  subject  under  considera- 
tion, I  never  leave  a  surface  about  the  female  organs  of  genera- 
tion, or  in  erectile  tissue,  to  cicatrize,  but  always  carefully  close 
it  in,  to  obtain,  if  possible,  primary  union.  But  in  plastic  sur- 
gery we  do  so  in  addition  to  avoid  contraction.  The  principle 
is  to  close  the  parts  together  in  the  opposite  direction  to  the 
line  of  incision,  and  the  traction  is  thus  relieved  to  the  full 
extent  of  the  separation  gained.  When  the  upper  edge  of  the 
fistula  was  drawn  down,  as  I  have  described,  in  contact  with  the 
lower  portion,  the  parts,  which  had  been  divided  by  the  incisions 
across  the  axis  of  the  vagina,  could  be  then  separated  fully  an 
inch  or  more  in  the  opposite  direction  to  the  line  of  incision. 

Before  attempting  to  close  the  fistula,  and  while  the  parts 
were  thus  held  on  the  stretch,  I  carefully  introduced  a  sufficient 
number  of  interrupted  silver  sutures  to  bring  together,  in  the 
long  axis  of  the  vagina,  the  divided  edges  of  each  incision.  1 
closed  each  line  with  as  much  care  as  could  be  done,  for  the 
purpose  of  securing  union  in  the  edges  of  the  fistula  itself.  I 
then  proceeded  to  close  the  fistula  as  I  have  described. 

On  the  fourteenth  day  the  sutures  were  removed,  and  it  was 
found  that  primary  union  had  been  gained  throughout.  Every 
portion  of  the  fistula  which  had  been  brought  together  had 
firmly  united.  And  notwithstanding  the  uterus  had  been  drawn 
down  to  the  vaginal  outlet  inclosing  the  fistula,  the  vaginal  canal 
was  found  fully  an  inch  deeper  than  it  was  before  the  operation, 
thus  showing  that  the  two  lines  of  incision,  which  had  been 
united  in  the  upper  part  of  the  vagina,  had  not  contracted. 
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On  seeking  to  take  the  next  step  I  realized  that  it  was  almost 
impossible  to  obtain  tissue  enough  in  the  neighborhood  to  form 
the  urethra  properly,  and  if  attempted  it  might  require  several 
years  before  it  could  be  completed,  with  the  danger  in  addition 
of  afterward  having  all  lost  in  a  few  weeks  from  carelessness  on 
the  part  of  the  patient. 

On  this  subject  I  can  speak  with  authority,  as  I  originated 
and  perfected  all  the  details  in  connection  with  the  operation 
for  making  the  female  urethra.  My  first  successful  operation 
was  about  1862.  I  reported  several  cases  in  my  book  on  "  Vesi- 
covaginal Fistula,"  published  in  1868,  and  other  cases  are  de- 
tailed in  my  work  on  "The  Theory  and  Practice  of  Gynecology," 
published  at  a  subsequent  period. 

It  is  possible  that  this  operation  may  at  some  time  receive  a 
foreign  indorsement,  as  it  has  been  stated  that  recently  some 
German  operator  has  attempted  it.  If  so,  it  may  in  time  receive 
a  more  general  appreciation  in  this  country.  But  in  the  mean- 
time, since  I  have  had  more  experience  than  any  one  else  in  re- 
gard to  the  indications  and  subsequent  results  of  the  operation, 
I  will  state  the  conclusions  I  have  arrived  at. 

It  is  not  a  difficult  undertaking  to  form  the  vaginal  portion 
of  the  female  urethra,  if  the  part  under  the  pubes  has  been  pre- 
served. After  such  an  operation  the  function  of  the  urethra 
can  be  fully  established,  with  the  natural  desire  to  empty  the 
bladder  when  sufficiently  distended.  This  is  due  to  the  fact 
that  the  nerve  fibres  from  the  neighboring  ganglia  are  chieflv 
distributed  to  that  portion  of  the  urethra  which  is  situated  un- 
der the  arch  of  the  pubes  and  is  thus  protected  from  injury  by 
pressure.  It  is  a  very  tedious  undertaking  to  form  a  urethra 
where  all  the  tissues  under  the  pubes  have  been  lost.  As  such  a 
canal  has  to  be  constructed  from  parts  containing  little  or  no 
muscular  structure,  there  can  be  no  retentive  power  obtained 
beyond  the  mechanical  effect  to  be  gained  by  extending  the  new 
canal  well  up  to  the  clitoris.  This  is  done  that  it  may  act  on 
the  principle  of  a  spout,  which  will  allow  of  a  certain  amount  of 
accumulation,  and  as  the  bladder  becomes  distended  it  must  rise 
out  of  the  pelvis,  and  thus  retentive  power  is  gained  by  drawing 
the  urethra  tight  up  against  the  pubic  arch. 

With  this  condition  there  is  no  desire  excited  to  evacuate  the 
bladder  when  distended,  and  it  is  only  with  the  exercise  of  the 
greatest    care   that   the   bladder   is   ever  emptied    completely. 
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Moreover,  it  has  been  found  from  experience  that  it  is  almost 
impossible  to  get  any  woman  to  realize  the  necessity  for  fre- 
quently washing  out  the  bladder  under  these  circumstances. 
When  this  is  neglected  phosphatic  urine  will  be  retained  in 
the  bladder,  calculi  must  soon  form,  and  in  a  short  time  the 
work  of  months,  and  even  years,  will  be  lost  from  slough- 
ing. 

After  realizing  all  these  difficulties,  made  most  familiar  to  me 
from  personal  observation,  I  have  long  since  ceased  to  attempt 
the  formation  of  the  female  urethra  where  such  destruction  of 
tissue  had  taken  place,  and  simply  regard  the  operation  as  a 
surgical  curiosity.  For  several  years  past  I  have  attempted  in 
these  cases  to  do  no  more  than  to  make  them  comfortable  by 
bridging  over  the  fistula  to  prevent  a  prolapse  of  the  fundus  of 
the  bladder.  They  would  then  have  to  rely  on  some  contrivance 
to  catch  the  urine  in  the  vagina  and  to  drain  it  off  to  some 
receptacle  provided  for  the  purpose. 

After  this  long  but  necessary  digression,  with  the  explanation 
of  the  difficulties  presented  and  why  a  new  urethra  was  not 
formed,  it  will  be  easy  to  appreciate  the  steps  taken  and  the 
necessity  for  the  operation  which  was  instituted  by  me  as  a 
substitute. 

I  determined  to  establish  an  opening  above  the  pubes  for  the 
escape  of  the  urine,  and  then  to  close  the  fistula  between  the 
vagina  and  bladder. 

The  bladder  has  been  frequently  opened  between  the  dip  of 
the  peritoneum  and  the  top  of  the  pubes,  and  the  operation  has 
been  employed  at  a  more  recent  date  for  the  relief  of  men  with 
enlarged  prostate.  But  in  consequence  of  the  difficulties  which 
have  been  experienced  in  every  case  in  keeping  the  cicatricial 
surface  from  closing  the  canal  by  contraction,  and  from  the 
irritation  excited  by  the  frequent  efforts  at  dilatation,  the  em- 
ployment of  the  procedure  has  given  no  promise  for  the  future. 

I  would  therefore  not  have  attempted  the  operation  if  I  had 
not  been  confident  that  I  could  prevent  contraction  to  a  great 
extent  and  that  the  canal  would  remain  open  afterward.  I 
originated  the  plan  of  giving  rest  to  the  bladder  in  cystitis  by 
forming  a  vesico-vaginal  fistula  for  the  free  escape  of  the  urine. 
Notwithstanding  the  advantages  of  this  mode  of  treatment  were 
evident  to  the  most  indifferent  observer,  the  procedure  must 
ultimately  have  been  abandoned  in  consequence  of  the  addi- 
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tional  irritation  kept  up  in  the  constant  effort  necessary  by 
dilatation  to  prevent  closure  of  the  opening. 

At  length  I  conceived  the  plan  of  attaching,  by  interrupted 
sutures,  the  divided  edges  of  the  mucous  membrane  of  the 
bladder  to  the  mucous  membrane  of  the  vagina,  on  the  principle 
of  making  a  buttonhole.  This  mode  of  operating  has  proved 
successful  in  permanently  establishing  an  opening  of  the  size 
desired,  and  it  is  the  only  means  by  which  it  can  be  accom- 
plished. I  therefore  decided  to  apply  this  principle  for  the 
relief  of  the  case  under  consideration. 

March  26th,  1894,  ether  was  administered,  and,  as  the  patient 
lay  on  her  back  at  full  length,  an  opening  was  made  into  the 
bladder  in  accord  with  the  following  contingencies  which  had 
presented  themselves  to  my  mind  :  As  the  distance  between 
the  dip  of  the  peritoneum  and  the  pubes  is  not  the  same  in 
every  individual,  it  was  evident  that  the  passage  to  the  bladder 
should  be  made  as  close  to  the  bone  as  possible,  to  avoid  enter- 
ing the  peritoneal  cavity.  Moreover,  as  the  wall  of  the  bladder 
is  tirmly  attached  to  the  posterior  surface  of  the  pubes,  it  could 
not  be  drawn  out  as  easily  as  is  done  in  the  vaginal  opening. 
Therefore  it  would  be  necessary  to  carry  in  a  flap  of  skin  over 
the  pubes  to  the  bladder  below,  while  above  the  bladder  could 
be  easily  drawn  out  to  the  skin.  To  meet  these  indications,  and 
to  avoid  the  skin  covered  with  hair,  a  semicircular  incision  was 
made  above  the  pubes,  and,  converging  downward  toward  the 
centre,  the  recti  muscles  were  reached  just  at  their  attachment 
to  the  pubes.  With  the  flap  turned  back,  the  index  finger  of 
one  hand  was  passed  from  the  vagina  into  the  bladder  and  was 
pressed  upward  at  the  proposed  point  of  entrance ;  then  with 
the  blunt  end  of  the  scalpel  the  recti  muscles  were  separated  for 
an  inch  or  more,  upon  the  tip  of  the  finger  felt  in  the  bladder. 
Just  as  the  bladder  was  being  reached  the  peritoneum  was 
seen  covering  the  upper  portion  of  the  extremity  of  the  present- 
ing finger.  The  loose  connective  tissue  which  still  covered  the 
surface  was  carefully  separated  and  pushed  aside  until  that 
portion  of  the  bladder  had  become  so  far  free  that  the  finger 
was  able  to  push  a  part  of  the  wall  up  into  the  wound,  and  as 
this  was  done  the  peritoneum  was  pressed  aside  and  disap- 
peared. Two  sutures  were  passed  through  the  presenting  por- 
tion of  the  bladder  on  the  tip  of  the  finger,  using  a  half-curved 
needle  armed  with  a  silk  loop.     The  bladder    wall  was  then 
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divided  with  scissors  between  these  sutures  until  the  first  joint 
of  the  linger  protruded.  The  needle  attached  to  each  of  these 
sutures  was  passed  through  the  skin  to  correspond,  and,  with 
a  portion  of  silver  wire  attached,  it  was  drawn  through  and 
twisted.  By  this  means  two  points  in  the  median  line  were 
secured — where  on  one  side  toward  the  umbilicus,  and  on  the 
other  toward  the  pubes,  the  edges  of  the  divided  skin  and  of 
the  opening  into  the  bladder  were  brought  together.  Then  the 
angles  of  the  cut  into  the  bladder  were  drawn  up  with  a  tena- 
culum and  secured  in  the  same  manner,  with  several  other 
more  superficial  sutures  to  complete  the  line  at  different  points. 
A  funnel-shaped  opening  was  thus  formed,  showing  the  everted 
mucous  membrane  of  the  bladder  for  fully  two-thirds  of  the 
line  away  from  the  pubes,  while  the  skin  was  turned  in  along 
the  other  portion. 

A  dry  dressing  was  made  and  the  parts  were  covered  with 
iodoform  gauze  and  a  bandage.  The  urine,  of  course,  did  not 
pass  through  this  opening,  but  escaped  below  into  the  vagina. 
About  the  fourth  day  some  pus  was  detected  at  the  edge  of  the 
dressings,  which  were  then  all  removed,  and  it  was  found  that 
where  some  silk  or  catgut  sutures  had  been  used  to  close  the 
angles  in  the  skin  local  inflammation  had  been  set  up  and  the 
parts  were  beginning  to  slough.  It  was  some  ten  days  before 
these  tissues  were  gotten  in  a  good  condition,  but  fortunately  the 
canal  portion  was  not  involved  and  this  healed  rapidly  with  a 
most  satisfactory  result.  In  time  sufficient  traction  was  exerted 
to  draw  in  the  skin  all  around  until  no  portion  of  the  bladder 
tissue  was  exposed,  but  this  change  greatly  reduced  the  calibre 
of  the  canal. 

May  15th,  1894,  the  vesico-vaginal  fistula  was  closed  and  she 
was  discharged  from  the  hospital  in  a  most  satisfactory  condi- 
tion, locally  and  generally,  with  the  exception  that  the  supra- 
pubic opening  was  smaller  than  at  first  intended. 

November  7th,  1894,  she  was  readmitted  to  the  hospital  to 
have  the  opening  enlarged — a  necessity  which  had  been  recog- 
nized after  the  operation  and  before  the  parts  had  become 
fairly  united. 

It  was  then  found  that  the  opening  made  in  the  bladder  itself 
was  not  large  enough,  as  the  tissues  drawn  in  and  united  to  the 
edges  occupied  too  much  space  and  more  than  was  anticipated. 
As  the  parts  retracted  and  were  drawn  toward  the  bladder,  the 
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opening  would  not  then  admit  the  introduction  of  a  large-size 
catheter  and  at  the  same  time  allow  of  the  free  escape  of  water 
while  the  bladder  was  being  washed  out. 

November  13th  I  enlarged  the  opening  to  what  was  deemed 
a  sufficient  size,  and  she  was  detained  under  observation  until 
January  3d,  1895,  and  then  discharged. 

I  had  hoped  that  the  proper  degree  of  pressure  could  have 
been  supplied  by  some  mechanical  means,  by  which  the  soft 
parts  about  the  opening  would  have  been  pressed  together 
toward  the  centre,  and  to  have  thus  gained  full  retentive  power; 
but  this  has  not  been  done.  Mr.  Daniel  Pomeroy,  of  the  Pome- 
roy  Company,  constructed  an  instrument  for  this  woman  on  the 
principle  of  a  truss,  through  the  centre  of  which  the  overflow  of 
urine  passed  off  to  a  receptacle,  by  which  she  was  kept  dry. 
She  seemed  fully  satisfied  with  this  arrangement,  and  has  not 
returned,  as  she  promised  to  do,  that  something  more  might  be 
done  toward  confining  the  urine  to  the  bladder. 

The  technique  of  this  operation  will,  of  course,  be  improved 
with  greater  experience.  The  crescentic  flap  can  possibly  be 
dispensed  with,  as  it  may  be  possible  to  enter  the  bladder  at  a 
sufficient  distance  from  the  pubes  to  allow  of  the  bladder  being 
drawn  out  and  attached  to  the  skin  all  round  and  without  in- 
volving the  peritoneum.  At  the  next  operation  I  would  make  a 
larger  wound,  and  this  would  enable  me  the  better  to  judge  as 
to  the  best  procedure. 

Fortunately  this  operation  will  not  be  frequently  needed  for 
the  relief  of  woman,  as,  with  our  increasing  obstetrical  knowl- 
edge, such  instances  of  extensive  injury  as  would  require  this 
operation  should  be  of  very  rare  occurrence.  It  may,  however, 
prove  of  incalculable  benefit  for  men  suffering  from  excessive 
enlargement  of  the  prostate,  from  chronic  cystitis  and  other 
conditions.  But  this  must  be  left  for  development  to  those  who 
can  bring  the  procedure  to  a  practical  test. 

I  wish  now  to  offer  a  few  remarks  from  an  obstetrical  stand- 
point, and,  while  they  may  not  be  deemed  strictly  germane  to 
suprapubic  cystotomy,  they  will  have  a  close  bearing  on  the  cause 
of  injury  from  which  this  woman  suffered. 

Sixteen  years  ago  I  read  a  paper  before  the  American  Gyne- 
cological Society,  at  a  meeting  held  in  Philadelphia,  by  which 
it  was  clearly  shown  that  vesico-  and  recto- vaginal  fistulse  do  not 
result  from  instrumental  delivery,  but  always  from  delay.     It 
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was  also  shown  by  the  same  paper  that  the  use  of  ergot,  which 
was  then  frequently  employed  to  advance  the  progress  of  labor, 
increased  greatly  the  amount  of  damage  done. 

The  effect  of  this  paper  was  widespread,  and  the  result  of  the 
teaching  derived  from  it  was  to  revolutionize  the  practice  of 
obstetrics  throughout  the  civilized  world.  Previous  to  the  pub- 
lication of  this  paper  the  general  belief  had  been  held  that  these 
injuries,  as  a  rule,  and  one  almost  without  exception,  resulted 
from  instrumental  delivery,  and  the  general  opinion  held  by  the 
profession  was  against  what  was  then  termed  "meddlesome 
midwifery."  The  man  who  twenty  years  ago  applied  the  ob- 
stetrical forceps  outside  of  a  large  city  assumed  a  greater  degree 
of  responsibility  than  is  realized  to-day  by  any  operator  in  ab- 
dominal surgery. 

When  the  head  has  reached  the  floor  of  the  pelvis  and  ceases 
to  recede  after  each  pain,  the  teaching  and  practice  of  to-day  is 
to  effect  delivery  as  soon  as  possible.  This  is  undoubtedly  a 
correct  principle,  as  injury  from  sloughing  of  the  soft  parts 
must  take  place  as  the  result  of  pressure  and  delay  in  delivery. 

But  this  case  is  an  exception  to  the  rule  in  some  respects. 
While  the  sloughing  in  the  vagina,  and  the  fistula,  undoubtedly 
resulted  from  long-continued  pressure  of  the  child's  head  and 
from  delay  in  delivery,  the  loss  of  the  soft  parts  under  the  pubes 
was  due  to  another  cause. 

He  who  applied  the  forceps  and  effected  the  delivery,  without 
emptying  the  bladder  properly,  caused  this  loss  of  tissue  as  a  direct 
consequence  of  the  undue  stretching  the  parts  were  subjected 
to  from  the  additional  amount  of  force  which  it  was  necessary 
to  exert  in  accomplishing  the  delivery. 

It  is  clearly  shown  as  a  result  of  observation  that  it  is  not  pos- 
sible for  any  amount  of  pressure  exerted  by  the  head  in  a  well- 
formed  pelvis  to  cause  sloughing  of  all  the  soft  parts  under  the 
arch  of  the  pubes  to  the  periosteum  ;  but  pressure  of  the  shoul- 
ders, if  long  continued,  may  destroy  the  vaginal  portion  of  the 
urethra. 

Whenever,  as  in  this  case,  the  history  shows  that  the  woman 
kept  dry  for  twelve  or  fourteen  days  after  delivery,  it  may  be 
held,  as  the  rule  without  a  known  exception,  that  the  inflamma- 
tion which  resulted  in  sloughing  was  set  up  at  the  time  of  deliv- 
ery by  forceps,  and  was  the  direct  result  of  the  undue  force 
made  necessary  for  delivery  with  a  distended  bladder. 
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It  is  by  no  means  an  easy  matter  to  detect  always  the  distended 
bladder,  which  is  crowded  above  the  uterus  and  is  often  mis- 
taken for  it,  not  yet  emptied  of  its  contents,  and  in  these  cases 
the  urethra  is  frequently  so  elongated  that  no  ordinary  catheter 
can  reach  the  bladder.  In  answer  to  his  inquiries  the  physician 
will  be  told  that  the  woman  had  frequently  emptied  her  blad- 
der. Moreover,  he  will  find  the  bedclothes  wet,  as  a  certain 
amount  of  dribbling  will  be  due  to  the  distention,  and  if  the 
introduction  of  the  catheter  fails  to  reach  the  bladder  the  in- 
ference would  be  a  natural  one  to  draw  that  the  bladder  was 
empty. 

Yet,  with  all  these  difficulties,  the  mistake  should  not  occur, 
and  it  is  the  duty  of  the  physician  to  see  that  the  bladder  is 
empty  beyond  doubt  before  he  applies  the  forceps. 

If  this  is  neglected,  more  or  less  of  the  urethra  and  soft  parts 
must  slough  from  the  amount  of  stretching  caused  by  crowding 
the  distended  bladder  upward  into  the  abdomen  in  one  direc- 
tion, as  tbe  child's  body  fills  the  pelvis,  while  in  the  opposite 
one  another  force  is  exerted,  on  the  same  tissues,  by  the  traction 
employed  for  the  delivery  of  the  child.  Thus  the  urethra  and 
neighboring  tissues  become  overstretched,  the  bladder  displaced, 
and  inflammation  is  set  up  after  delivery,  which  will  lead  to 
sloughing  or  to  cystitis  from   the  urethral  injury. 


PERFORATION  OF  THE  UTERUS  AFTER  ABORTION  WITH 
PROLAPSE  OF  INTESTINE. 

WITH   A   REPORT    OP   THREE   CASES — OPERATION    IN   TWO.1 


MATTHEW  D.   MANN,  A.M.,  M.D., 

Professor  of  Obstetrics  and  Gynecology  in  the  University  of  Buffalo;  Gynecologist  to  the 

Buffalo  General  Hospital. 


Quite  recently  three  cases  of  the  accident  mentioned  in  the 
title  of  this  paper  have  come  to  my  notice.  They  are  so 
unusual,  and  withal  teach  such  a  valuable  lesson,  that  it  seems 
proper  that  they  should  be  put  on  record.  The  first  case  oc- 
curred in  my  own  practice,  and  was  as  follows: 

1  Read  before  the  New  York  Obstetrical  Society,  March  oth,  1895. 
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Case  J. — A  few  weeks  ago  a  young  practitioner  came  to  my 
office  and  stated  that  he  had  a  case  with  the  following  history  : 
Three  days  before,  the  patient,  a  young  married  woman  with  a 
child  7  months  old,  in  order  to  procure  an  abortion  had 
passed  a  No.  8  catheter  with  the  stylet  its  full  length  into  her 
uterus.  It  had  remained  there  an  hour  or  so  and  then  been 
withdrawn.  She  said  that  there  was  not  much  pain  connected 
with  the  act,  and  she  was  not  conscious  that  any  harm  had  been 
done.  She  was  supposed  to  be  between  two  and  three  months 
pregnant.  This  was  on  Tuesday  night.  On  Wednesday  she 
had  pains,  on  Thursday  called  the  doctor,  who,  on  making  an 
examination,  found  some  dilatation  of  the  cervix.  With  some 
little  difficulty  he  passed  his  linger  into  the  cervical  canal  and 
felt  what  he  supposed  were  the  membranes.  The  next  day, 
after  forcibly  dilating  the  cervix  with  a  Goodell's  dilator,  with 
the  aid  of  a  sharp  curette  and  his  finger  he  removed  the  mem- 
branes and  ovum,  and  on  again  introducing  his  finger  felt  that 
there  was  still  something  within  the  uterus.  Using  the  curette 
and  his  finger  both  inside  the  uterus  at  once,  he  pulled  down 
the  object  which  he  had  touched  into  the  vagina,  deeming  it  to 
be  another  portion  of  the  membranes.  As  it  seemed  large  and 
refused  to  come  out  of  the  uterus  very  far,  he  looked  at  it 
through  a  speculum,  and  then  found  that  it  was  the  small  intes- 
tine and  that  it  was  torn  completely  across.  He  called  a  neigh- 
boring practitioner  of  prominence,  who  confirmed  his  diagnosis 
and  advised  him  to  call  me  at  once  for  an  operation. 

After  hearing  his  story  I  told  the  doctor  to  secure  an  ambu- 
lance and  send  the  patient  to  the  General  Hospital  as  quickly  as 
possible,  and  that  I  would  have  arrangements  made  and  would 
open  the  abdomen  immediately.  This  was  done,  and  within  an 
hour  and  a  half  after  the  intestine  had  been  pulled  down  the 
abdomen  was  opened. 

Before  doing  the  celiotomy  the  uterus  was  curetted,  the  cervix 
having  contracted  so  far  that  I  could  not  introduce  my  finger. 
There  was  a  hole  in  the  fundus  through  which  the  curette  passed 
its  full  length.  The  uterus  was  empty.  After  the  curetting 
the  uterine  cavity  was  packed  with  iodoform  gauze.  The  intra- 
uterine douche  was  not  used,  as  it  was  feared  that  the  fluid 
would  enter  the  abdomen  and  accomplish  but  little.  On  pulling 
up  the  portions  of  intestine  which  were  in  the  pelvis  I  soon 
came  upon  the  torn  end  of  the  ileum.  The  point  of  separation 
was  close  to  the  ileo-cecal  valve,  and  fully  six  inches  of  the,  in- 
testine was  separated  from  the  mesentery.  The  bleeding  was 
very  moderate.  The  head  of  the  colon  was  injured  and  a  good 
deal  infiltrated  with  blood,  and  its  peritoneum  torn  in  several 
places.  There  was  an  opening  in  the  centre  of  the  fundus  uteri 
which  would  admit  my  little  finger.  The  abdomen  contained 
an  inconsiderable  quantity  of  clots  and  fluid  blood,  mixed  with  a. 
small  amount  of  feces. 
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The  first  step  was  to  stop  the  hemorrhage  from  the  mesentery, 
which  was  done  by  tying  it  in  sections  with  catgnt.     The  sec- 
tions were  gathered  up  into  .the  last  ligature,  so  as  to  bring  all 
into  a  bunch.     The  abdomen  was  then  washed  out  with  steril- 
ized water  and  dried  with  sponges.     As  the  parts  around  the 
ileo-cecal  valve  were  too  much  injured  to  allow  of  joining  the 
small  intestine  at  this  point,  I  turned  in  the  whole  head  of  the 
colon,  including  the  ileo-cecal  valve,  until  all  the  injured  tissue 
was   out   of  sight,   and  then  brought  the  peritoneum  together 
with  two  rows  of  a  continuous  suture.     In  this  way  the  colon 
was  entirely  closed.     The  appendix  was  somewhat  in  the  way, 
but  was  not  injured  or  disturbed.     After  removing  the  portion 
of  small  intestine  which  had  been  separated  from  the  mesentery, 
one-half  of  a  Murphy  button  was  inserted  into  the  end  of  the 
small  intestine  and  the  other  half  into  an  incision  made  in  the 
head  of  the  colon,  and  the  two  were  then  united.     In  this  way 
the  small  intestine  was  united  with  the  colon,  but  at  a  different 
point  from  that  to  which  it  is  normally  attached.     The  opening 
in  the  uterus  was  closed  by  six  catgut  sutures,  and  the  abdomen 
sutured  as  usual,  after  the' insertion  of  a  drainage  tube. 

The  patient  made  a  rapid  and  uninterrupted  recovery.  The 
bowels  moved  on  the  second  day,  and  the  button  came  away  on 
the  ninth.  She  left  the  hospital  at  the  end  of  three  weeks  and 
has  remained  well  ever  since. 

The  two  other  cases  I  did  not  see  myself,  but  I  have  the  re- 
ports from  eye-witnesses — in  both  instances  men  who  are  per- 
fectly reliable,  but  who,  for  obvious  reasons,  do  not  wish  their 
names  given. 

Case  II. — A  surgeon  in  another  State,  a  man  of  large  expe- 
rience, particularly  in  gynecology  and  abdominal  surgery,  was 
treating  a  young  woman  for  an  abortion  which  was  threatening. 
He  dilated  the  uterus  with  the  branching  steel  dilators,  and  put 
in  a  placental  forceps  with  the  intention  of  pulling  out  the  ovum, 
but  instead  drew  down  intestine.  Evidently  he  had  torn  the 
uterus  with  the  dilators,  and  then  passed  the  forceps  directly 
into  the  abdominal  cavity,  thus  getting  hold  of  the  gut.  JMot  being 
fully  prepared  for  a  celiotomy,  and  being  away  from  home,  he 
tried  to  get  those  who  were  competent  to  assist  him,  but  could 
not  do  so  at  once ;  and,  getting  anxious  lest  the  patient  should 
be  harmed  by  the  delay,  he  opened  the  abdomen,  drew  the  in- 
testine back,' and  closed  the  uterine  wound  with  suture.  Un for- 
tunately the  patient  died  of  septic  peritonitis  within  forty-eight 
hours. 

Case  III. — The  other  case  occurred  in  a  distant  city,  and  was 
related  to  me  by  the  practitioner  who  was  called  in  consulta- 
tion. A  young  physician  was  attending  a  woman  for  an  abor- 
tion.    He  dilated  the  uterus,  using  the  steel  dilators,  passed  in 
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the  forceps,  and  pulled  down  what  he  first  supposed  was  the 
ovum,  but  which  proved  to  be  a  portion  of  the  small  intestine. 
Instead  of  making  an  attempt  to  replace  it  or  taking  steps  for 
the  opening  of  the  abdomen,  he  lost  his  head  and  kept  on  pull- 
ing until  he  had  drawn  oat  six  feet  of  the  gut.  He  says  that  he 
thought  it  was  the  intestine  of  the  fetus  ;  but,  as  the  fetus  was 
only  three  months  old,  it  is  hard  to  understand  how  he  could 
have  made  such  a  mistake.  After  pulling  down  the  intestine 
and  finding  what  he  had  done  and  that  he  could  not  get  it  back, 
he  cut  it  off  and  then  sent  for  help.  His  help,  of  course,  came 
too  late,  and  the  patient  died.  The  patient's  family,  fortunately 
for  him,  remained  in  ignorance  of  the  cause  of  death. 

A  case  somewhat  similar  to  the  second  is  reported  in  the 
Gentralblatt  fur  Gynakologie  (1894,  No.  39)  by  Dr.  Alberti. 
In  this  instance  the  uterus  was  evidently  perforated  by  the 
Roux  spoon.  The  woman  recovered  after  celiotomy  with  su- 
ture of  the  uterine  wound.  In  this  case  the  muscular  tissue  of 
the  uterus  was  reported  as  very  lax  and  so  thin  that  interrupted 
sutures  tore  through. 

I  might  add  to  this  series  of  cases  another  less  important  one 
which  occurred  in  my  own  practice.  While  dilating  the  uterus 
with  Goodell's  dilators,  for  the  purpose  of  removing  some  bits  of 
placenta  which  had  been  left  after  an  abortion  and  which  were 
causing  septicemia  and  hemorrhage,  I  felt  the  uterus  suddenly 
give  way.  There  was  not  sufficient  dilatation  to  admit  of  the 
passage  of  my  finger,  but  on  passing  a  sound,  carefully  cleansed, 
I  satisfied  myself  that  there  was  a  hole  in  the  posterior  wall  of 
the  uterus.  The  body  of  the  uterus  was  bent  sharply  forward, 
which  may  perhaps  account  for  the  accident.  I  completed  the 
operation,  thoroughly  curetted  the  uterus,  and,  without  using  a 
douche,  packed  the  uterine  cavity  with  iodoform  gauze,  leaving 
the  rent  entirely  alone.  As  the  patient  was  under  my  immediate 
observation,  I  decided  not  to  do  celiotomy  until  the  symptoms 
seemed  to  show  the  necessity.  The  day  following  she  had  a 
high  temperature  and  somewhat  rapid  pulse  ;  but  these  subsided 
in  twenty-four  hours,  and  no  further  bad  symptoms  were  noticedr 
the  patient  being  up  in  the  ordinary  time. 

These  cases  would  all  show,  in  the  first  place,  that  there  is 
danger  in  using  dilators  and  curettes  in  the  uterus  after  abor- 
tion. Most  operators  agree  that  the  best  instrument  for  clearing 
out  the  uterus,  as  well  as  for  separating  adherent  bits  of  placenta 
and  membranes,  under  these  circumstances,  is  the  index  finger. 
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This  cannot  possibly  do  any  harm,  and  will  seek  out  and  find  the 
attached  pieces  with  greater  certainty  than  any  non-sensitive 
instrument  can  possibly  do.  In  case  it  is  necessary  to  employ 
dilators — which  seldom  happens — they  should  be  used  with  the 
greatest  care,  as  the  uterus  is  unquestionably  more  easily  torn 
at  this  time  than  in  the  non-pregnant  condition.  The  sharp 
curette  is  rarely  needed  after  abortion,  and  never,  I  believe,  un- 
less there  is  a  septic  endometritis. 

The  success  in  my  case  and  in  Alberti's  shows  that  should  a 
rupture  or  perforation  occur,  even  though  serious  injury  be  done 
to  intestine,  a  properly  conducted  celiotomy  will  in  all  proba- 
bility save  the  patient's  life.  Absence  of  severe  hemorrhage  in 
both  of  these  cases  (Alberti  especially  mentions  that  there  was 
almost  no  hemorrhage)  would  emphasize  the  fact  that  there  is 
no  need  for  very  great  haste,  but  that  time  may  be  taken  for  the 
removal  of  the  patient  to  a  hospital  or  for  the  securing  of  proper 
instruments  and  assistants.1 

37  Allen  street. 
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G.   LEOPOLD,  M.D., 
Professor  of  Obstetrics  and  Gynecology  ;  Director  of  Royal  Maternity  Hospital  in  Dresden . 


Among  the  complications  of  pregnancy  and  labor  by  tumors 
uterine  myomata  occupy  a  particular  place  on  account  of  their 
position,  being  upon  or  in  the  uterus  itself,  while  tumors  of  the 
ovaries  are  entirely  outside  the  womb.  If  adhesions  form  be- 
tween an  ovarian  tumor  and  the  uterus,  they  can,  as  a  rule,  be 
easily  divided,  and  the  irritation  caused  by  this  operation  is  not 

1  As  evidence  that  this  accident  is  more  common  than  is  generally  supposed, 
I  will  add  that  after  the  relation  of  these  cases  three  members  of  the  New 
York  Obstetrical  Society  told  me  that  they  knew  of  similar  accidents. 

2  This  paper  was  sent  to  me  by  my  esteemed  teacher,  Prof.  Leopold,  in  re- 
sponse to  a  letter  requesting  his  views  and  experience  with  the  subject  of 
fibroid  tumors  in  pregnancy  and  labor.  I  make  use  of  his  kind  permission  to 
publish  it  with  my  paper  upon  the  same  subject,  and  I  wish  here  to  thank  him 
for  his  always  valuable  and  kind  advice  to  me  in  perplexing  questions.  I  also 
desire  to  excuse  the  delay  of  its  publication,  which  was  caused  by  a  number  of 
unavoidable  circumstances.  Julius  Rosenberg,  M.D. 
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comparable  to  the  disturbance  produced  by  the  removal  of  a 
fibroid  tumor  from  the  pregnant  uterus.  The  danger  from  an 
operation  upon  or  in  the  immediate  surroundings  of  the  preg- 
nant uterus  is  proportionate  to  the  amount  of  manipulation 
required.  Myomata  having  a  broad  base  are,  as  a  rule,  deeply 
embedded  in  the  uterine  muscularis;  and  the  interstitial  form  of 
fibroids  must  therefore  be  separately  grouped,  since  they  extend 
for  a  considerable  distance  into  the  muscular  layers,  and,  accord- 
ing to  their  size,  not  only  compress  the  ovum,  but  they  may  also 
invade  the  mucous  membrane  of  the  uterus.  We  very  fre- 
quently find  after  myomectomies,  upon  the  non-pregnant  uterus, 
larger  or  smaller  myomata  in  close  continuity  to  the  raucous 
membrane.  The  extirpation  of  such  a  tumor  during  pregnancy 
produces  vast  changes  in  the  blood  vessels  of  the  capsule,  and  it 
is  surprising  that  these  necessary  injuries  do  not  interrupt  preg- 
nancy in  every  case.  On  account  of  the  great  rarity  of  such 
successful  cases,  I  may  be  permitted  to  report  a  case  in  which  a 
large  fibroid  was  removed  from  the  anterior  wall  of  the  uterus 
without  disturbing  the  normal  progress  of  the  pregnancy.  The 
operation  was  performed  to  relieve  great  suffering  and  discom- 
fort produced  by  the  tumor. 

Mrs.  L.,  get.  34,  the  wife  of  a  farmer,  had  had  four  normal 
deliveries  and  puerperia,  the  last  of  which  took  place  on  March 
20th,  1888.  She  enjoyed  good  health  during  her  childhood  and 
married  life.  Last  menstruation  June,  1S91.  She  felt  fetal  life 
a  short  time  prior  to  the  first  examination,  which  was  made 
December  10th,  1891.  During  her  last  pregnancy  Mrs.  L.  had 
noticed  a  tender  swelling  in  the  lower  part  of  the  abdomen. 
The  swelling  remained  after  the  delivery,  but  the  pain  disap- 
peared and  she  was  able  to  perform  her  arduous  household 
work  with  but  slight  discomfort.  During  the  present  preg- 
nancy the  patient  complained,  almost  from  the  beginning,  of 
a  pressing  pain  in  the  left  side  of  the  pelvis  and  around  the 
bladder.  This  pain  made  walking  nearly  impossible,  and  she 
was  unable  to  do  any  work.  She  therefore  entered  the  hospital 
for  treatment. 

An  examination  under  anesthesia  revealed  a  round  and  hard 
tumor,  the  size  of  an  orange,  above  the  horizontal  ramus  of  the 
left  pubic  bone.  It  was  freely  movable  from  side  to  side  and 
upward,  and  at  first  suggested  a  movable  tumor  of  the  ovary. 
But,  moving  the  uterus  right  and  left,  it  was  noticed  that  the 
growth  participated  in  the  movements ;  and  in  an  attempt  to 
bring  the  fundus  uteri  downward  the  tumor  also  descended  and 
became  wedged  between  the   uterus   and   the   pubes.     During 
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these  manipulations  the  lower  part  of  the  tumor  could  easily 
be  felt  through  the  anterior  fornix  vaginae,  and  therefore  the 
diagnosis  was  made  of  myoma  situated  in  the  anterior  wall  of 
the  uterus.  The  possibility  that  the  tumor  might  be  a  dermoid 
firmly  adherent  to  the  uterus  was  left  open,  since  dermoids 
often  form  adhesions  with  the  adjacent  organs.  At  the  opera- 
tion, on  December  12th,  1891,  I  found  a  somewhat  calcified 
myoma  of  the  anterior  uterine  wall,  about  the  size  of  a  fist, 
which,  while  freely  movable,  extended  deeply  into  the  muscu- 
lar layers  of  the  uterus.  Incising  the  capsule  in  a  transverse 
direction,  the  tumor  was  grasped  with  volsella  forceps  and 
slowly  enucleated  out  of  the  capsule.  As  the  wound  extended 
deeper  the  hemorrhage  from  the  capsule  became  more  profuse. 
This  bleeding  could  only  be  checked  by  excising  a  portion  of  the 
thickened  capsule  and  tamponing  the  whole  cavity  with  iodo- 
form gauze.  The  next  step  of  the  operation  was  to  draw  the 
bed  of  the  tumor  together  and  to  obliterate  it  by  twenty-six 
deep  and  superficial  catgut  sutures.  Finally  the  peritoneal  flaps, 
after  sufficient  shortening,  were  united  by  fine  sutures.  The 
abdominal  wound  was  closed  in  the  usual  way  and  a  bandage 
exerting  moderate  pressure  applied.  After  a  perfectly  f everless 
course  the  patient  left  the  hospital  by  the  end  of  the  third  week. 
On  January  16th,  1892,  fetal  movements  were  normal,  and  the 
delivery  of  a  living  child  ensued  quickly  and  easily,  without 
instrumental  aid,  at  full  term.  Kepeated  advices  from  the  pa- 
tient report  her  in  continuous  good  health,  and  she  is  perfectly 
able  to  perform  her  hard  household  duties. 

Before  discussing  this  case  I  wish  to  premise  a  few  general 
remarks.  Lafour '  found  that  of  100  pregnancies  complicated 
by  myomataof  the  corpus  uteri,  51  were  head  presentations  while 
32£  were  breech  and  16|  transverse  presentations.  Winckel 
states  that  23.5  per  cent — i.e.,  eight  times — more  pelvic  presen- 
tations are  to  be  found  than  normal,  and  transverse  positions 
16.5  per  cent,  or  thirty-five  times,  more  frequent  than  usual. 
Furthermore,  prolapse  of  small  parts  occurs  in  4.7  per  cent,  and 
the  umbilical  cord  prolapses  in  6.8  per  cent  of  the  cases.  Lafour 
also  points  to  the  unusual  frequency  of  placenta  previa. 

In  considering  the  complications  which  interstitial  myomata 
especially  predispose  to,  the  following  are  the  most  important 
ones  : 

A.  During  pregnancy. — (1)  Incarceration  of  the  pelvic  or- 
gans through  rapid  growth  of  the  tumor ;   (2)  compression  of 

i  Progres  medical,    1880,  No.   29;  Centralblatt  fur  Gynakologie,   1885,  p. 
348,  Sanger. 
39 
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the  thoracic  organs ;  (3)  nervous  disturbances  ;  (4)  paraplegia ; 
(5)  ataxia;  (6)  thrombosis  within  the  tumor,  in  the  adjacent 
pelvic  organs,  and  in  the  veins  of  the  thigh ;  (7)  inclination  to 
abortion. 

B.  During  labor. — (1)  Abnormal  presentations;  (2)  prolapse 
of  the  umbilical  cord  and  the  extremities ;  (3)  irregular  and 
feeble  pains ;  (4)  obstruction  of  the  sexual  tract ;  (5)  rupture  of 
the  uterus ;  (6)  hemorrhage  during  delivery  ;  (7)  impossibility 
to  deliverer  vias  naturales. 

C.  During  the  third  period. — Post-partum  hemorrhage  caused 
by  abnormal  uterine  contractions. 

D.  During  the  puerperium. — Sepsis  from  sloughing  of  the 
tumor. 

Reviewing  the  accompanying  table,  we  tind  that  of  the  31 
cases  hitherto  known,  23  were  operated  upon  in  the  last  ten 
years,  while  in  the  preceding  decade  only  8  operations  were  per- 
formed. The  results  regarding  the  fetus  were  as  follows:  of 
the  last-mentioned  8  cases  5  perished  ;  3  were,  as  far  as  is 
known,  delivered  at  full  term.  Of  the  23  cases  in  the  last  ten 
years  14  were  carried  to  term  ;  the  others  perished  from  being 
prematurely  expelled  from  the  uterus. 

If  the  result  is  remarkable  in  regard  to  the  children,  it  is  still 
more  favorable  for  the  mothers.  Of  the  first  8  cases  3  died, 
while  of  the  last  23  only  4  ended  fatally,  or,  calculated  in  per- 
centages : 


Deaths. 

Children. 

Mothers. 

1874-1884 

62.5    percent. 
37.13       " 

37.5  per  cent. 
17.4       " 

1884-1894 

Hence  it  follows  that  over  one-half  of  the  children  (54.8  per 
cent)  and  three-quarters  of  the  mothers  (77.42  per  cent)  were 
not  only  saved,  but  also  forever  freed  from  their  sufferings. 
More  favorable  are  the  results  if  only  the  last  ten  years  are 
considered.  During  that  time  only  four-tenths  of  the  children 
perished  and  eight-tenths  of  the  mothers  were  cured. 

The  time  of  operation  fluctuates  between  the  second  and 
seventh  months.  Most  cases  were  operated  on  in  the  third  month, 
viz.,  11  (35.5  per  cent) — of  these,  2  women  died  and  2  miscar- 
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ried  ;  7  operations  were  performed  in  the  fourth  month,  with  2 
deaths  and  1  abortion ;  7  in  the  fifth  and  2  in  the  sixth,  with  1 
death  in  each  series  ;  in  the  second  and  seventh  months  each,  1 
case  was  operated  upon,  the  first  aborted  and  the  other  one  died. 
The  statements  as  to  the  period  of  pregnancy  are  wanting  in 
Cases  9  and  22. 

1874-1884  :  Of  8  women  operated  upon,  3  died  ;  1  of  these 
aborted  immediately  before  death.  Besides  these,  2  women 
who  were  cured  aborted  also.  Consequently  3  mothers  and  5 
fetuses  perished.  1884-1894  :  Of  23  women  operated  upon,  4 
died,  2  of  whom  aborted  before  death.  There  occurred  also 
3  abortions  among  these  cases.  Thus  the  mortality  to  be  noted 
is  4  women  and  9  fetuses. 


Period. 

Si  O 
<.  o 

a 
o 
o 
u 

a 

a 
Sri 

13 

<D  O 

ft 

. 

a 
o 
m 

4-1 

O 

s 

O 

Ph 

55  "H 

OS  0 
0  0 

H 
i) 
O 

u 

0) 

1874-1884... 
1884-1894... 

8 
23 

3 

4 

37.5 
17.4 

5 
9 

62.5 
39.13 

5 

19 

62.5 
82.6 

3 

12 

37.5 

60.87 

1874-1894. . . 

31 

7 

22.58 

14 

45.16 

24 

77.42 

17 

54.84 

The  case  of  Kiistner  (No.  22)  must  be  separated  from  the 
others,  inasmuch  as  the  abortion  in  this  case  occurred  two  and 
a  half  months  after  the  operation,  probably  not  as  a  direct  sequel 
of  the  operation.  If  this  case  is  excepted,  abortions  were  ob- 
served latest  on  the  seventeenth  day,  earliest  on  the  day  follow- 
ing the  operation.  In  7  cases  which  ended  fatally  the  fetus  was 
expelled  shortly  before  death.  The  death  of  the  mother  took 
place  3  times  on  the  seventh  and  once  each  on  the  third,  fifth, 
and  twelfth  day  after  the  operation.  In  Case  No.  12  the  state- 
ment is  wanting. 

As  to  the  causes  of  death  the  reports  are  very  unsatisfactory. 
In  2  cases  (N  os.  2  and  10)  they  are  entirely  wanting,  and  in 
Case  No.  13  a  disease  is  named,  but  the  direct  cause  of  death  is 
not  given.  Septic  peritonitis  was  probably  the  cause  of  death 
in  Cases  Nos.  4  and  5. 

About  the  births  of  the  17  children  carried  to  full  term? 
full  histories  are  obtainable  in  only  8  cases  (Nos.  3,  6.  11,  16, 
17,  21,  23,  and  24).     Once  the  forceps  was  applied  (No.  3),  and 
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in  ?sTo.  17  an  abnormal  painful  labor  is  reported.  Of  the  re- 
maining cases  (Nos.  8,  12,  18,  19,  and  26)  we  only  know  that 
pregnancy  continued  undisturbed.  The  same  holds  good  for 
Nos.  27  and  30. 

The  statements  as  to  the  seat  and  anatomical  nature  of  the 
tumors  are  scanty.  Three  cases  are  classed  as  interstitial  myo- 
mata  and  3  as  serous  ;  7  were  pedunculated  and  10  broad-based. 
Once  the  situation  of  the  tumor  was  between  the  layers  of  the 
broad  ligament.  In  7  cases  more  than  one  tumor  was  removed. 
Extensive  adhesions  with  the  surrounding  viscera  are  noted  3 
times,  and  in  3  cases  a  beginning  softening  of  the  tumor  was 
observed.  The  size  fluctuated  between  hazelnut  and  colossal 
tumors  of  forty-rive  pounds.  As  to  the  seat  of  the  tumors,  3 
were  situated  in  the  anterior.  1  in  the  posterior  coat  of  the  ute- 
rus, 2  on  the  left,  and  4  on  the  right  side. 

If  we,  a  priori,  should  assume  that  with  increasing  size  of  the 
tumor  the  symptoms  become  more  aggravated,  we  will  not  find 
it  confirmed  in  these  cases.  While  the  largest  tumors  present 
the  severe  symptoms  of  compression,  generally  demanding  an 
immediate  operation,  small  tumors  may  cause  such  excruciat- 
ing pains  that  the  patients  themselves  ask  for  an  early  operation. 
A  good  example  of  this  last  class  is  Case  No.  31,  in  which 
we  may  justly  ask  how  the  tumor  could  cause  so  much  pain. 
Frommel  writes  about  the  case  as  follows: '  "I  think  this  pain 
could  only  be  caused  by  a  stretching  of  the  peritoneal  covering 
of  the  tumor.  There  was  no  inflammation  of  the  peritoneum, 
as  not  a  trace  of  an  adhesion  or  any  other  change  could  be  seen 
during  the  operation."  In  this  criticism  of  the  case  one  point 
appears  to  have  been  overlooked.  The  tumor,  the  size  of  an 
egg,  with  a  pedicle  one  and  a  half  centimetres  long,  was  situated 
anterior  to  the  right  broad  ligament,  and  consequently  anterior 
to  the  right  ovary  and  tube.  The  uterus  was  dextroverted, 
while  the  ovary  and  tube  were  displaced  posteriorly.  It  is 
therefore  possible  that  the  tumor  caused  this  torsion  through  a 
compression  of  the  right  broad  ligament,  and  that  this  very 
pressure  was  the  raison  d'etre  for  the  severe  pain,  because  the 
main  pressure  was  directed  to  that  part  of  the  ligament  upon 
which  the  ovary  was  situated. 

Of  further  interest  are  the  displacements  of  the  uterus  and 

1  The  Munchener  med.  Wocheuschrift,  1893,  No.  14. 
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their  sequelae  produced  by  the  growth  of  tumors.  A  tumor  hav- 
ing its  seat  in  the  posterior  wall  of  the  uterus  causes  easily  a 
retroflexion  with  the  same  symptoms  as  given  by  an  incarcerated 
pregnant  uterus.  In  other  cases  we  find  pains  due  to  the  tor- 
sion of  the  pedicle.  But  it  is  not  uncommon  to  find  cases  in 
which  the  patient  complains  of  no  discomfort  and  the  tumors  are 
not  discovered  until  after  labor  is  completed. 

The  operation  for  interstitial  myomata  is  the  same  as  per- 
formed upon  the  non-pregnant  uterus.  The  enucleation  of  the 
tumor  and  the  obliteration  of  its  bed  give  the  best  results.  In 
the  subserous  growths  the  pedicle  is  ligated  and  the  peritoneum 
is  united  over  the  raw  surface.  The  careful  checking  of  the 
hemorrhage  is  of  the  greatest  importance.  In  using  purse  su- 
tures there  is  danger  of  approaching  too  closely  the  mucous 
membrane  and  entering  the  uterine  cavity.  Several  layers  of 
sutures,  according  to  the  size  of  the  cavity,  is  the  best  method 
to  close  the  gap  left  by  the  enucleated  tumor. 

The  question  as  to  the  most  favorable  period  when  the  opera- 
tion should  be  performed  can  only  arise  if  the  condition  of  the 
case  is  such  that  the  operation  may  be  postponed  at  will.  From 
the  small  number  of  cases  on  record  no  definite  conclusions  can 
be  formed.  The  most  favorable  time  appears  to  be  between  the 
fourth  and  sixth  months.  At  that  time  the  uterus  has  risen  out 
of  the  pelvis,  but  does  not  reach  to  the  umbilicus.  The  ope- 
rative field  is  easily  overseen.  Operators  seem  to  have  been 
guided  by  these  considerations,  if  not  more  potent  reasons  caused 
them  to  alter  their  course.  Twenty-one  out  of  thirty-one  cases 
were  operated  on  at  this  period. 

In  what  cases  the  operation  is  justifiable  if  no  vital  conditions 
are  present  has  been  hinted  at  above.  Severe  pain,  impairment 
of  the  general  health,  and  the  inability  to  work,  as  well  as  the 
dangers  which  may  arise  during  and  after  labor,  are  the  facts 
which  will  come  most  frequently  under  consideration. 
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FIBROID  TUMORS  OF  THE  UTERUS   AS  A   COMPLICATION    OF 
PREGNANCY  AND  LABOR. 


BY 

JULIUS  ROSENBERG,  M.D., 
Lecturer  on  Obstetrics,  New  York  Polyclinic  ;  Attending  Obstetrician  to  tbe  Mothers'  and 

Babies'  Hospital. 


The  study  of  the  literature  of  uterine  fibroids  as  a  complica- 
tion of  pregnancy  and  labor  is  likely  to  lead  to  one-sided  and 
misleading  results,  because  the  vast  majority  of  publications 
have  as  their  basis  cases  in  which,  for  one  reason  or  the  other, 
myomectomy  was  performed,  or  comprise  reports  of  cases  in 
which  the  tumors  were  the  cause  of  serious  symptoms.  Cases 
pursuing  a  milder  course  are  rarely  brought  to  notice,  as  in  these 
cases  the  tumors  either  escape  recognition  entirely  or  are  not 
diagnosed  until  everything  has  passed  off  like  any  other  normal 
confinement. 

I  observed  during  the  last  two  years  four  cases  of  pregnancy 
and  labor  complicated  by  fibroid  tumors,  the  report  of  which,  I 
believe,  will  form  a  valuable  addition  to  obstetrical  literature. 
These  cases  prove  the  fact  that  it  is  good  practice  to  carefully 
watch  these  cases,  and,  if  possible,  permit  the  pregnancy  to  con- 
tinue undisturbed  instead  of  performing  myomectomy  upon 
trivial  pretences. 

Case  1. — Mrs.  R.,  a  primipara  set.  42,  married  sixteen  years, 
engaged  me  for  her  confinement  about  three  weeks  before  term. 
She  had  passed  through  pregnancy  without  much  discomfort. 
Her  pelvis  was  normal.  Fetus  in  left  occipitoanterior  position. 
The  palpation  of  the  uterus  and  a  vaginal  examination  demon- 
strated nothing  abnormal. 

I  was  called  to  see  her  July  4th,  1892,  about  11  a.m.,  and 
found  that  she  had  been  in  labor  about  three  hours.  The  os 
was  fully  dilated,  the  membranes  had  ruptured,  and  the  head 
was  in  the  pelvic  cavity.  Two  hours  later  occurred  the  sponta- 
neous delivery  of  a  living  child.  The  nurse,  who  held  the  uterus 
while  I  attended  to  the  delivery  of  the  child,  said  that  she  be- 
lieved there  was  still  another  baby  in  the  uterus,  and  not  until 
then  did  I  find  that  the  uterus  contained  three  fibroid  tumors. 
These  tumors  were  situated  in  the  posterior  uterine  wall  and 
ranged  in  size  from  a  lemon  to  a  large  apple. 
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The  uterus  contracted  well  after  the  delivery  of  the  child, 
and  there  was  no  hemorrhage.  Thirty  minutes  later  I  attempted 
to  express  the  placenta  after  Crede,  but  instead  of  the  placenta 
coming  away  there  was  considerable  flooding.  I  waited  half  an 
hour,  when  I  again  attempted  the  delivery  of  the  placenta,  with 
the  same  result  as  before.  This  maneuvre  was  repeated  once  or 
twice,  and  in  addition  to  the  expressive  force  I  added  traction 
upon  the  cord,  but  I  was  unable  to  deliver  the  placenta.  Dur- 
ing these  manipulations  the  woman  had  lost  a  considerable 
amount  of  blood.  I  therefore  sent  for  assistance,  chloroformed 
the  woman,  and  delivered  the  placenta  manually.  This  was  not 
accomplished  without  difficulty,  as  the  placenta  was  firmly  adhe- 
rent to  the  left  cornu  of  the  uterus. 

The  woman  passed  through  a  normal  puerperium.  The 
tumors  rapidly  diminished  in  size  and  have  never  caused  any 
further  discomfort.  I  examined  the  woman  eight  months  post 
partum,  when  only  a  few  nodules  could  be  felt. 

Case  II. — A  primipara  was  referred  to  me  by  the  United 
Hebrew  Charities  and  sent  for  confinement  to  the'Mothers'  and 
Babies'  Hospitah  She  was  at  full  term,  the  pelvis  normal, 
fetus  in  left  occipito-anterior  position,  and  her  general  condition 
good.  A  firm  tumor  about  the  size  of  alemon  could  be  felt  and 
seen  in  the  anterior  uterine  wall.  Labor  commenced  at  full 
term.  The  os  dilated  rather  slowly,  and  in  demonstrating  the 
case  to  the  class  I  remarked  that  the  delivery  would  not  take 
place  for  several  hours.  While  showing  some  new  instruments 
to  a  number  of  students  the  nurse  came  running  into  the  office, 
stating  that  the  woman  had  suddenly  become  pale  and  that  a 
dark  mass  was  protruding  from  the  vulva.  This  mass  I  found 
to  be  the  unruptured  bag  of  waters,  the  contents  of  which  ap- 
peared to  be  dark.  I  immediately  ruptured  the  membranes,  and 
a  large  quantity  of  blood-stained  water  came  away.  There  was 
also  a  flow  of  pure  blood  from  the  genitals.  The  forceps  was 
applied  to  the  head,  which  was  in  the  outlet,  and  a  living  child 
easily  extracted.  The  placenta  and  a  mass  of  blood  coagula 
followed  at  once  the  delivery  of  the  child.  The  uterus  con- 
tracted well  and  there  was  no  further  hemorrhage. 

I  examined  the  woman  two  weeks  post  partum,  and  the  tumors 
had  so  much  decreased  in  size  as  to  be  barely  perceptible. 

Case  III. — Mrs.  M.,  a  primipara,  set.  30,  consulted  me  when 
about  two  months  pregnant.  She  suffered  from  the  usual  symp- 
toms of  pregnancy  and  complained  of  no  abnormal  discomfort. 
Very  much  to  my  regret  I  made  no  vaginal  examination  at 
that  time  ;  yet  I  may  remark  that  her  family  physician,  Dr. 
Louis  Waldstein,  who  kindly  referred  the  case' to  me,  examined 
the  woman  a  few  weeks  prior  to  conception  and  failed  to  find 
anything  abnormal  in  the  uterus.  A  few  weeks  later  she  came 
to  my  office  in  the  evening,  complaining  of  pain  in  her  limbs  and 
some  discomfort  when  sitting  down.     She  herself  suggested  as 
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the  probable  cause  for  these  symptoms  a  cold  contracted  the 
previous  night  while  sleeping  with  the  window  wide  open. 
(During  the  night  there  was  a  sudden  temperature  decline.) 
Again  1  omitted  to  examine  per  vaginam,  but,  thinking  that  I  had 
to  deal  with  mere  rheumatic  pain,  prescribed  the  usual  remedies. 

She  intended  to  leave  for  the  country  the  following  day,  and 
I  cautioned  her  to  remain  in  bed,  if  not  feeling  perfectly  well, 
and  send  for  me  if  necessary.  Her  husband  came  to  my  office 
the  next  morning,  stating  that  his  wife  had  been  to  the  theatre 
the  night  previous,  and  coming  home  they  found  the  elevator  had 
stopped  running;  she  therefore  had  to  climb  up  six  nights  of 
stairs.  She  had  passed  a  very  restless  night,  and  he  asked  me 
to  see  her.  I  found  the  patient  in  bed,  complaining  of  abdomi- 
nal pain  and  inability  to  urinate.  She  felt  faint  and  her  stomach 
was  very  irritable.  The  visible  mucous  membranes  did  not  look 
pale.  Upon  making  a  vaginal  examination  I  found  the  vagina 
distended  by  an  elastic  tumor,  about  the  size  of  a  large  orange, 
situated  in  Douglas'  cul-de-sac.  The  cervix  I  was  unable  to 
make  out  at  that  time,  but  later  I  found  it  high  up  and  to  the 
left  of  the  symphysis  pubis.  It  felt  like  the  cervix  of  preg- 
nancy. To  my  mind  the  diagnosis  lay  between  an  incarcerated 
retroverted  uterus  and  a  pelvic  hematocele.  After  emptying  the 
bladder  I  placed  the  patient  in  the  knee-elbow  position,  and, 
introducing  two  fingers  into  the  vagina,  I  made  firm  pressure 
against  the  mass,  while  the  other  hand  was  placed  upon  the  ab- 
domen. In  a  short  while  I  could  map  out  the  whole  uterus,  and 
found  it  not  retroverted  and  distinct  from  the  aforementioned 
mass.  The  uterus  appeared  to  be  larger  than  it  should  be  in  the 
third  month  of  gestation.  I  excluded  extrauterine  pregnancy 
upon  the  ground  that  for  three  months  she  had  absolutely  no 
symptoms  pointing  to  this  complication,  and  that  the  uterus  felt 
to  the  touch  and  corresponded  in  size  to  the  pregnant  uterus. 
I  therefore  made  the  diagnosis  retrouterine  hematocele  caused 
by  some  unusual  bodily  exertion,  and  not  due  to  extrauterine 
pregnancy.  While  we  must  admit  that  the  vast  majority  of 
cases  of  pelvic  hematocele  are  caused  by  the  ruptured  pregnant 
tube,  there  are  still  a  sufficient  number  of  cases  recorded  by  able 
observers  to  make  it  certain  that  this  accident  may  be  indepen- 
dent of  extrauterine  pregnancy. 

Dr.  H.  C.  Coe,  who  kindly  saw  the  case  with  me  a  few  days  later, 
was  at  first  strongly  inclined  to  regard  it  as  one  of  extraute- 
rine pregnancy,  but  later  he  coincided  with  my  views.  As  to 
the  cause  of  the  hematocele  he  could  also  offer  no  other  expla- 
nation. I  ordered  absolute  rest,  opiates,  ice  upon  the  abdomen, 
and  other  medication  as  indicated.  The  inability  to  urinate 
continued  for  nearly  a  week,  when  gradual  improvement 
commenced.  Concomitant  with  this  improvement  there  was  a 
gradual  decrease  in  the  vaginal  tumor  and  an  enlargement  of  the 
uterus.     About  this  time,  which  was  nearly  four  weeks  after  the 
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woman  took  to  her  bed,  Dr.  P.  F.  Munde  examined  the  patient 
and  readily  found  the  abdominal  tumor, 'the  mass  protruding 
into  the  vagina,  the  latter  distinct  from  the  uterus.  lie  strongly 
suspected  the  case  to  be  one  of  ruptured  extrauterine  pregnancy 
continuing  as  an  abdominal  pregnancy.  To  make  the  diagnosis 
absolutely  clear  it  would  have  been  necessary  to  use  a  uterine 
sound,  but,  as  I  suspected  a  living  fetus  in  utero  and  the  symp- 
toms were  not  urgent,  we  concluded  to  watch  the  case  carefully 
and  await  further  developments. 

I  continued  to  examine  the  case  regularly,  and  was  gratified 
to  note  a  gradual  disappearance  of  the  vaginal  mass  and  the  nor- 
mal growth  of  the  uterus. 

I  omitted  to  remark  that  at  the  first  examination  I  felt  a  re- 
sistant mass  upon  either  side  of  the  uterus,  which  was  thought 
to  be  the  upper  limit  of  hematocele.  As  the  uterus  grew  larger 
and  could  be  more  distinctly  mapped  out,  these  hard  masses  were 
recognized  as  uterine  fibroids  situated  in  the  lateral  walls  of  the 
uterus,  and  later  it  became  evident  that  the  anterior  wall  also 
contained  a  number  of  fibroids.  These  tumors  participated  in 
the  further  evolution  of  the  organ,  one  attaining  the  size  of  a 
large  fetal  head.  Dr.  Munde  kindly  saw  the  patient  again  and 
confirmed  the  fact  that  we  had  to  deal  with  an  intrauterine 
pregnancy  complicated  by  fibroid  tumors  and  a  pelvic  hemato- 
cele. To  sum  up  the  further  history  of  the  case  briefly,  I  wish 
to  say  that  the  pelvic  hematocele  was  gradually  absorbed,  and 
the  cervix  regained  its  normal  position.  The  pregnancy  con- 
tinued undisturbed,  and  a  healthy  boy  was  born  at  full  term. 
Except  that  the  labor  was  rather  slow,  finally  necessitating  for- 
ceps delivery,  the  confinement  and  puerperium  were  normal. 
The  tumors  gradually  declined  in  size,  and,  while  they  have  not 
disappeared  entirely,  they  have  never  caused  any  discomfort, 
and  the  woman  continues  to  be  in  perfect  health. 

In  going  over  this  case  in  my  mind  after  everything  had 
passed  off  favorably,  I  have  often  asked  myself  the  question 
whether  my  diagnosis  had  not  been  wrong,  after  all ;  that  I 
never  had  to  deal  with  a  pelvic  hematocele,  but  that  the  mass 
which  resembled  it  consisted  of  nothing  else  than  a  prolapsed 
fibroid  tumor.  The  arguments  which  may  be  made  against  the 
latter  diagnosis  are  that  the  mass  did  not  have  the  feel  of  a 
fibroid  tumor,  and,  as  verified  by  two  prominent  observers,  it 
appeared  to  be  distinct  from  the  uterus.  The  tumor  was  un- 
doubtedly posterior  to  the  uterus,  yet  repeated  careful  examina- 
tions showed  the  posterior  uterine  wall  to  be  free  of  any  tumors. 
The  accident  occurred  at  a  time  when  the  uterus  was  just 
emerging  out  of  the  pelvis,  and  possibly  some  adhesions  be- 
tween the  new  growth  and  the  surrounding  parts  were  broken, 
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followed  by  sufficient,  bleeding  to  cause  the  hematocele.  This 
accident  appears  to  be  more  probable  when  it  is  remembered 
that  the  tumors  at  the  side  of  the  uterus  were  freely  movable 
and  were  of  the  subserous  type.  We  have,  further,  the  history 
of  an  unusual  exertion,  which  has  been  known  as  the  cause  of 
a  pelvic  hematocele.  I  finally  observed  the  mass  to  shrink  and 
gradually  to  become  absorbed,  just  as  one  would  expect  a  pelvic 
hematocele  to  behave. 

Case  IV. — I  attended  a  lady  in  her  second  labor,  which  pro- 
ceeded perfectly  normally.  When  I  attempted  to  express  the 
placenta  I  found  two  fibroids,  about  the  size  of  a  small  lemon,  in 
the  posterior  uterine  wall.  There  was  nothing  abnormal  during 
the  third  period  and  the  puerperium.  Again  I  could  notice  the 
gradual  disappearance  of  these  tumors,  and  they  had  never  given 
rise  to  any  discomfort. 

The  woman  is  absolutely  ignorant  of  the  fact  that  her  uterus 
contains  these  undesirable  guests,  but  I  am  quite  sure  that  they 
will  never  trouble  her. 

It  is  not  my  object  to  discuss  the  whole  subject  of  fibroid 
tumors  in  pregnancy  and  labor.  This  would  only  be  monoto- 
nous recapitulation  of  an  old  strain  to  be  found  in  every  obstet- 
rical text  book  and  in  most  papers  dealing  with  this  theme,  and 
much  of  which  I  believe  is  decidedly  out  of  tune  and  harmony 
with  the  rational  conception  of  this  complication.  I  intended  to 
devote  myself  entirely  to  the  study  of  these  four  cases  and  a 
few  general  remarks. 

In  two  of  these  cases  there  were  complications  due  to  the 
placenta,  probably  caused  by  an  endometritis,  which,  according 
to  Waldeyer,  Myronoff,  and  Campe,  is  usually  present  in  fibro- 
mata of  the  uterus.  To  my  mind  an  endometritis  is  the  most 
potent  factor  in  adherent  placenta  and  accidental  hemorrhage. 
While  in  the  first  case  the  placenta  was  unusually  firmly  ad- 
herent, it  became  in  Case  2  prematurely  detached. 

Hofmeier  thinks  the  complications  in  the  third  period  of  labor 
mainly  caused  by  irregular  uterine  contractions.  This  seems  to 
be  a  very  plausible  theory,  but  which  I  could  not  verify  in  my 
cases  ;  in  every  one  of  these  the  uterus  contracted  quickly  and 
permanently.  I  may  also  remark  that,  in  the  cases  which  I 
found  reported,  post-partum  hemorrhages  were  not  frequently 
observed,  but  adherent  placentae  were  quite  numerous. 

Slow,  painful,  and  tedious  labor  one  is  told  to  be  prepared  to 
meet  in  uterine  fibroids.     My  cases  comprised  two  old  primi- 
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parae,  in  which  one  expects  protracted  labor.  In  both  cases 
tumors  of  large  size  were  present.  Yet  in  one  case  labor  was 
rather  rapid,  and  in  the  second  case,  after  good  pains  were  once 
established,  the  expulsive  efforts  of  the  uterus  were  normal. 
Forceps  was  only  applied  in  the  interest  of  the  child  as  its  heart 
sounds  became  slow  and  irregular. 

It  is  a  deplorable  fact  that  obstetrical  text  books  preserve  a  too 
great  amount  of  reverence  to  old  dicta,  which  pass  like  an  end- 
less chain  from  book  to  book.  Because  some  writers  lost  a  few 
•confinement  cases  in  which  myomata  were  present,  although  the 
tumor  was  generally  not  the  cause  of  death,  this  complication  is 
marked  as  exceedingly  serious  and  we  are  advised  to  operate  if 
graver  symptoms  present  themselves.  Thus  it  comes  that  one 
man  operates  on  account  of  pain,  and  the  other  because  the  wo- 
man cannot  work  in  the  field.  Many  are  the  operations  reported 
in  which  the  sole  indication  was  the  tumor.  But  myomectomy 
duriug  pregnancy  is  a  grave  operation,  which  should  not  be 
undertaken  except  under  the  most  pressing  indications. 

I  omitted  to  remark  that  Case  3  suffered  from  marked  dis- 
tention of  the  abdomen  and  consequent  pains  of  varying  sever- 
ity. These  symptoms  were  never  serious  enough  to  warrant,  to 
my  mind,  interruption  of  pregnancy  and  myomectomy,  but  I 
come  across  the  history  of  many  operations  undertaken  for  far 
more  trivial  indications. 

It  seems  to  me  an  absurd  statement  to  say  that  myomectomy 
shall  also  be  performed  in  the  interest  of  the  fetus.  Certainly  in 
more  than  one-half  of  the  cases  pregnancy  is  interrupted  ;  and, 
while  I  cannot  quote  any  figures,  I  am  sure  that  a  much  larger 
percentage  would  be  saved  if  pregnancy  were  allowed  to  proceed 
undisturbed. 

Under  the  same  heading  I  class  the  operations  undertaken  at 
such  an  inopportune  time  with  the  view  of  freeing  the  woman 
of  the  tumor.  There  are  many  cases  of  uterine  fibroids  which 
should  be  operated  upon,  but  rarely  is  it  necessary  to  resort  to  the 
operation  while  the  uterus  contains  a  growing  fetus  and  its  nerv- 
ous and  vascular  systems  are  at  the  highest  state  of  development. 

The  few  cases  which  I  observed  prove  that  even  large  tumors 
may  cause  but  slight  complications,  and  I  found  not  a  small 
number  of  cases  reported  in  which  seemingly  insurmountable 
obstacles  disappeared  during  labor  and  did  not  interfere  with  a 
normal  delivery. 
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The  structure  of  fibroin jomata  closely  resembles  that  of  the 
uterus.  They  partake  in  the  evolution  and  involution  of  the 
organ.  Growths  which  may  be  of  alarming  size  during  preg- 
nancy become  post  partum  utterly  insignificant  and  may  never 
cause  the  woman  any  discomfort.  If  they  should  do  so,  then  it 
is  time  enough  to  resort  to  their  removal. 

I  consider  the  operation  of  myomectomy  during  pregnancy 
entirely  unjustifiable,  and,  with  but  few  exceptions,  these  cases 
should  be  let  alone  until  labor  has  commenced.  If  it  is  then 
found  that  delivery  per  vias  naturales  is  impossible,  then,  and 
only  then,  has  the  time  arrived  to  interfere  and  to  perform  the 
sectio  Cesarea  or  Porro  operation.  Both  of  these  operations 
give  far  better  results  than  myomectomy  during  pregnancy, 
especially  if  timely  preparations  have  been  made. 

Finally,  I  wish  to  say  that,  after  a  most  exhaustive  study  of 
the  literature  pertaining  to  uterine  fibroids,  I  cannot  verify  the 
statement  that  fibroid  tumors  are  the  cause  of  so  many  alarming 
complications.  The  deaths  which  are  reported  are  mostly  due 
to  sepsis  and  to  the  operations.  Women  die  of  sepsis  without 
the  presence  of  fibroid  tumors  ;  clean  hands  are  the  best  pro- 
phylactic against  that  complication.  Many  of  the  deaths  from  the 
operation  were  unwarrantable.  To  perform  a  myomectomy  in 
or  before  the  third  month  of  gestation,  simply  because  the  uterus 
contains  a  fibroid  tumor,  is  a  class  of  practice  which  I  group  under 
the  heading,  "  obstetrical  tight-rope  performances."  We  fre- 
quently see  persons  walk  the  tight-rope  without  breaking  their 
necks,  yet  it  is  more  prudent  to  remain  upon  terra  firma  ! 

109  East  71st  street. 
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The  indications  for  the  surgical  treatment  of  retrodisplace- 
ments  of  the  uterus  are  given  when  palliative  and  mechanical 

1  Read  before  the  New  York  Obstetrical  Society,  March  19th,  1895. 
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treatment  has  been  tried  and  for  some  reason  found  inefficient, 
or  when  such  procedures  are  contraindicated  by  the  nature  of 
the  derangement.  As  suitable  cases  for  mechanical  and  pallia- 
date  of  ;r  '  r  ruld  consider  especiai1^  ™^  ^  «««* 

l°f  t°  ""*;  &rm  «nanj  following  a  disturbed  puer- 
enum  The  further  advanced  these  cases  are  in' chronicity 
the  less  do  they  offer  prospects  for  a  permanent  cure.  The  ob- 
vious reason  for  this  is  that  the  malposition  of  the  oi-an  pro- 
daces  a  congestion  due  to  the  change  in  the  blood  suppl^,  where- 
by the  size  and  weight  of  the  uterus  and  the  adnexa  become 
considerably  increased.  The  ligaments  of  the  uterus,  the  pelvic 
peritoneum  and  the  vaginal  column  are  consequently  under  a 
strain  to  which  they  sooner  or  later  succumb,  ceasing  to  func- 
tionate as  the  natural  supports  of  the  organ. 

Admitted,  then,  that  the  case  has  to  be  treated  surgically,  the 
selection  of  the  special  procedure  which  we  will  follow  is  de- 
pendent on  the  result  of  a  previous  careful  examination.  Con- 
ditions will  thus  be  elicited  which  will  determine  our  choice  of 
the  operation. 

The  question  arises,  Is  the  organ  freely  movable,  and  is  reposi- 
tion possible  without  special  effort?     If  reposition  is  difficult 
can  the  peritonize  bands  be  overcome  by  stretching  and  tearing 
without  running  any  risk  of  intraperitoneal  hemorrhage »     Is 
there  a  marked  descensus  of  the  uterus  and  the  adnexa,  favored 
by  a  previous  injury  to  vagina  and  perineal  body  ?     Are  the  ad 
nexa  involved  to  a  greater  degree  of  inflammation  than  the  con- 
gested stage  which  we  would  expect  to  find  after  having  been  a 
long  time  impaired  in  their  circulation,  and  do  they  require  our 
special  attention  ?     It  may  subsequently  appear  that  a  number 
ot  cases  which  permit  of  reposition  become  suitable  for  me- 
chanical treatment  after  a  thorough  curettage  or  after  repair  or 
amputation  of  the  cervix  has  been  done.     The  beneficial  influ- 
ence of  the  curettage  and  the  amputation  shows  itself  in  the 
speedy  relief  of  the  congestion  and  the  reduction  of  the  size  and 
weight  of  the  organ;  the  prolonged  use  of  pessaries  favors  the 
proper  circulation  and  assists  the  adnexa  in  the  performance  of 
their  functions.     But  the  number  of  cases  where  these  measures 
are  applicable,  and  where  they  are  adequate   to  bring  about  a 
permanent  cure,  is  but  small.     In  the  great  majority  of  cases 
we  find  that  conditions  exist  which  require  besides  these  mea- 
sures a  more  radical  interference  to  insure  a  permanent  cure 
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Here  we  have  to  decide  if  the  intraperitoneal  conditions  are 
such  as  to  require  for  their  relief  an  opening  of  the  abdominal 
cavity,  or  whether  a  favorable  issue  of  the  case  can  be  attained 
by  the  methods  not  necessitating  a  celiotomy.  The  procedures 
which  we  have  in  the  latter  case  at  our  disposal  are  :  Alexander 
Adams  operation,  Schiicking's  operation,  Diihrssen,  Winter, 
Mackenrodt  vaginal  fixation,  and  a  number  of  other  devices  with 
the  view  of  suturing  the  uterus  to  the  abdominal  walls  without 
opening  the  peritoneal  cavity. 

Of  these  the  Alexander  operation  is  a  well-established  feature 
in  gynecology  ;  executed  properly  in  suitable  cases,  the  results 
are  good;  it  is  an  ideal  operation  which  will  keep  its  place  in 
surgery  in  spite  of  the  opposition  raised,  mainly  from  men  who 
have  never  tried  it  or  who  have  not  been  especially  successful 
in  their  first  attempts. 

Schiicking's  operation  has  practically  been  discarded  by  its 
advocates  in  favor  of  the  less  dangerous  and  more  logical  pro- 
cedure, the  vaginal  fixation,  which  we  will  consider  later. 

The  other  operations  hardly  deserve  our  consideration.  They 
are  proposed  sporadically,  seldom  tried  for  any  length  of  time. 
They  all  have  one  feature  in  common — they  lack  in  safety.  Some 
are  to  be  condemned  on  account  of  illogical  surgical  reasoning. 
In  case  adhesions  or  the  diseased  state  of  the  adnexa  necessitate 
celiotomy,  our  choice  rests  between  ventrofixation  of  the  uterus 
and  one  of  the  operations  proposed  for  shortening  of  the  round 
ligaments  intraperitoneally.  The  latter,  although  rational  and 
easily  executed,  are  done  by  but  comparatively  few,  the  majority 
of  operators  preferring  to  fasten  the  fundus  uteri  to  the  abdo- 
minal walls  by  one  or  the  other  method. 

We  have,  then,  at  the  present  time  three  operations  which  are 
most  frequently  performed  for  retrodisplacement  of  the  uterus, 
each  one  of  which  has  its  respective  indications.  Two  of  these 
procedures — the  Alexander  operation  and  the  vaginal  fixation  of 
the  uterus — are  suitable  in  cases  of  movable  uterus  not  compli- 
cated by  disease  of  the  pelvic  peritoneum  or  the  adnexa.  Ventro- 
fixation, on  the  other  hand,  is  indicated  in  all  cases  of  irreducible 
retrodisplacements  accompanied  by  disease  of  the  adnexa  or  the 
pelvic  peritoneum,  especially  in  cases  of  parametritis  posterior. 

The  Alexander  operation  I  do  not  intend  to  draw  into  this 
discourse.  Of  the  two  remaining  operations  ventrofixation  has 
an  undisputed  place  in  gynecology.     The  operation  has  gone 
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through  stages  of  development  which  it  is  interesting  to  follow. 
The  outcome  of  this  persistent  work  is  that,  in  the  operation  as 
proposed  by  Olshausen,  Sanger,  or  Leopold,  we  have  a  pro- 
cedure simple  and  easy  of  execution,  which  is  bound  to  give  us 
favorable  results. 

The  vaginal  fixation  of  Diihrssen,  Winter,  Mackenrodt  is  an 
operation  which  was  devised  mainly  to  correct  faults  inherent 
in  Schiicking's  operation.  It  is  the  competitor  of  Alexander's 
operation,  for,  like  the  latter,  it  is  applicable  to  those  cases  of 
retroversion  and  flexion  where  the  uterus  is  movable  or  can  be 
rendered  so  by  Schultze's  method.  In  my  judgment  (T  have 
done  the  operation  a  number  of  times)  it  has  no  advantages  over 
the  Alexander  operation,  but,  on  the  contrary,  has  disadvantages, 
the  uterus  being  fixed  in  a  pathological  position,  its  mobility 
being  thus  impaired  and  also  by  the  pressure  of  the  bladder. 
The  results  of  the  Alexander  operation  are  more  permanent,  the 
immediate  failures  less  numerous,  than  after  vaginal  fixation. 

We  need  not  be  surprised  that  under  such  circumstances  the 
original  vaginal  fixation  is  practised  to-day  by  a  few  only.  Even 
the  originators,  amongst  them  Diihrssen  and  others,  convinced 
themselves  that,  in  order  to  avoid  direct  failure  and  to  attain 
permanent  results,  it  is  of  importance  to  open  the  peritoneum 
and  to  transfix  the  uterus  much  higher  than  it  is  possible  when 
the  plica  vesicae  is  not  opened.  The  great  advantages  in  opening 
the  peritoneum  are  evident :  adhesions  can  be  broken  up  by  the 
fingers,  the  adnexa  can  be  examined  and  can  be  dealt  with  accord- 
ing to  the  conditions  presenting.  The  operation  performed  in 
this  way  is  far  superior  to  the  original  vaginal  fixation  ;  it  has 
great  advantages  over  the  Alexander  operation  and  is  in  many 
respects  a  rival  of  ventrofixation.  I  say  in  many  respects,  for 
still  the  same  disadvantages  of  the  faulty  position  of  the  organ 
adhere  to  it. 

In  ventrofixation  of  the  uterus  the  organ  is  brought  high  up 
in  the  pelvis,  really  higher  than  its  normal  position,  but  expe- 
rience has  shown  us  that  this  temporary  elevation  is  extremely 
beneficial  to  the  re-establishment  of  the  proper  blood  supply  in 
the  uterus  as  well  as  the  adnexa,  that  the  favorable  results  which 
we  see  invariably  follow  this  procedure  are  to  the  greatest 
extent  due  to  this  superelevation.  The  uterus  will  sink  in  the 
pelvis  gradually  to  its  normal  level,  while  the  adhesions  formed 
on  its  anterior  surface  are  so  firm  as  not  to  allow  a  return  of  the 
40 
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organ  to  its  former  position,  even  in  case  the  uterus  should  have 
to  go  through  the  act  of  gestation. 

It  is  not  difficult  to  explain  the  amelioration  of  all  the  symp- 
toms which  is  thereby  attained,  when  we  bear  in  mind  the 
different  factors  which  originally  produced  the  displacement. 

In  the  modified  vaginal  fixation  the  uterus  comes  to  lie  low  in 
the  pelvis ;  the  adnexa  may  have  been  properly  attended  to,  yet 
on  account  of  the  low  and  cramped  position  the  organ  has  not 
the  same  facility  to  undergo  the  process  of  depletion. 

Yaginal  fixation  certainly  has  the  great  advantage  of  saving 
the  abdominal  incision,  preventing  thus  ventral  hernia,  which  is 
especially  to  be  considered  in  the  class  of  women  who  have  to  do 
heavy  work. 

Besides  it  is  a  fact  that  patients  consent  more  readily  to  vagi- 
nal than  abdominal  operations;  nor  does  any  disadvantage  belong 
to  the  former  when  we  consider  to  how  high  a  degree  asepsis 
and  antisepsis  can  be  carried  out  in  it. 

If  these  advantages  could  be  combined  with  the  benefits  de- 
rived from  ventrofixation ;  if,  in  other  words,  ventrofixation  of 
the  uterus  by  the  vaginal  route  could  be  performed  instead  of 
vaginal  fixation,  we  would  have  to  consider  such  a  procedure  as 
an  improvement.  With  the  revival  to  attack  pelvic  disease  per 
vagi  nam  I  have  given  to  this  subject  quite  some  attention,  espe- 
cially during  the  past  summer. 

I  became  convinced  that  the  uterus  can  be  ventrofixated  with 
comparative  ease  to  the  abdominal  walls  by  entering  the  perito- 
neal cavity  from  Douglas'  pouch  ;  that  the  same  favorable  results 
may  be  obtained  as  when  the  abdomen  was  opened  in  the  median 
line.  The  number  of  cases  operated  on  is  too  small  and  the 
time  elapsed  too  short  to  allow  any  definite  conclusions.  So 
much  I  know,  that  the  operation  can  be  performed  on  any  per- 
son where  vaginal  work  is  at  all  possible  ;  the  less  corpulent  the 
patient  the  easier,  while  the  fattest  abdominal  walls  seem  to  be 
no  contraindication. 

In  conclusion  allow  me  to  describe  the  way  in  which  I  pro- 
ceeded in  the  last  three  cases  of  this  experimental  work. 

The  patient  is,  as  in  all  vaginal  operations,  treated  to  a  vaginal 
douche  of  1 :  5000  of  bichloride  of  mercury  solution  three  times 
a  day  for  several  days.  Prior  to  the  operation  the  bowels  are 
emptied.  The  abdomen  is  prepared  as  in  cases  of  celiotomy. 
The  vagina  is  scrubbed   with  lysol,  followed  by  bichloride  of 
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mercury  solution.  The  patient  is  put  in  the  lithotomy  position, 
with  a  high  pillow  under  the  sacral  region.  The  bladder  is 
emptiyd.  After  curettage  of  the  uterus  I  open  Douglas'  pouch, 
insert  one  or  two  lingers,  and  break  up  existing  adhesions.  I 
then  introduce  a  uterine  sound  with  a  specially  large  knob  into 
the  uterine  cavity,  and  under  pressure  of  the  sound  and  the  as- 
sistance of  the  finger  I  bring  the  body  of  the  uterus  down 
through  the  incision  and  out  of  the  vulvar  oritice.  By  moving 
the  uterus  to  one  side  or  the  other  1  am  able  to  deal  with  the 
adnexa  of  the  respective  side,  bringing  them  down  and  remov- 
ing them  if  necessary.  I  then  scarify  the  anterior  surface  of 
the  uterus  and  transfix  the  fundus  by  two  silk  threads.  The 
uterus  is  now  pushed  back  through  the  vaginal  incision,  the  four 
ends  of  the  sutures  hanging  from  the  vagina.  By  means  of  a 
specially  constructed  needle,  consisting  of  a  canula  with  a  blunt 
point,  in  which  by  a  proper  mechanism  a  needle  can  be  carried 
to  and  fro,  I  bring  each  end  of  the  suture  under  the  guidance  of 
two  lingers  inserted  in  the  vaginal  incision  up  to  the  abdominal 
wall.  After  beino-  certain  that  neither  intestine  nor  the  bladder 
is  in  the  way,  the  blunt  end  of  the  canula  is  pressed  against  the 
peritoneum  and  the  secreted  needle  is  pushed  through  the  ab- 
dominal wall.  The  silk  thread  is  then  taken  out  of  the  eye  and 
the  needle  is  drawn  back  into  the  canula  and  removed.  The 
three  remaining  sutures  are  applied  in  the  same  way.  While 
the  fingers  are  pressing  the  uterus  forward  the  corresponding 
ends  of  the  sutures  are  tied  over  a  compress  of  gauze,  or,  as  I 
have  done  in  two  cases,  fastened  by  perforated  shot.  An  asep- 
tic dressing  is  applied  over  the  abdomen. 

The  vaginal  opening  is  partly  closed  by  two  sutures;  a  strip 
of  gauze  is  inserted  in  the  centre  of  the  incision  for  purposes  of 
drainage. 

As  I  said  above,  this  has  to  be  considered  as  experimental 
work,  although  I  must  confess  that  the  last  few  cases  convinced 
me  that  the  method  mentioned  can  be  but  little  improved  upon. 
I  also  would  say  that  to  do  this  procedure  successfully,  without 
the  risk  of  injuring  intestine  or  bladder,  it  is  necessary  to  have 
a  guarded  needle  similar  to  the  one  which  I  proposed,  as  the 
operator's  attention  is  fully  engaged  in  searching  the  proper 
point  for  the  insertion  of  the  needle.  A  mishap,  fortunately 
without  any  serious  consequences,  happened  to  me  before  I  had 
this  needle  made.     I  used  a  long  Hagedorn  needle,  and,  in  my 


t>28  fokrstkr:  treatment  of  retrodisplacement  of  utkrus. 

desire  to  protect  the  sharp  point  with  my  index  finger,  the  blad- 
der became  transfixed.  The  result  was  suppuration  and  a  vesico- 
abdominal fistula  which  healed  after  a  few  days. 

In  bringing  to  your  attention  this  modification  of  ventrofix- 
ation, [  am  well  aware  that  I  will  be  snbjected  to  the  criticism 
of  the  Society.  Like  many  of  you,  I  have  considered  the 
debatable  features.  I  know  it  may  be  urged  that  the  danger  of 
wounding  the  intestine  is  great;  that  the  bladder,  as  my  own 
C133  bun  witness,  miy  be  punsture  1 ;  that  the  operation  requires 
more  time;  that  technical  difficulties,  especially  in  narrow 
vaginae,  are  great.  Yet  from  my  experience,  limited  as  it  is,  I 
claim  that,  by  the  aid  of  pelvic  elevation  and  the  finger  as  a 
guide,  we  cau  absolutely  depend  on  our  sense  of  touch.  Such 
occurrences  as  puncture  of  blaider  or  intestine,  since  the  intro- 
duction of  the  guarded  needle,  will  be  next  to  impossible, 
especially  when  we  have  used  the  precaution  of  having  deter- 
mined the  upper  border  of  the  bladder  by  the  aid  of  the  sound. 
The  operation  by  no  means  requires  more  time  than  the  ordi- 
nary ventrofixation.  I  have  to  acisnit  that  the  execution  may 
be  rather  difficult  in  nulliparae  and  in  women  with  fat  abdo- 
minal walls. 

Y"et  in  balancing  the  disadvantages  with  the  advantages — 
which  I  claim  to  consist  (1)  in  the  absolute  absence  of  shock,  as 
in  all  vaginal  operations  ;  (2)  the  fact  that  the  consent  of  the 
patient  to  a  vaginal  operation  is  more  easily  obtained  than  to  an 
abIo;n;nal  section;  (3)  that  ventral  hernia,  an  occurrence  not 
absolutely  avoidable  after  celiotomy,  is  out  of  the  question,  ad- 
hesions of  the  intestine  or  the  omentum  to  the  abdominal  cica- 
trix likewise ;  (4)  that  natural  drainage  is  established  by  the 
opening  of  Douglas1  pouch  ;  (5)  that  the  uterus  is  brought  to  a 
higher  plane  than  it  is  possible,  at  least  in  the  operation  of 
•vaginal  fixation — I  have  therefore  come  to  the  conclusion  that 
the  procedure  possesses  sufficient  merit  to  warrant  me  in  invit- 
ing you  to  give  the  proposed  method  a  fair  trial. 
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REPORT   OF  A  CASE   OF  FLOATING  SPLEEN  IN  AN  INFANT 
FOLLOWING  MALARIA.1 


CHARLES  I.  PROBEN,  M.D., 
New  York  City. 


(With  two  illustrations.) 


At  the  last  meeting  of  this  Society  I  presented  an  infant  with 
a  hypertrophied  spleen,  easily  palpable  and  freely  movable  in 
the  abdominal  cavity,  which,  owing  to  its  rarity  in  so  small  a 
child,  attracted  a  great  deal  of  attention.  The  history  of  the 
case  is  as  follows :  The  patient,  now  13  months  of  age,  entered 
the  Foundling  Asylum  when  about  2  weeks  old  ;  hence  the 
family  history  and  other  points  pertaining  to  it  at  that  time  are 
blank.  Infants  admitted  into  this  institution  are  not  subjected 
to  a  special  examination,  but  are  given  to  a  mother  to  suckle, 
who  is  required   to  nurse  two  babies. 

On  admission  it  was,  as  the  sister  in  charge  remarked,  a  vig- 
orous, beautiful,  well-nourished  baby,  and  apparently  healthy. 
Nothing  unusual  was  noticed  about  it  to  attract  special  attention. 
The  nurse,  as  far  as  I  am  able  to  ascertain,  was  in  fairly  good 
health,  and  no  history  of  any  morbid  condition  could  be  elicited 
from  those  who  knew  her.  "She  continued  to  nurse  two  children, 
one  being  her  own  offspring,  who  seemed  to  thrive  very  well,' 
much  better  than  our  patient,  who  gradually  declined  up  to  the 
ninth  month.  _  It  began  to  look  small,  puny,  was  cross  and  ir- 
ritable, ^and  this  was  attributed  to  improper  nursing  and  probably 
poor  milk.  It  was  not  thought  at  any  time  that  the  infant  was 
sick,  so  that  even  a  careful  nurse  failed,  or  thought  it  unnecessary, 
to  call  the  physician's  attention  to  it.  The  advisability  of  trans- 
ferring it  to  another  wet-nurse  was  considered,  and  at  "the  ninth 
month  it  was  given  to  a  woman  residing  outside  of  the  institu- 
tion. The  second  nurse  was  a  hardy,  active,  strong  Italian  woman 
whose  baby  had  recently  died.  She  had  well- developed  mam- 
mary glands  and  an  ample  supply  of  milk  of  good  quality,  with 
a  good  percentage  of  cream  and  of  a  fair  specific  gravity. 

This  nurse  continued  to  feed  the  baby,  but  without  any  im- 
provement in  its  general  condition.  After  it  had  been  under 
her  care  for  a  few  weeks  she  brought  the  infant  to  me  (early  in 
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December),  and  I  elicited  the  following :  The  baby  was  miserable, 
sick,  peevish,  fretful,  and  irritable,  it  would  cry  and  moan  most 
of  the  time,  especially  at  night,  and  would  not  allow  her  to  rest. 
She  lived  in  fairly  hygienic  apartments  in  a  healthy  part  of  the 
city.  No  history  of  chills,  sweating,  or  similar  phenomena.  It 
was  frequently  noticed  that  the  child  was  feverish,  more  so  in 
the  afternoon,  when  the  crying  and  irritable  condition  was  at  its 
height  and  it  would  refuse  to  nurse.  No  periodicity  or  state- 
ment as  to  the  frequency  of  these  repetitions  could  be  obtained, 
save  that  it  was  pretty  constant.  At  times  diarrheal  attacks 
would  alternate  with  constipation,  the  latter  predominating ;  then 
the  stools  would  be  of  a  dark-brown  color  and  of  a  fetid  odor. 
The  diarrhea  came  on  suddenly,  and  always  ceased  without  any 
treatment.  During  the  last  month  there  was  an  attack  of  acute 
bronchitis,  which  soon  yielded  to  treatment.  The  tongue  was 
coated  with  a  dark-brown  fur,  most  marked  at  the  base.  Den- 
tition period  was  as  follows  :  The  lower  central  incisors  appeared 
at  the  age  of  9  months,  the  upper  central  incisors  soon  follow- 
ing, then  the  upper  lateral  incisors,  and  finally  the  lower  lateral 
at  the  age  of  12  months.  No  signs  of  discoloration  or  notching 
noticeable.  No  history  of  snuffles,  mouth  breathing,  or  of  sweats 
about  the  head.  The  general  development  was  poor,  the  mus- 
cles soft  and  flabby,  the  circulation  rather  inactive,  with  cold  and 
bluish  extremities.  Conjunctival  mucous  membrane  rather  pale. 
Eyes  somewhat  sunken,  with  dark  circles  below  them.  Skin  dry, 
of  a  yellowish  muddy  color,  pale  and  sallow.  No  evidences  of 
pre-existing  eruption  or  cicatrices  noticeable.  The  bones  of  the 
body  showed  some  slight  changes  which  it  is  well  to  take  into 
account :  the  head  was  not  abnormally  large,  the  anterior  fonta- 
nels rather  more  open  than  it  should  be,  thinning  of  the  occi- 
pital bone  in  places,  slight  enlargement  of  the  radio-ulnar  and 
femoral  epiphyses.  More  marked  enlargement  of  the  costo- 
chondral  cartilages,  with  a  chest  wall  bulging  laterally  at  its 
lower  third.  Enlargement  of  the  cervical,  axillary,  and  inguinal 
glands,  not  excessive,  however. 

Our  attention  is  next  directed  to  the  abdomen,  which  the 
nurse  readily  noticed  was  protuberant  on  the  left  side,  which 
swelling  increased  later  without  any  apparent  pain  or  tenderness. 
The  abdomen  was  generally  protuberant,  as  it  usually  is  in 
rickets,  due  to  tympanitic  distention  of  the  intestines  and  en- 
largement of  the  viscera.  But  we  noticed  a  marked  local  enlarge- 
ment of  the  left  side,  which  produced  a  bulging  of  the  abdominal 
walls  anteriorly  and  laterally,  and  also  of  the  ribs,  which  were 
more  prominent  than  on  the  right  side. 

Percussion  elicited  flatness  over  the  tumor,  which  extended 
upward  as  far  as  the  eighth  rib,  downward  to  Poupart's  liga- 
ment and  toward  the  median  line,  where  a  mixed  note  was 
apparent  owing  to  the  underlying  intestines. 

Auscultation  was  negative  ;  no  bruit  was  heard. 
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Palpation  was  more  satisfactory  and  showed  a  hard  mass, 
whicli  could  be  followed  up  below  the  ribs  and  downward  into 
the  pelvis  behind  Poupart's  ligament  (Fig.  1).  In  the  median 
line  a  hard,  distinct  edge  was  felt,  notched  here  and  there.  No 
pain  or  tenderness  was  produced,  even  by  counterpressure  in  the 
lumbar  region.  The  mobility  of  the  mass  was  well  illustrated 
by  palpation.  It  could  be  rotated  slightly  for  a  few  inches, 
quickly  assuming  its  former  position.  There  was  some  motion 
with  the  respiratory  curve.  From  the  outline  and  the  distinctly 
notched  edge  we  could  not  mistake  it  for  any  other  tumor  than 
an  excessively  enlarged  spleen.  The  liver  was  slightly  enlarged, 
distinctly  palpable  at  its  lower  edge  about  two  to  three  fingers' 
breadth  below  the  ribs.  Otherwise  the  abdominal  examination 
was  negative,  save  the  tympanitic  distention  of  the  intestines. 


Fig.  1. 


Fig.  2. 


Urine  not  examined.  Heart  and  lungs  normal.  Repeated  ob- 
servations during  the  first  two  weeks,  though  the  patient  could 
not  be  seen  every  dav,  showed  a  variable  high  temperature,  the 
minimum  being  99.5°  F.  and  the  maximum  101°  F.,  in  the 
middle  of  the  day,  per  rectum ;  that  this  temperature  existed 
without  any  well  apparent  cause  and  yielded  readily  to  treat- 
ment;  and  that  the  infant  has  been  free  of  any  rise  of  tempe- 
rature since  then,  except  when  an  acute  attack  of  bronchitis 
supervened.     Pulse  and  respiration  showed  nothing  of  interest. 

To  recapitulate  :  We  had  an  infant  whose  early  history  was 
blank.  Wet-nursing  did  not  improve  its  condition.  Devel- 
oping a  mild  form  of  rickets,  and  being  sickly  and  poorly 
developed,  it  was  given  to  another  nurse,  with  the  same  result. 
At  about  the  tenth  month  a  unilateral  swelling  was  noticed  on 
the  left  side  of  the  abdomen,  which  upon  examination  proved  to 
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be  a  freely  movable  splenic  tumor,  to  which  the  condition  of  the 
child  could  be  attributed.  The  evident  bone  changes  indicated 
rickets  as  a  complication. 

Enormous  enlargement  of  the  spleen  is  rare  in  children  ;  some 
claim  that  it  only  exists  in  adults.  A  slight  enlargement  below 
the  border  of  the  ribs  is  easily  felt  and  is  not  uncommon.  Very 
great  enlargement  of  the  spleen  in  infants  is  practically  due  to 
three  causes:  (1)  leucocvthemia,  (2)  malaria,  (3)  syphilis.  In 
arriving  at  a  logical  conclusion  we  must  deduct  other  rare  con- 
ditions,  as  sarcoma,  carcinoma,  cysts,  and  abscesses.  I  have  not 
included  the  minor  enlargements  due  to  rickets,  some  acute 
diseases,  etc. 

In  tryiug  to  find  an  etiological  factor  for  the  above  case,  I 
must  confess  at  first  I  was  rather  inclined  to  favor  syphilis,  but 
any  evidence  on  the  part  of  the  skin,  mucous  membranes,  teethy 
nose,  etc.,  which  I  carefully  searched  for,  was  absent.  The 
general  adenopathy  can  be  laid  to  the  rickety  dyscrasia.  Yery 
great  hypertrophy  of  the  spleen  due  to  syphilis,  without  any 
other  manifestation,  has  been  reported  where  the  therapeutic 
test  alone  decided  the  cause.  Four  or  five  decades  ago  rickets 
was  supposed  to  cause  such  enormous  hypertrophy,  but  this 
opinion  is  no  longer  held.  Leucocythemia  is  a  frequent  cause  of 
such  hypertrophy,  but  a  close  examination  for  very  large  glands, 
either  apparent  or  hidden,  and  preferably  an  examination  of  the 
blood,  form  our  guide  in  ruling  out  this  affection. 

After  having  excluded  the  above  affections,  and  syphilis  being 
doubtful,  we  have  only  one  other  condition  present  which  may 
act  as  the  etiological  factor — namely,  malarial  fever.  Where 
such  a  case  may  seem  ambiguous,  nothing  will  take  the  place  of 
a  careful  microscopical  examination  of  the  blood  to  determine 
the  presence  or  absence  of  the  hematozoa,  at  the  same  time 
noting  the  proportion  of  the  red  to  the  white  blood  corpuscles. 
The  parasite  infesting  the  blood  of  those  suffering  from  paludal 
poisoning  was  first  described  by  Laveran  as  pathognomonic  of 
malaria.  It  is  found  in  all  severe  acute  and  chronic  cases.  We 
must,  however,  not  expect  to  find  these  in  all  cases  occurring  in 
our  latitude,  where  we  usually  find  a  mild  type  of  intermittent 
fever.  It  is  an  established  fact  that  some  American  observers, 
as  Osier,  James,  and  Shattuck,  have  often  failed  to  find  the 
hematozoa  at  the  first  examination,  and,  above  all,  that  they  are 
often  absent.     Experience  and  repeated  examinations  are  neces- 
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sary.  In  the  case  which  I  have  now  under  observation  I  have 
on  different  occasions  found  pigment  bodies,  rosette-shaped 
translucent  masses  (and  crescent-shaped  bodies  on  one  occasion) 
in  the  red  blood  cells  ;  proportion  of  red  to  white  cells  about 
normal ;  amount  of  hemoglobin  not  determined.  These  ex- 
aminations, made  at  repeated  intervals,  brand  our  case  as  one 
of  undoubted  malarial  origin,  which  is  further  strengthened  by 
the  fact  that  the  therapeutic  test  caused  disappearance  of  the 
Plasmodium  from  the  blood  and  marked  diminution  in  the  size 
of  the  tumor.  Fresh  blood  should  be  examined  under  a  cover 
glass  with  a  one-teuth  Zeiss  immersion  lens  aud  a  No.  4  ocular. 
An  expert  becomes  adept  in  this  examination,  and  is  able  to 
discern  the  ameboid  movements  of  the  plasmodium.  It  is  far 
more  satisfactory  for  the  beginner  to  spread  a  drop  of  blood > 
taken  from  the  patient's  finger,  thinly  on  a  cover  glass,  dry  the 
specimen,  and  stain  with  a  concentrated  aqueous  solution  of 
methylene  blue  and  then  wash  in  water.  Some  advise  soaking 
the  specimen  in  absolute  alcohol  or  ether  before  staining,  as  it 
then  stains  better.  The  malarial  parasite  is  stained  blue,  the 
nuclei  of  the  leucocytes  and  the  blood  plaques.  The  red  cor- 
puscles are  not  stained  unless  some  nucleated  ones  may  be 
present.  These  latter  should  not  be  mistaken  for  the  hemato- 
zoa.  The  disappearance  of  these  parasites  under  the  administra- 
tion of  large  doses  of  quinine  is  generally  conceded. 

Our  diagnosis  being  camplete,  a  course  of  quinine  administra- 
tion was  successfully  instituted,  with  the  result  already  men- 
tioned. Six  grains  of  the  sulphate  were  given  three  times  a  day, 
alternating  the  treatment  with  fair-sized  doses  of  arsenic.  No 
toxic  effects  were  observed,  although  the  dose  of  quinine  seemed 
large,  and  the  infant  has  borne  it  well  for  nearly  two  months. 
Under  its  use  the  fever  soon  subsided,  other  symptoms  van- 
ished, and  the  child  has  improved  in  appearance  and  weight. 
The  spleen  diminished  in  size  gradati?n,  until  at  present,  two 
months  after  treatment,  we  have  the  following  condition  :  Ab- 
domen somewhat  protuberant  (due  to  rickets),  symmetrical  in 
size;  no  local  elevation  can  be  discerned.  On  palpating  the 
abdomen  we  feel  an  oval  mass,  having  the  characteristic  outline 
of  a  spleen,  with  a  distinct  hard  edge,  not  notched,  convex  on 
its  surface,  not  tender  or  painful,  lying  loose  in  the  abdominal 
cavity  to  the  left  of  the  umbilicus,  partly  in  the  lumbar  and  in- 
guinal regions  (Fig.  2).    The  long  diameter  points  to  the  spine  of 
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the  pubes.  It  can  be  gathered  up  between  the  lingers,  is  freely 
movable  to  the  left  and  upward  a  distance  of  three  or  four 
inches.  Absence  of  the  flatness  beneath  the  ribs  in  the  lower 
axillary  region  where  the  spleen  naturally  is.  The  tumor,  ow- 
ing to  its  weight,  has  loosened  itself  from  its  attachments,  and 
is  now  about  double  the  size  of  the  normal  spleen,  floating 
about  in  the  abdomen.  It  is  not  possible  that  it  will  ever  as- 
sume its  normal  position  beneath  the  ribs,  even  if  still  further 
reduced  in  size.  It  is  to  be  regretted  that  the  early  history 
cannot  tell  us  when  the  spleen  began  to  be  enlarged,  whether 
it  was  fetal  or  occurred  later,  and  the  cause  of  the  infection. 
That  the  present  condition  is  a  rare  one  is  evident  from  the  fact 
that  I  am  unable  to  And  a  record  of  a  case  in  so  young  an  in- 
fant, at  least  in  our  latitude.  Probably  these  cases  occur  more 
often  in  the  tropics  and  malaria-affected  countries,  especially 
among  adults,  where  they  are  common.  Hypertrophies  as 
large,  weighing  twenty  pounds,  have  been  recorded,  frequently 
ending  in  rupture,  and  for  which  operative  procedures  are  insti- 
tuted. 

Intermittent  fever  in  infants  is  rare  in  New  York ;  at  least,  if 
it  is  common,  as  some  would  have  us  believe,  it  is  not  readily 
recognized.  A  number  of  physicians  base  their  observations 
upon  some  special  symptom  or  sign,  and  record  almost  every- 
thing as  malarial  in  origin.  Among  a  large  number  of  chil- 
dren examined  during  the  last  four  years,  I  can  scarcely  count 
two  dozen  undoubted  cases  of  malaria  in  infants  under  2 
years  of  age.  The  examination  of  the  blood  is  not  withiu 
the  reach  of  the  busy  practitioner,  but  will  help  us  in  quite  a 
number  of  cases.  After  all,  in  the  case  of  an  enlarged  spleen 
which  is  not  palpable,  but  can  be  distinguished  by  the  expert 
percussor,  we  are  forced  to  rely  upon  the  therapeutic  test, 
namely,  the  administration  of  large  doses  of  quinine,  and  observe 
the  effect  of  this  drug  before  we  can  pronounce  it  malarial  in 
origin. 
970  Lexington  avenue. 
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In  considering  the  subdivisions  of  this  complex  subject  as 
given  in  the  programme  of  addresses  before  your  Society,  I  am 
somewhat  puzzled  to  know  just  what  limitation  should  be  placed 
on  that  part  allotted  to  me,  viz.,  "  Hysterical  Manifestations  of 
the  Brain."  To  most  of  the  others  there  is  a  natural  limitation, 
but  the  scope  of  the  hysterical  manifestations  of  the  brain  is  co- 
extensive with  that  of  hysteria,  and  it  would  seem  imperative 
that  there  be  a  preliminary  outline  given  of  the  disease  entire 
before  this  subdivision  can  be  understood. 

Hysteria,  misnamed,  ill-defined,  capricious,  and  fleeting,  has 
long  been  the  subject  of  medical  thought  and  inquiry,  and  yet 
to-day  remains  well-nigh  as  imperfectly  understood  and  as  inde- 
finite in  its  pathology  as  ever.  Its  nature,  habitat,  causation,  and 
successful  treatment  are  still  elusive — irritatingly,  exasperatingly 
so.  It  is  known  to  require  for  its  production  a  certain  type  of 
organization,  yet  the  physical  features  of  this  type,  the  physical 
basis  of  the  disease,  are  still  but  vaguely  outlined. 

In  its  essence  it  is  a  morbid  state  of  the  brain.  It  is  essentially 
a  morbid  state  rather  than  an  active  disease.  It  is  an  abnormal 
type  of  structure,  a  morbid  functionating  tendency,  which  either 
in  itself  may  constitute  the  disorder,  or  be  superadded  to  active 
diseased  processes.  It  has  a  connection  with  the  uterus  only  in 
name,  no  further.  The  brain  is  its  habitat  and  the  nervous  sys- 
tem the  field  of  its  active  operations.  The  type  of  brain  is  its 
essence  and  furnishes  its  potentiality. 

Frequently,  if  not  usually,  inherited,  it  is  found  in  individuals 
in  whose  organization  there  is  a  preponderance  of  the  emotions, 
a  want  of  mind  equilibrium,  a  development  of  sentiment  and 
the  affective  propensities  at  the  expense  of  capacity  to  deliberate 
and  choose.  The  disease  is  most  active  in  the  sex  whose  place 
in  the  economy  of  Nature  and  whose  work  in  the  perpetuation  of 
the  race  necessitates  a  preponderance  of  emotional  development. 

It  is  seen  perhaps  twenty  times  more  frequently  in  women 
than  in  men.  All  degrees  of  its  development  may,  however,  be 
seen  in  man  and  in  as  multitudinous  variety.  The  type  of  such 
men  is  womanish  in  emotional  development  and  lack  of  mature 

1  A  series  of  papers  read  before  the  Cincinnati  Obstetrical  Society,  Decem- 
ber 13th,  1894. 
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deliberation.  It  is  most  active  at  that  age  that  is  accompanied 
by  the  greatest  degree  of  instability  of  nervous  tissue — viz.,  the 
period  of  its  most  active  growth  and  development,  the  period  of 
pubescent  and  adolescent  change.  Fully  seventy-five  per  cent 
of  all  cases  (Gowers)  show  the  first  active  symptoms  between 
the  ages  of  10  and  30  years,  and  almost  one-half  of  these  begin 
between  the  ages  of  J  5  and  20  years.  Being  in  its  essence  a  de- 
velopmental peculiarity  of  the  nervous  system,  and  particularly 
of  its  central  organ  the  brain,  it  naturally  has  such  relation  to 
other  disorders  of  the  system  as  the  nervous  system  has  to  other 
tissues  and  organs  of  the  body.  An  imperfectly  or  peculiarly 
developed  nervous  system  will  almost  inevitably  be  the  cause, 
or  at  least  the  accompaniment,  of  imperfect  development  else- 
where. 

The  organs  of  reconstructive  metabolism  are  often  imperfectly 
developed  in  the  same  individual.  The  capacity  to  assimilate 
nourishment  is  limited  and  there  is  a  want  of  stored -up  reserves 
of  nutritive  material.  This  limited  recuperative  power  is  par- 
ticularly marked  in  the  central  nervous  system.  The  nervous 
elements  are  readily  exhausted  and  do  not  readily  recuperate. 

So  also  are  the  organs  of  life  reproduction  often  defective, 
and  it  is  this  fact  that  to  my  mind  has  led  to  the  belief  in  some 
mysterious  connection  between  diseases  of  the  sexual  system 
and  the  manifestations  of  hysteria,  and  that  has  ascribed  the 
development  of  the  latter  to  diseased  conditions  of  the  former. 
The  truth  is,  they  are  both  evidences  of  the  same  dyscrasia,  and 
as  the  nervous  system  stands  in  the  relation  of  a  stimulant  to 
the  development  of  the  other  tissues  and  organs  of  the  body, 
it  is  oftener  true  that  structural  defect  in  it  is  the  origin  of  the 
structural  peculiarity  or  deficiency  in  the  sexual  apparatus. 
Still  oftener  it  is  doubtless  true  that  neither  has  any  known 
causative  relation  to  the  other.  In  fully  one-half  of  all  cases  of 
hysteria  there  is  no  active  disease  of  the  sexual  organs  of  any 
form  or  degree,  and  in  many  of  the  remainder  the  disease  is  an 
incidental  one,  one  that  has  no  causative  relation  to  the  hysteri- 
cal phenomena,  and  whose  removal  will  not  materially  influence 
their  progress.  In  a  few  cases  there  is  unquestionably  reflex 
irritation  from  local  disease  here  as  elsewhere,  whose  removal 
may  very  favorably  modify  or  wholly  remove  active  hysterical 
phenomena,  but  these  are  after  all  the  exception  and  not  the 
rule.  Laryngeal  catarrh  may  accompany  and  influence  the  de- 
velopment of  hysterical  aphonia,  a  hysterical  joint  may  be  the 
outgrowth  of  arthritic  inflammation,  and  so  may  hysterical  symp- 
toms of  the  sexual  system  be  accompanied,  and  even  determined 
in  character,  by  gross  disease  in  some  part  of  this  system ; 
but  it  would  be  just  as  philosophical  and  just  as  effective  to 
attempt  to  cure  the  hysterical  state,  of  which  purely  functional 
aphonia  is  the  expression,  by  ablation  of  the  larynx,  as  to  hope 
to  cure  it  by  removal  of  the  uterine  appendages  when  its  mani- 
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festations  are^seen  in  functional  derangement  alone  of  these 
organs. 

The  brain  manifestations  of  hysteria  may  be  divided  into  two 
general  classes.  The  first  is  that  class  in  which  the  brain  dis- 
order is  simply  a  predisposing  but  necessary  factor  in  the  de- 
velopment of  the  phenomena  of  the  disease.  The  active  symp- 
toms are  seen  alone  in  disordered  function  of  some  other  organ. 
There  is  a  nervous  dyspepsia,  a  hysterical  joint,  aphonia,  ovarian 
tenderness,  cardiac  disturbance,  or  some  disordered  function  of 
some  special  sense.  In  these  the  active  symptoms  are  the  dis- 
order of  the  special  organ,  but  the  primary  and  essential  element 
in  the  development  of  the  disease  is  after  all  the  peculiar  brain 
state  of  the  individual.  In  this  sense  the  hysterical  manifesta- 
tions of  the  brain  include  all  hysterical  manifestations  in  all 
other  organs,  and,  strictly  speaking,  there  can  be  no  hysterical 
symptoms  of  any  organ  without  a  morbid  brain  condition  accom- 
panying it. 

Disorders  of  the  special  senses,  anesthesia  or  hyperesthesia  of 
the  nerves  of  smell  and  hearing  especially,  sudden  blindness, 
contractions  of  the  visual  held,  variations  in  the  color  sense,  loss 
or  perversion  of  taste,  or  actual  hallucinations  of  these  senses, 
hyperesthesia  or  anesthesia  of  the  fifth  pair,  face  ache,  tic  con- 
vulsif,  affections  of  the  vagus,  spasm  or  paresis,  aphonia,  spasm 
of  the  glottis,  accelerated  or  diminished  respiration,  loss  of 
speech,  palpitation,  disorder  of  digestion,  esophageal  spasm  or 
paresis,  vomiting,  local  anesthesias  or  hyperesthesias  over  vari- 
ous areas  of  the  body,  joint  contractures  or  joint  pains,  paralysis 
of  spinal  origin,  ischuria  or  polyuria — this  is  a  simple  enumera- 
tion of  a  few  of  the  forms  that  these  secondary  symptoms  may 
take.  In  the  limits  of  this  paper  we  cannot  do  more  than  par- 
tially enumerate  them.  The  chief  point  to  remember  is  that 
these  may  be  purely  hysterical  or  be  complicated  with  actual 
organic  disease.  In  the  latter  case  the  local  disease  probably 
determines  the  direction  of  the  hysterical  manifestations,  but 
does  not  originate  the  state  of  the  brain  of  which  they  are  the 
local  expression.  In  every  such  case,  however,  local  disease 
should  be  looked  for  carefully  and  every  test  of  its  presence  ex- 
hausted. Never  dismiss  any  case  with  the  assumption  that  it 
is  nothing  but  hysteria  because  hysterical  symptoms  are  present. 
The  type  of  brain  is  one  feature  to  be  considered.  The  pres- 
ence or  absence  of  organic  local  disease  superadded  to  this  is 
another  element  just  as  important  to  the  well-being  of  the  pa- 
tient. They  may  coexist,  and  the  presence  of  one  should  never 
lead  you  to  exclude  the  other. 

We  turn  now  to  the  second  division  of  the  subject — viz.,  hys- 
terical manifestation  limited  to  the  brain  functions  directly. 
These  may  be  divided  into  two  classes,  the  psychic  and  the  so- 
matic phenomena.  The  former  are  probably  more  frequent  and 
more  prominent,  although  the  latter  accompany  many  forms  of 
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brain  disease.  The  psychic  phenomena  accompany  many  forms 
of  mental  disorder.  They  are  almost  uniformly  present  in  pu- 
bescent and  adolescent  insanity,  often  in  the  insanity  of  preg- 
nancy and  of  the  parturient  state,  and  in  all  forms  complicated 
by  sexual  perversion  or  excitement.  The  hysterical  manifesta- 
tions are  superadded  to  the  insanity  and  by  no  means  constitute 
the  disease.  Time  after  time  I  have  found  it  necessary  to  cor- 
rect the  impression  that  because  hysterical  symptoms  were  pres- 
ent the  disease  was  simple  hysteria  and  within  the  patient's  con- 
trol. Mental  derangement  does  seem  in  some  instances  to  grow 
out  of  the  hysterical  brain  manifestations  by  gradual  steps 
where  it  did  not  before  exist,  and  the  dividing  line  between 
them  is  sometimes  hard  to  determine.  There  is  no  rule  by 
which  the  question  can  be  decided.  The  point  where  a  struc- 
tural peculiarity  develops  into  active  disease,  when  we  have 
nothing  but  the  disordered  function  to  guide  us,  is  hard  to  de- 
termine. In  hysteria  major  there  is  always  a  time  during  the 
progress  of  the  fit  when  the  patient  is  unquestionably  insane, 
although  temporarily  so.  There  are  often  hallucinations  and  de- 
lusions, delirium  with  maniacal  violence,  and  storms  of  emotion. 

Acute  melancholia  is  not  infrequently  complicated  by  hyster- 
ical phenomena,  especially  when  occurring  in  young  people,  and 
it  is  well  to  bear  this  in  mind.  I  have  known  suicidal  impulses 
to  be  overlooked  because  the  patient  was  believed  to  be  simply 
hysterical.  Hypochondriacal  melancholia  is  very  frequently  ac- 
companied by  hysterical  symptoms,  and  it  is  often  extremely 
difficult  to  differentiate  the  symptoms  of  the  two  disorders  and 
to  refer  each  class  to  its  proper  origin,  to  distinguish  those  aris- 
ing from  the  peculiar  brain  state  from  those  due  to  actual  local 
organic  disease.  Delusions  relating  to  particular  organs  or  func- 
tions may  have  an  origin  in  actual  organic  disease  of  these  or- 
gans, and  yet  the  patient  may  much  exaggerate  the  consequent 
disorder,  magnify  its  importance,  and  present  the  well-known 
features  of  the  hysterical  state.  The  self-consciousness  of  the 
hypochondriac  is  very  similar  to  the  self -absorption  of  the  hys- 
terical, and  it  is  often  impossible  to  distinguish  between  them. 

Speaking  generally,  we  must  look  for  the  proof  of  hysteria  in 
the  state  of  the  individual  outside  of  the  symptoms  connected 
with  the  local  disease.  The  fact  that  hysteria  is  a  general  state 
rather  than  a  local  disease  will  assist  greatly  in  the  identification 
of  its  symptoms  in  all  forms  of  mental  disorder. 

Outside  the  domain  of  strictly  psychic  disorder  there  is 
scarcely  a  disease  of  the  general  nervous  system  that  hysteria 
may  not  complicate.  Infantile  hemiplegia  as  the  patient  ap- 
proaches puberty,  cerebral  tumors,  tubercular  meningitis,  mul- 
tiple neuritis,  chorea  and  epilepsy,  are  frequently  complicated 
by  such  well-marked  hysterical  phenomena  as  aphonia,  phan- 
tom tumor,  and  hysterical  convulsions.  This  renders  a  correct 
diagnosis  extremely  difficult  in  some  cases,  and  it  is  only  by 
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comparing  the  symptoms  present  with  the  evidences  of  the 
organic  basis  for  them,  testing  their  reasonableness  and  regular- 
ity, and  putting  them  to  the  proof,  that  the  correct  conclusion 
can  be  reached. 

It  cannot  be  necessary  to  discuss  before  this  Society  the  well- 
known  symptoms  of  hysteria.  They  are  either  continuous  or 
paroxysmal.  They  simulate  every  known  disease,  and  usually 
pattern  themselves  after  such  as  are  within  the  experience  or 
observation  of  the  patients  affected.  Imitation  is  one  of  the 
chief  sources  of  the  phenomena  of  the  disorder,  and  faulty  imi- 
tation is  our  chief  diagnostic  weapon.  Inconsistency,  at  some 
point  in  its  manifestations,  with  what  they  pretend  to  be,  is  their 
predominating  characteristic.  The  rationality  of  their  evolution 
must  be  the  test  of  their  character,  and  we  must  therefore  call 
to  our  aid  every  law  of  the  symptomatology  of  the  known  or- 
ganic diseases  and  compare  these  phenomena  with  them.  These 
laws  must  be  our  arbiter. 

The  pathology  of  hysterical  manifestations  of  the  brain,  as 
has  been  said  already,  is  very  indefinite.  It  is,  however,  an  in- 
teresting question,  and  in  the  light  of  recent  investigations  into 
brain  histology  and  the  pathological  anatomy  of  the  acute  in- 
sanities, and  of  the  study  of  the  fatigue  of  nervous  elements,  it  is 
beginning  to  assume  a  basis  a  little  more  definite  than  mere  con- 
jecture. At  the  risk  of  incurring  the  ridicule  of  our  surgical 
friends,  who  believe  only  what  they  can  see  and  feel — or  think 
they  do — I  shall  attempt  an  outline  of  my  idea  of  the  pathology 
of  this  uncertain  symptomatology. 

The  doctrine  of  the  neurons  as  the  essential  anatomical  basis 
of  all  nerve  and  mind  activity  is  becoming  as  well  established 
as  we  can  well  hope  such  a  difficult  problem  as  the  relations  of 
psychic  phenomena  to  physical  elements  to  admit. 

Neurons  are  the  true  nervous  elements  in  nerve  tissues,  and 
are  made  up  of  nerve  cells  and  their  fibrillary  prolongations. 
These  are  grouped  into  complex  structures  by  association  and 
commissural  fibres,  forming  ''groupings  and  flusters  of  cells, 
complexes  of  associated  unilateral  and  bilateral  clusters,"  as 
they  have  been  termed.1 

Bear  in  mind  now  that  this  is  not  theory.  The  researches  of 
Golgi  and  Ramon  y  Cajal,  of  Andriezen,  Bevan  Lewis  and 
Batty  Tuke,  of  Meynert,  Obersteiner  and  Fritsch  and  Hitzig, 
have  fully  demonstrated  the  anatomical  relations  of  the  nervous 
elements  as  far  as  we  shall  attempt  to  describe  them  here. 

The  brain  cortex  is  divided  dynamically  and  functionally, 
rather  than  by  the  shape  or  size  of  cell  elements,  into  three  or 
four  layers  :  the  first,  immediately  beneath  the  pia  mater,  is  the 
molecular,  the  second  the  ambiguous,  the  third  the  layer  of  large 
pyramids,  and  the  fourth  the  polymorphous.  The  molecular 
layer  has  risen  much  in  importance  through  recent  investigation. 
1  Andriezen,  Journal  of  Mental  Science,  October,  1894. 
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In  Meynert's  time  it  was  supposed  to  be  composed  in  great 
part  of  basis  substance  and  connective  tissue.  Now  not  fewer 
than  ten  different  structures  can  be  discovered  in  it.  With  the 
ambiguous  layer  beneath  it  receives  the  distribution  of  the  ter- 
minal filaments  of  the  upward  projection  systems,  the  sensory 
fibres  from  the  special  senses,  the  integument,  and  the  soma  in 
general,  coming  of  course  through  the  fillet,  the  olfactory  and 
optic  radiations,  and  the  subcentres  of  cell  elements  in  basal 
ganglia,  bulb,  and  cord. 

On  the  other  hand,  the  apical  tufts  from  the  large  pyramids 
of  the  third  layer  beneath  reach  upward,  and,  spreading  out, 
encompass  the  nervous  elements  in  these  two  layers,  from  below, 
while  the  basal  processes  of  these  large  pyramids  are  connected 
with  discharging  lines  outward.  This  anatomical  basis,  when 
comprehended  in  all  its  complex  detail,  affords  ample  mechanism 
for  all  forms  of  nerve  activity  that  result  in  movement  and  con- 
duct. The  complexes  of  cortical  neurons  are  so  disposed  as  to 
receive  all  the  incoming  nerve  currents  of  sensory  origin  and 
"  to  elaborate  from  these  sensations  still  more  complex,"  ulti- 
mately "  attaining  to  such  physical  states  as  we  denominate  cog- 
nition and  recognition,  comparison,  discrimination,  and  judg- 
ment, and  which  finally  issue  as  the  reactions  of  conduct."  l 
Andriezen,  an  assistant  medical  officer  at  the  West  Riding  Lu- 
natic Asylum  in  England,  has  recently  given  a  series  of  demon- 
strations of  anatomical  and  pathological  specimens  from  slides 
prepared  by  himself  that  fully  corroborate  these  statements. 
Olouston,  medical  superintendent  of  the  Royal  Edinburgh  Asy- 
lum, Scotland,  has  also  presented  a  most  interesting  series  of 
slides  showing  the  incipient  cell  and  vessel  changes  in  the  pri- 
mary stages  of  mental  disease  and  in  those  more  advanced.  The 
forms  of  disease  in  which  these  were  found  were  also  described 
and  a  rational  relationship  established  between  symptom  and 
pathological  change.  For  instance,  the  primary  change  in  the 
brain  cell  is  shown  to  be  a  swelling  and  an  increase  in  the  stain- 
ing of  protoplasm,  nucleus,  and  processes  by  the  reagent,  and 
these  changes  are  connected  with  the  stage  of  increased  cell 
activity,  as  in  the  incipient  stage  of  paresis  or  epilepsy.  As  the 
pathological  process  advances  the  cell  shows  pigmentary  or 
granular  degeneration,  diminished  staining  of  protoplasm,  nu- 
cleus, and  processes,  and  a  destruction  complete  of  the  more 
delicate  of  the  latter,  and  these  changes  are  connected  with  such 
symptoms  as  amnesia,  incapacity  for  attention,  easily  induced 
fatigue,  insomnia,  and  muscular  weakness  and  tremor. 

The  theory  of  normal  fatigue,  psychically  meant,  and  cell  re- 
cuperation is  also  worthy  of  a  moment's  notice.  The  brain  cell, 
or  neuron,  receives  its  restorative  elements  from  two  sources — 
from  the  intracellular  nutritive  material  stored  up  during  sleep 
and  available  during  waking  hours,  and  from  the  lymphatic 
Andriezen,  "Brain,"  Winter,  1894. 
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food  material  circulating  in  the  lymph  spaces  and  capable  of  use 
only  at  a  certain  fixed  and  comparatively  slow  rate.  When  this 
stored-up  nutriment  is  consumed  a  psychic  sensation  of  fatigue 
ensues  and  the  individual  rests ;  the  store  is  replenished.  In  dis- 
eased states,  or  during  the  circulation  of  alcohol  in  the  blood, 
for  instance,  the  cells  cannot  rest,  but  are  spurred  on  to  a  degree 
of  activity  which,  in  its  inevitable  consumption  of  substance, 
results  in  excessive  fatigue,  exaggerated  in  the  same  degree  that 
the  stimulation  was  excessive.  This  is  morbid  fatigue,  such  as 
impairs  the  capacity  of  the  cell  to  recuperate  by  the  assimilation 
•of  nutriment  when  opportunity  does  present — a  state  very  simi- 
lar to  that  seen  in  the  neurasthenic,  and  a  condition  that  is 
present  in  many  cases  of  hysteria.  The  cell  structures  in  the 
hysterical  are  readily  exhausted.  They  cannot  withstand  any 
extraordinary  demand  on  them.  Nerve  cells  must  be  considered 
to  have  an  individual  variation  as  well  as  any  other  organs  in 
the  body.  Neurons  have  a  threefold  character  as  nutritive  and 
doubly  connected  elements.  They  must  be  capable  of  recupe- 
ration and  the  conversion  of  nutrition  into  stored-up  energy, 
they  must  be  able  to  receive  impressions,  and  they  must  be 
capable  of  the  regulated  discharge  of  this  stored-up  energy. 
The  activity  of  these  neurons  consists  in  an  excitation,  rise  of 
tension  within  the  cell,  and  discharge  with  reduction  of  tension  ; 
and  this  is  the  nervous  basis  of  what,  psychically,  we  call  a  sen- 
sation. 

Now,  this  excitation  may  be  faint  or  vivid  in  intensity  and 
the  neuron  upon  which  it  is  projected  may  respond  readily  or 
slowly.  In  the  hysterical  state  there  is  a  quick  excitation  and 
an  explosive  discharge.  The  mechanism,  while  unduly  sensi- 
tive, readily  excited  by  impressions  reaching  the  cell  from  with- 
out, cannot  store  up  the  energy  so  imparted  to  it,  but  it  is  re- 
leased readily  and  without  due  rearrangement. 

This  variation  in  the  reception  of  sensations  and  the  discharge 
of  energy  consequent  upon  it  is  similar  to  the  pathological 
change  in  the  incipient  form  of  disease  of  these  structures, 
where  it  has  been  shown  that  swelling  and  softening  of  the  fine 
connecting  fibres  between  nerve  cells,  the  very  first  changes  that 
can  be  detected  in  the  alcoholic,  for  instance,  is  correlative  with 
diminished  sensitiveness  to  impressions  and  the  slowness  of 
reaction  time  in  such  subjects.  In  the  one  instance  we  have  a 
form  of  cell  structure  that  does  not  admit  of  high  or  fixed 
tension,  but  releases  energy  fitfully  and  without  order;  in  the 
other  there  is  a  slowness  in  the  rise  of  tension  in  the  cell,  be- 
cause the  store  of  nutrition  upon  which  it  should  call  is  not 
within  its  reach,  or  the  line  of  its  functional  stimulation  inter- 
rupted. 

Combine  these  two  conditions  and  you  have,  to  my  mind,  the 
pathological  basis  of  the  hysterical  state.  There  is  in  it  a  cell 
structure  such  as  we  have  described,  and  there  is  often  super- 

41 


642  AYRES  I    RELATION    OP"    UTERINE    DISEASES    TO 

added  an  excessive  fatigue  that  comes  from  the  failure  to  adjust 
the  excitation  of  the  nervous  elements  to  their  supply  of  nutri- 
tive material. 

The  treatment  of  hysterical  manifestations  of  the  brain  re- 
quires nothing  peculiar.  The  indications  are  rest,  as  complete 
rest  as  is  possible,  of  the  exhausted  nervous  elements,  and  the 
supply  of  proper  nutritive  material.  This  involves  proper  ad- 
justment of  the  environment,  the  removal  of  all  sources  of  undue 
strain  or  any  exaggerated  demand  on  the  system,  the  diversion 
of  cell  activity  to  other  portions  of  the  nervous  mechanism,  the 
removal  of  all  undue  excitement,  reflex  or  otherwise,  and  the 
use  of  every  restorative  agency  within  our  control. 


THE   RELATION  OF   UTERINE   DISEASES   TO    FUNCTIONAL 
AND  ORGANIC   OCULAR    DISEASES. 

BY 

S.   C.  AYRES,  M.D., 
Cincinnati,  Ohio. 

So  potent  is  the  influence  of  the  uterus  on  the  eye  that  its 
appendages,  lids  and  muscles,  its  tunics,  external  and  internal, 
cornea  and  sclerotic,  retina  and  choroid,  and  its  media,  are  said 
to  be  either  functionally  or  organically,  primarily  or  secondarily, 
affected  by  it.  A  study  of  these  different  diseases  in  their  vari- 
ous and  varied  phases  would  cover  a  vast  territory  of  interesting 
investigation.  So  closely  are  they  sometimes  linked  that  the 
delicate  and  subtle  influence  of  the  one  on  the  other  might  easily 
escape  detection.  We  are  often  baffled  in  our  efforts  to  cure  or 
relieve  a  disease  because  we  do  not  look  far  enough  for  its  re- 
moter causes.  It  is  certainly  our  duty,  then,  to  take  in  all  the 
possible  and  probable  causes  of  disease,  thereby  adding  much  to 
the  comfort  of  our  clients  as  well  as  to  our  personal  satisfaction. 

It  hardly  seems  reasonable  that  an  organ  so  remote  from  the 
uterus  as  the  eye  should  be  so  influenced  by  it,  and  yet  there  is 
a  mass  of  clinical  observation,  made  by  competent  observers, 
which  shows  an  unquestionable  connection  between  the  two. 
Shall  we  call  all  the  affections  reflex  ?  It  would  be  hard  to  prove 
it.  The  question  of  the  causes  of  optic  neuritis  and  papillitis, 
for  instance,  is  still  being  discussed,  and  many  theories  have  been 
advanced.  It  is  not  yet  definitely  settled.  We  have  optic  neu- 
ritis and  papillitis  in  connection  with  uterine  disease  ;  but  I  shall 
not  weary  you  with  a  discussion  of  the  various  theories,  but  re- 
view this  question  from  a  practical  standpoint.  The  menstrual 
function  is  of  such  great  importance  to  the  health  of  the  woman 
that  we  may  with  great  profit  study  its  influence  in  normal  as 
well  as  abnormal  conditions.  It  seems  hardly  reasonable  that 
normal,  healthy  menstruation  should  disturb  the  eye,  and  yet  it 
is  true.     Among  these   affections  is  a  conjunctivitis  which    is 
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transient  and  subsides  after  the  period  has  passed.  It  is  not 
severe,  reaches  its  climax  after  the  flow  has  fully  set  in,  and 
quietly  subsides.  Sties  also  are  occasionally  seen  at  this  time. 
Cases  of  blepharitis  marginalia  are  aggravated,  and  little  pus- 
tules appear  on  the  margins  of  the  lids  around  the  hair  follicles, 
and  the  edges  of  the  lids  present  a  swollen  and  red  appearance. 
Cohn  saw  one  case  in  which  there  was  each  month  a  marked 
protrusion  of  the  eyes,  swelling  of  the  thyroid  gland,  and  pal- 
pitation of  the  heart,  all  of  which  disappeared  after  menstruation 
ceased. 

Contraction  of  the  field  of  vision,  with  defective  color  percep- 
tion, is  not  infrequently  seen,  and  on  this  point  careful  observa- 
tions have  been  made.  These  defects,  however,  do  not  interfere 
with  central  vision,  which  remains  intact.  The  contraction  be- 
gins two  or  three  days  before  the  catamenia  and  continues  until 
they  cease.  Herpes  of  the  cornea  has  been  observed,  but  is 
of  short  duration.  Asthenopia  not  infrequently  occurs,  espe- 
cially in  those  who  have  some  error  of  refraction.  At  this  time 
reading  is  painful  and  followed  by  headache  or  browache,  or  the 
glasses  which  at  other  times  are  comfortable  enough  do  not  now 
answer  the  purpose. 

Dr.  George  E.  Jones  reports  a  case  of  a  young  girl,  aged  15 
years,  in  comparatively  good  health,  who,  during  a  short  time 
before  the  menstrual  How,  would  be  troubled  with  strabismus 
con vergens,  which  would  last  until  the  flow  was  well  established; 
then  the  tension  on  the  recti  muscles  would  be  relaxed,  leaving 
an  aching  sensation  for  some  little  time. 

He  says  further  :  "  I  am  never  surprised  at  any  symptom  or 
symptoms  that  may  be  connected  directly  or  indirectly  between 
the  organs  of  the  pelvis  and  a,nj  distant  portion  of  the  body. 
We  are  constantly  on  the  alert  watching  for  them.  In  fact,  it  is 
an  impossibility  fur  the  uterus  or  its  appendages  to  be  affected 
or  diseased  to  any  extent  without  the  sympathetic  nerves  mak- 
ing it  known  to  a  portion  if  not  the  whole  system." 

I  have  frequently  observed  that,  previous  to  the  development 
of  the  menstrual  function  in  girls  from  12  to  14  years  of  age, 
the  asthenopic  symptoms  are  very  much  aggravated.  With 
the  error  of  refraction  carefully  corrected  the  eyes  are  not  com- 
fortable, nor  can  they  be  used  without  the  glasses.  Tonics  and 
rest  do  not  relieve  them.  In  these  I  have  observed  a  sharply 
defined  line  between  discomfort  and  comfort  as  soon  as  the 
function  was  established.  This  is  a  point  for  teachers,  mothers, 
and  guardians  to  know  and  consider.  But,  in  the  rush  which 
pervades  teaching  as  well  as  everything  else,  little  or  no  allow- 
ance is  made  for  this  critical  period.' 

M.  Dor  reports  a  case  of  "  a  girl  in  whom  the  catamenia  had 
not  yet  appeared,  but  who  had  hemorrhage  in  each  vitreous,  the 
blood  disappearing  and  reappearing  at  intervals.  When  men- 
struation at  length  supervened  with  regularity,  the  hemorrhages 
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and  amblyopia  which  universally  accompanied  them  disappeared 
aud  did  not  return." 

Hysterical  photophobia  occurs  not  infrequently.  It  is  char- 
acterized by  symptoms  which  would  indicate  a  very  serious  dis- 
ease, if  we  could  believe  the  statements  of  the  patient.  There 
i6  usually  a  history  of  long  confinement  to  the  house  on  account 
of  intense  pain,  which  even  one  ray  of  light  would  produce. 
The  patient  finally  comes  with  her  head  bundled  up  with  nu- 
merous thicknesses  of  veils  and  wrappings  of  various  kinds. 
She  refuses  at  first  to  have  the  eyes  inspected,  but  gradually 
yields  if  her  mind  is  distracted  by  conversation  concerning  some 
topic  entirely  foreign  to  her  affliction.  One  by  one  the  wraps 
are  removed,  and  little  by  little  the  light  is  let  into  the  room, 
until  finally  she  opens  her  eyes  and  finds,  much  to  her  surprise, 
that  she  can  still  see.  Such  cases  have  to  be  treated  with  great 
circumspection  until  you  have  gained  the  confidence  of  your 
client,  and  then  the  way  to  recovery  is  clear.  Behind  the  photo- 
phobia there  is  sometimes  an  error  of  refraction,  which  should 
be  corrected.  Anemia  and  constipation,  together  with  dys- 
msnorrhea  or  amenorrhea,  are  associated  with  these  cases.  Such 
symptoms  as  are  described  above  occur,  in  my  observation,  more 
frequently  in  maiden  women  of  uncertain  age.  The  eyes,  when 
an  examination  can  be  effected,  are  found  normal  and  healthy, 
but  the  relief  which  they  experience  is  none  the  less  grateful  on 
this  account. 

In  October,  1893,  I  read  a  paper  before  the  Academy  of 
Medicine  in  which  I  described  a  case  of  hysterical  photophobia 
in  a  young  girl.  It  followed  a  very  protracted  case  of  keratitis, 
and  she  came  to  me  supposing  she  had  a  return  of  her  old 
trouble.  I  found,  however,  that  the  cornea  was  clear  and  free 
from  iuflammation.  I  resorted  here  to  a  radical  measure — that 
of  introducing  an  eye  speculum  between  the  lids,  which  would 
cause  sharp  pain.  Two  treatments  relieved  her  completely. 
She  had  dysmenorrhea. 

Gowers,  in  "  Diseases  of  the  Nervous  System,"  speaking  of 
retinal  hyperesthesia,  says :  '•  Apart  from  ocular  diseases,  it 
occurs  in  weak  states  of  the  nervous  system,  especially  in  women, 
and  sometimes  in  association  with  symptoms  of  hysteria.  In 
these  cases  it  is  called  retinal  hyperesthesia,  but  it  is  not  certain 
that  the  morbid  disease  is  in  the  retina.  The  symptom  was  once 
thought  to  indicate  inflammation  of  the  retina,  but  in  most  of 
these  cases  the  deeper  parts  of  the  eye  are  normal,  and  actual 
retinitis,  strange  to  say,  may  cause  no  intolerance,  nor  does  this 
ever  result  from  simple  neuritis." 

Allied  to  hysterical  photophobia  is  hysterical  amblyopia.  To 
the  patient  and  her  friends  it  is  an  alarming  condition.  It 
comes  on  suddenly  and  involves  one  and  sometimes  both  eyes. 
The  blindness  is  sometimes  absolute,  but  again  there  is  percep- 
tion of  light.     The  pupil  is  usually  normal  and  responsive  to 
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light,  and  this  is  a  valuable  symptom  to  distinguish  it  from 
amaurosis.  The  ophthalmoscope  reveals  no  alterations  of  the 
fundus.  This  disease  occurs  more  frequently  among  young 
ladies  who  are  still  at  school.  They  are  often  anemic  ana  have 
some  uterine  disturbance.  I  have  seen  it  where  there  was  a 
suppression  of  menstruation  from  taking  cold.  It  occurs  among 
young  ladies  at  boarding  schools  who  overwork  themselves  and 
do  not  take  enough  outdoor  exercise.  Insomnia  and  errors  of 
digestion  and  assimilation  are  associated  with  it. 

I  have  already  reported  two  cases  of  hysterical  amblyopia 
affecting  one  eye,  which  disappeared  while  I  was  making  a  test 
of  the  refraction  of  the  good  eye.  I  supposed  the  eyes  to  be 
amblyopic  from  disease,  as  such  instances  come  frequently  under 
observation.  Greatly  to  my  surprise  1  found  the  eyes,  which 
when  the  test  began  had  only  a  vision  of  0.05,  to  have  perfect 
vision. 

With  the  anomalies  of  menstruation  come  a  loag  list  of 
functional  and  organic  diseases  in  which  you  have  all  had  more 
or  less  experience.  Dysmenorrhea,  amenorrhea,  and  monorrha- 
gia have  peculiar  ocular  symptoms  associated  with  them.  So 
do  anteflexions  and  retroflexions,  as  well  as  imperfect  develop- 
ments of  the  womb. 

With  dysmenorrhea  we  see  blepharitis  ciliaris,  eczema  of  the 
lids,  acute  transient  conjunctivitis,  phlyctenular  conjunctivitis, 
and  keratitis. 

Hasner  reports  a  case  of  paralysis  of  the  oculo-motorius. 
There  was  complete  paralysis  of  the  third  pair,  with  paralysis  of 
accommodation,  drooping  of  the  upper  lid,  and  dilatation  of  the 
pupil.  In  two  or  three  days  these  symptoms  all  passed  off. 
Charcot  reports  a  case  of  dysmenorrhea  with  hysteria  where  the 
young  woman  saw  on  the  floor  and  wall  rats,  mice,  and  cats  and 
fantastic  animals,  and  another  one  who  saw  spiders  and  black 
stripes  on  the  wall. 

I  have  now  under  observation  a  young  lady  of  20  who  suffers 
from  painful  menstruation  and  has  done  so  ever  since  she  began 
to  menstruate.  She  is  unwell  every  three  weeks;  the  period 
usually  lasts  a  week,  and  she  is  compelled  to  remain  in  bed  a  day 
or  two  each  time.  During  the  last  period  before  coming  to  see 
me  she  noticed  a  sudden  failure  of  the  right  eye.  I  found  a 
chorio-retinitis  involving  the  macula  region,  which  caused  a 
dense  central  scotoma.  There  was  an  exudation  in  the  upper 
and  inner  field  which  extended  over  the  optic  disc.  The  entire 
disc  was  hazy  and  the  lower  edge  swollen.  This  amblyopia 
came  on  during  the  menstrual  flow  and  after  reading  for  some 
time.  I  cannot  tell  yet  what  the  outcome  will  be,  but  the  prob- 
abilities are  that  if  the  uterine  function  was  restored  to  its  nor- 
mal condition  her  eyes  would  recover. 

The  sudden  suppression  of  menstruation  causes  some  remark- 
ably interesting  eye  complications. 
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Samelson  reports  the  case  of  a  young  woman  of  21  who, 
while  working  with  bare  feet  in  cold  water,  suffered  from  a  sup- 
pression of  menstruation.  It  was  followed  by  a  sensation  of 
pressure  behind  the  eyes.  The  next  day  there  was  some  obscu- 
ration of  vision,  and  in  five  days  she  was  totally  blind.  She 
complained  of  pain  in  the  eyes  and  the  orbit.  The  ophthalmo- 
scope showed  only  a  slight  haziness  around  the  optic  papillae 
and  some  engorgement  of  the  veins.  She  was  put  on  active 
antiphlogistic  treatment  and  in  eleven  days  recovered  her  vision 
again. 

Courserant  details  the  particulars  of  a  case  of  which  I  will 
give  a  synopsis.  A  woman  of  36,  who  had  always  been  regular, 
was  caught  in  a  rain  and  returned  home  chilled.  She  had  head- 
ache, nausea,  vomiting,  and  pain  in  her  muscles.  Two  days 
later  she  discovered  she  was  blind  in  her  right  eye.  There  was 
a  central  scotoma  and  she  could  not  see  a  candle  fifty  centi- 
metres distant.  There  was  a  hemorrhage  in  the  region  of  the 
macula.  Two  months  later  the  hemorrhage  had  cleared  up,  but 
there  were  found  dust-like  particles  in  the  vitreous,  and  five 
months  later  there  was  complete  restoration  of  vision. 

Galezouski  reports  a  case  of  sudden  suppression  of  menstrua- 
tion, from  strong  mental  emotion,  in  a  woman  20  years  of  age. 
There  was  a  retinal  exudation  covering  the  principal  vessels,  and 
a  defect  in  the  upper  field  of  vision. 

Mooren  says :  "  It  must  be  conceded  that  the  sudden  cessa- 
tion of  the  physiological  functions  of  the  uterus  causes  a  venous 
hyperemia,  which  on  its  part  will  bring  about  a  stagnation  of 
blood  in  remoter  localities.  In  the  same  way  all  such  condi- 
tions— parametritic  exudation,  retroflexion,  anteflexion,  descen- 
sus, prolapsus,  tumors,  etc. — must  have  an  analogous  effect  upon 
the  pelvic  organs."  This  is  brought  about  through  the  spinal 
veins.  He  says  :  "It  is  an  anatomical  fact  that  the  veins  of  the 
vertebral  column  are  strongly  developed  and  communicate  above 
with  the  occipital  veins,  and  through  the  mastoid  foramen  with 
the  transverse  sinus."  This  causes  direct  pressure  on  the  brain, 
and  Samelson,  in  the  case  quoted  above,  thinks  that  there  was 
a  transudation  in  the  orbit  which  compressed  the  optic  nerve, 
and  Mooren  agrees  with  him  that  there  was  compression  on  the 
occipital  lobes  caused  by  venous  stasis. 

Dr.  T.  R.  Pooley  (New  York),  in  a  paper  "  On  the  Relation 
of  Uterine  Disease  to  Asthenopia  and  other  Affections  of  the 
Eye,"  indorses  the  opinion  of  Dr.  J.  B.  Hunter,  who  says  :  "  I 
have  in  many  cases  been  so  accustomed  to  hear  the  eyes  com- 
plained of  when  there  was  chronic  uterine  disease,  that  I  believe 
there  is  no  doubt  as  to  the  connection  between  the  two  ailments. 
In  bad  cases  of  lacerated  cervix  uteri,  where  there  is  much  dense 
cicatricial  tissue,  patients  commonly  complain  of  weakness  of 
the  eye,  that  they  tire  easily  in  reading  or  writing,  and  often 
ache.     These  symptoms   I  have  known   to  disappear   within  a 
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few  months  after  operation  for  the  cure  of  lacerated  or  indurated 
cervix.  I  have  seen  the  same  symptoms  in  cases  of  chronic 
retroflexion  and  in  other  affections  of  the  uterus  accompanied 
by  congestion.  The  reason  why  I  have  considered  the  disease 
of  the  eye  sympathetic  is  that  such  disease  has  again  and  again 
passed  away,  without  direct  treatment,  on  curing  the  uterine 
disease.'' 

Dr.  Pooley  then  draws  several  conclusions  fr)m  his  investi- 
gation of  his  twenty  cases,  and  says,  among  other  things,  asthen- 
opia exists  in  cases  where  there  is  no  ametropia,  apparently  due 
only  to  reflex  effects  of  the  uterine  disturbance  on  the  organs  of 
vision.  In  other  cases  of  asthenopia  in  which  ametropia  is  pres- 
ent, and  the  existence  of  uterine  disease  as  well,  the  former  is 
not  always  relieved  by  the  correcting  glasses. 

One  of  the  cases  he  refers  to  is  that  of  a  woman,  aged  34, 
with  asthenopia,  but  with  perfect  vision,  who  had  dysmenor- 
rhea and  hemorrhages  due  to  fungosities  of  the  uterus,  but 
after  a  curetting  operation  the  normal  menstruation  was  re- 
established and  the  asthenopic  symptoms  entirely  relieved.  In 
another  case,  of  retroflexed  uterus,  the  eye  symptoms  subsided 
as  soon  as  that  organ  had  been  restored  to  its  normal  situation. 

Finkelstein,  in  the  Clinic  for  Nervous  and  Mental  Diseases  in 
St.  Petersburg,  made  extensive  and  critical  studies  on  the  influ- 
ence of  epilepsy,  hysteria,  alcoholism,  and  neurasthenia  on  the 
eye.  Of  hysteria  he  says  the  fields  of  vision  undergo  a  concen- 
tric contraction,  and  the  more  severe  the  attack  the  more  con- 
siderable is  the  contraction.  Paracentral  scotoma  for  green 
alone  or  for  all  colors  is  also  met  with  in  hysteria.  A  rapid  ex- 
haustibility  of  the  retina  is  more  noticeable  in  hysterical  than 
in  epileptic  subjects.  The  study  of  the  condition  of  the  visual 
field  should  be  made  in  these  cases,  especially  when  they  com- 
plain of  amblyopia  and  there  is  no  corresponding  ophthalmo- 
scopic lesion. 

A  patient  to  whom  I  had  recently  given  glasses  wrote  me  that 
she  had  suddenly  so  far  lost  her  sight  that  she  could  scarcely 
rec  >gnize  her  friends.  I  feared  some  serious  trouble,  but  when 
she  came,  at  my  request,  for  examination,  I  found  the  fundus  of 
both  eyes  sound.  Her  field  was  contracted  almost  to  the  point 
of  fixation  and  her  vision  reduced  to  j%^.  She  suffered  from 
ovarian  disease  and  from  dysmenorrhea.  She  made  an  excel- 
lent recovery  under  rest,  electricity,  massage,  and  tonics. 

Moore n  considers  episcleritis  a  disease  frequently  associated 
with  uterine  disorders.  It  is  generally  seen  among  females,  and 
is  very  chronic  and  rebellious  to  treatment  and  disposed  to  re- 
lapse. He  reports  a  case  of  metritis  which  brought  on  an  attack 
of  episcleritis.  "  The  patient  was  45  years  of  age.  Her  right 
eye  became  affected  at  the  time  she  was  undergoing  a  treat- 
ment for  retroflexion  of  the  uterus  in  which  there  was  a  tumor 
of  its  neck.     Every  time  that  the  vaginal  portion  was  touched 
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or  a  pessary  was  put  in  her  episcleritis  was  worse  and  she  had 
intense  ciliary  neuralgia.  The  episcleritis  was  cured  and  re- 
mained so  for  about  a  year,  when  she  again  had  uterine  trouble 
and  episcleritis  occurred  in  her  left  eye,  which  got  worse  every 
time  an  application  was  made  to  the  uterus." 

The  mechanical  irritation  of  the  prolapsed  womb  has  been 
noted  a  number  of  times.  Niiel  describes  the  case  of  a  mother 
of  35  who  had  only  quantitative  perception  of  light  in  the  right 
eye  and  ability  to  count  lingers  at  seven  inches  with  the  left  eye. 
There  was  narrowing  of  the  field  of  vision,  headache,  tinnitis  au- 
rium,  and  dyspnea.  The  uterus  was  so  prolapsed  that  it  rested 
on  the  perineum.  After  replacement  and  the  adjustment  of  a 
pessary,  and  the  use  of  iron  internally,  her  vision  began  to  im- 
prove. In  a  month  she  had  V  =  |f  L.  E.,  and  the  right  eye 
was  somewhat  improved. 

The  period  of  lactation,  so  trying  to  some  mothers,  is  asso- 
ciated with  several  ocular  diseases.  Catarrhal  and  phlyctenular 
conjunctivitis,  as  well  as  inflammations  of  the  cornea,  iris,  and 
sclera,  have  been  reported.  Asthenopia  is  often  a  symptom, 
which  lasts  until  lactation  ceases.  More  serious  affections,  as 
those  of  the  choroid,  retina,  and  optic  nerve,  have  been  reported 
by  the  best  authority. 

Forster,  in  the"Handbuch  der  Augenheilkunde,"  cites  a  case, 
reported  by  Gibbons,  of  a  mother  24  years  of  age  wrho  in  three 
successive  periods  of  lactation  suffered  from  amblyopia,  and  who 
in  the  third  one  became  entirely  blind  ;  the  pupils  were  widely 
dilated  and  fixed.  Weaning  the  child  and  supporting  treatment 
restored  the  lost  vision. 

A  large  number  of  eye  complications  are  intimately  associ- 
ated with  pregnancy  from  first  to  last.  Among  the  first  are 
asthenopia  and  loss  of  accommodation.  The  former  shows  itself 
in  an  inability  to  use  the  eyes  long  for  any  purpose.  They  tire 
easily,  and  any  attempt  to  read  is  followed  by  lachrymation  and 
injection  of  the  eyes.  Sometimes  the  accommodation  is  so  im- 
paired that  convex  glasses  are  necessary.  While  on  this  point 
I  will  say  that  after  delivery  women  often  try  to  read  or  sew 
too  early.  This  is  frequently  followed  by  a  long  period  of  as- 
thenopia lasting  sometimes  several  months.  After  delivery  the 
eyes,  in  sympathy  with  the  general  physical  condition,  are  un- 
able to  perform  their  functions  in  a  normal  condition,  and  care 
should  be  taken  not  to  overtax  them. 

Micropsia,  or  seeing  things  smaller  than  natural,  and  hemi- 
anopsia are  symptoms  which  have  been  observed.  Paresis  of  the 
ocular  muscles  occurs  occasionally,  but  it  is  transient. 

The  vomiting  of  the  early  stages  of  pregnancy  is  sometimes 
followed  by  retinal  or  choroidal  hemorrhage.  Mr.  Power,  of 
London,  reports  a  case  where  an  extensive  hemorrhage  from 
this  cause  was  followed  by  permanent  impairment  of  vision. 
You  have  all  of  you  doubtless  seen  cases  of  albuminuric  reti- 
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nitis  due  to  pregnancy.     It  comes  on  usually  during  the  seventh 
or  eighth  month,  but  has  been  observed  as  early  as  the  third.    It 
is  not  accompanied  by  any  pain,  the  only  symptom    being  the 
impairment  of  vision.     It  usually  is  symmetrical,  but  exception- 
ally affects  only  one  eye.     Its  attack  is  sometimes  sudden,  owing 
to  the  hemorrhage  and  exudations  in  the  macula  region.     The 
ophthalmoscopic  picture  which  this  disease  presents  is  typical 
and  striking,  and  easily  recognized  as  such.     The  involvement 
of  the  retina  is  more  or  less  extensive  in  different  cases.     The 
question  of  premature  delivery  comes  up  in  these   cases.     In 
the  Transactions  of  the  American  Ophthalmolooical  Society,  vol- 
ume ni.,  Dr.  E.   G.  Loring,  of  New    York,  discusses  the  pro- 
priety of  bringing  on    premature  delivery  to  save  the  mother 
from  impending  blindness.     He  considers  that   in    not  a  few 
cases  it  is  not  only  justifiable,  but  where  the  true  principles  of 
sound  practice  demand  its  adoption.    He  instances  several  cases 
of  retinitis  albuminurica  in  pregnant  women  where  premature 
delivery  was  resorted  to  with  the  best  effects  as  to  the  mother's 
vision.     From  a  moral  as  well  as  a  legal   standpoint  he  consid- 
ers  the  operation  justifiable.     After  'induced  labor  the  absorp- 
tion of  these  exudations  and  hemorrhages  into  the  retina  begins 
almost  at  once.     Little  by  little  the  blood   disappears  and^the 
outlines  of  the  vessels  and  the  optic  disc  come  into  view,  and 
finally  useful  if  not  perfect  vision  is  restored.     Forster  reports  a 
case  of  a  second  pregnancy  where  the  albuminuria  came  on  dur- 
ing the  last  month.     She  had  convulsions  and  lost  all  percep- 
tion of  light.     This  continued  three  weeks.     The  exudation  be- 
gan to  absorb,  and  in  another  three  weeks  she  could  begin  to  see. 
In  seven  months  the  exudation  had  disappeared,  the  optic  discs 
were  pale  but  sharply  defined,  and  the  retinal  vessels  thin.    The 
right  eye  remained  amaurotic,  but  in   the  left  eye  she  regained 
two-thirds  vision. 

Detachment  of  the  retina.— Dr.  Wadsworth  '  reports  a  case  of 
detachment  of  the  retina  in  both  eyes  with  albuminuria  of  preg- 
nancy. She  was  advanced  about  seven  and  a  half  months  when 
the  amblyopia  came  on.  There  was  very  general  detachment  of 
the  retina  of  the  right  eye  and  partial  of  the  left,  with  marked 
impairment  of  vision.  Her  urine  was  loaded  with  albumin. 
She  was_  treated  for  a  few  days  with  hypodermic  injections  of 
pilocarpine,  under  which  her  vision  improved.  Ascites  de- 
veloped and  it  was  decided  to  induce  premature  labor.  The 
final  result  was  favorable  for  the  mother  and  child.  The  former 
recovered  good  vision,  the  detachments  disappearing;  and  the 
latter,  after  a  struggle,  lived. 

Not  long  ago  I  saw  an  interesting  young  married  woman  with 
atrophy  of  both  optic  nerves  following  parturition.     There  was 
a  history  of  albuminuria,  and  when  I  saw  her  her  physical  con- 
dition was  excellent,  but  the  atrophy  was  far  advanced,  with  no 
1  Transactions  American  Ophthalmological  Society,  vol.  vi. 


650  AYRES  :    RELATION    OF    UTERINE    DISEASES    TO 

hope  of  relief  from  treatment.  Within  the  past  few  weeks 
I  saw  a  married  woman  of  29  years  of  age  who  had  a  severe 
chorio  retinitis,  coming  on  after  delivery.  There  were  patches 
of  exudation  in  the  macula  region,  with  subretinal  hemorrhage 
near  the  optic  disc.  At  the  second  visit  I  found  her  better,  with 
a  prospect  of  regaining  useful  vision.  It  was  probably  albumin- 
uric. The  time  for  testing  this  point  and  proving  it  is  during 
pregnancy.  It  seems  to  me  that  it  would  be  good  practice  to 
have  the  urine  tested  occasionally  during  the  latter  months  of 
pregnancy,  so  as  to  determine  this  point.  Certainly  all  com- 
plaints of  dimness  of  vision  should  be  carefully  looked  into  and 
the  urine  examined,  so  as  to  determine  the  condition  of  the 
retina  and  choroid  and  the  presence  or  absence  of  albumin. 

The  menopause  is  fraught  with  many  dangers  to  the  eyes. 
This  critical  period  of  a  woman's  life  is  not  passed  without  many 
dangers  to  health  in  various  ways,  with  which  you  are  all 
familiar.  The  eye  sympathizes  with  the  general  struggle  which 
is  going  on,  and  the  choroid,  iris,  retina,  and  optic  nerve  are  not 
infrequently  involved. 

Let  me  give  you  one  typical  case,  of  a  woman  of  45  who  came 
to  me  with  a  chorio-retinitis  of  the  right  eye.  She  had  period- 
ical flashings  of  heat  through  her  head,  vertigo,  headache,  and 
a  general  feeling  of  prostration.  When  first  examined  there 
was  an  extensive  involvement  of  the  macula  region,  a  circum- 
scribed swelling,  with  exudations  and  hemorrhage.  There  was  a 
dense  central  scotoma  which  destroyed  central  vision.  About  a 
year  later  the  second  eye  was  similarly  attacked.  Although 
a  very  prompt  and  active  treatment  was  instituted,  she  recovered 
with  a  large,  permanent  central  scotoma  in  each  eye  which  de- 
stroyed central  vision. 

Excessive  loss  of  blood,  whether  from  the  uterus  or  not,  is  a 
well-known  cause  of  blindness,  either  temporary  or  transient. 
In  one  hundred  and  five  cases  of  uterine  hemorrhage  collected 
by  Fries,  twenty-four  affected  vision :  seven  after  abortion, 
seven  after  normal  labor,  once  each  after  premature  delivery, 
profuse  menstruation,  uterine  polypus,  and  six  not  specified. 
Gowers  speaks  of  a  case  of  blindness  from  post-partum  hemor- 
rhage, associated  with  neuralgic  pains  above  the  eyes,  which 
lasted  several  days.  The  patient  recovered  good  vision  in  one 
eye  and  partial  vision  in  the  other,  but  with  impairment  of  the 
field. 

Dr.  Engelmann.  in  the  "American  System  of  Gynecology,"  in 
his  contribution  to  the  hystero-neuroses  of  the  eye,  refers  to  the 
statements  of  Rampoldi,  of  Pavia,  who  divides  the  uterine  and 
ocular  diseases  into  five  groups: 

1.  Hysteria  and  chronic  perimetritis,  he  states,  are  causative 
of  asthenopia,  retinal  hyperesthesia,  rarely  of  ptosis  or  anes- 
thesia of  the  retina. 

2.  Menstrual  disorders.      He  believes  amenorrhea    is  causa- 
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tive  of  conjunctivitis,  keratitis,  iritis,  and  phlyctenula.  To 
suppression  of  menstruation  he  refers  diseases  of  the  choroid, 
together  with  neuritis  and  retinitis,  and  says  they  can  only  be 
improved  after  reappearance  of  the  menses.  The  tendency  to 
glaucoma  is  known  to  accompany  a  sudden  suppression. 

3.  Inflammatory  diseases  result  in  hyperesthesia  and  neural- 
gias of  the  trigeminus,  protracted  forms  of  iritis  serosa  and 
sclerosis. 
'  4.  Pregnancy  causes  the  difficulties  accompanying  the  albu- 
minuria of  pregnancy.  Amblyopia  and  amaurosis  have  been 
common  from  three  to  fourteen  days  after  hemorrhage. 

5.  Lactation  and  the  puerperium  cause  panophthalmitis  and 
many  diseases  resulting  from  weakness  and  debility  :  ulceration 
of  the  cornea,  retinitis,  retinal  hyperesthesia,  photophobia,  and 
disturbances  of  accommodation. 

Dr.  Engelmann  adds :  "  I  cite  these  cases  which  are  here  con- 
sidered as  cause  and  effect ;  but  though  they  may  be  so,  certainly 
but  few  are  reflex  neuroses;  and  though  Rampoldi  has  observed 
in  individual  cases  these  ophthalmic  lesions  in  connection  with 
pelvic  affections  mentioned,  I  do  not  believe  that  any  such  posi- 
tive relationship  of  individual  phases  of  uterine  diseases  to 
ophthalmic  lesions  can  ever  be  established.'' 

This  statement  is  somewhat  at  variance  with  what  follows, 
for  he  instances  several  cases  where  relief  of  the  uterine  disease 
was  followed  by  amelioration  of  the  ocular  symptoms.  One 
case  is  of  special  interest.  He  observed,  upon  making  an  appli- 
cation of  iodine  to  the  cervix  uteri,  that  there  was  severe  pain 
behiud  the  left  eye  and  a  sensation  as  if  it  was  pushing  out. 
This  continued  until  the  effects  of  the  iodine  had  passed  off. 
The  phenomenon  was  so  strange  that  he  repeated  it  several  times 
with  the  same  result,  while  other  remedies  did  not  affect  her 
similarly.  Here  cause  and  effect  were  certainly  established. 
He  also  refers  to  a  young  lady  of  24,  suffering  from  endometritis, 
cellulitis,  and  amenorrhea,  in  whom  an  amblyopia  followed  by 
amaurosis  appeared  with  an  exacerbation  of  the  uterine  disease, 
but  which  was  always  improved  by  uterine  treatment. 

There  seems  to  be  some  confusion  as  to  the  definition  of  the 
term  uterine  reflexes  of  the  eye.  Where  are  we  to  draw  the 
line  between  reflexes,  pure  and  simple,  which  pass  off  leaving  no 
structural  change  behind,  and  pathological  reflexes  which  show 
organic  alterations  in  the  ocular  tunics  or  the  optic  nerve  ?  In 
hysterical  amblyopia  we  have  total  blindness,  but  no  structural 
or  organic  lesion  of  the  retina.  Is  this  a  uterine  reflex?  In 
suppression  of  menstruation  we  have  retinal  and  choroidal 
hemorrhages  and  sometimes  permauent  impairment  of  vision. 
Is  this  a  retinal  reflex  ?  In  prolapsus  uteri  we  have  marked 
asthenopic  symptoms,  and  they  are  relieved  when  that  organ  is 
restored  to  its  normal  position.  Is  this  a  uterine  reflex  '.  In 
pregnancy  we  have  albuminuric  retinitis,  and  it  disappears  upon 
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a  natural  or  instrumental  delivery.  Shall  we  call  it  reflex?  Is 
it  only  reflex  when  no  organic  lesion  exists  in  the  retina  ?  Shall 
we  not  as  justly  include  the  other  conditions  also  ?  The  obser- 
vations of  many  competent  men  show  that  there  is  a  recurrence 
of  associated  conditions  between  the  uterus  and  the  eyes,  which 
seem  to  follow  as  a  post  hoc,  ergo  propter  hoc.  Engelmann 
says  "  that  the  ophthalmic  reflexes  are  much  more  persistent  and 
yield  much  more  slowly  than  those  on  the  part  of  any  other 
organ,  and  if  they  have  persisted  for  years  they  are  very  liable 
to  result  in  structural  changes  and  disease  proper  of  the  eye." 
Again  he  says :  "  In  no  organ  is  the  persistent  continuance  of  a 
reflex  so  liable  to  result  in  actual  changes  as  in  the  eye."  Take 
then,  for  example,  dysmenorrhea  which  is  associated  with  cho- 
roidal or  retinal  hemorrhage.  The  congestion  of  the  choroid 
takes  place  during  many  menstrual  periods  before  the  hemor- 
rhage actually  occurs.  But  finally  the  vessels  yield,  and  the 
hemorrhage  is  visible  with  the  ophthalmoscope,  and  the  vision 
is  seriously  impaired.  Are  the  congestions  which  precede  the 
hemorrhage  reflex,  and  in  the  tinal  attack,  when  the  overtaxed 
vessels  rupture,  not  reflex  ?  Does  not  the  law  of  the  Stevenson 
wave  come  in  here  for  consideration  ?  It  is  no  argument  to  say 
that  there  are  thousands  of  cases  of  uterine  disease  where  there 
are  no  ocular  symptoms.  That  proves  nothing.  All  rheuma- 
tisms do  not  affect  the  heart,  but  some  do.  All  exposures  to  cold 
do  not  cause  pneumonia,  but  some  do.  There  seems  to  be  a 
direct  connection  between  the  uterus  and  the  eye  in  many  well- 
authenticated  cases.  Will  you  not  lend  your  aid  in  clearing  up 
the  mystery  which  covers  the  relationship  between  them  ? 

The  ophthalmoscope  can  do  much  for  the  recognition  of  ocu- 
lar diseases  in  connection  with  uterine  diseases.  Light  can  be 
thrown  on  amblyopias,  whether  of  organic  or  functional  origin, 
which  will  be  of  much  value  to  the  suffering  client.  A  differen- 
tiation between  these  two  forms  of  disease  can  be  made  and  thus 
aid  materially  in  a  rational  treatment.  The  relief  of  the  asthen- 
opias  by  the  trial  case  will  give  much  comfort  by  the  correction 
of  the  ametropias  of  various  kinds  which  we  meet  with.  Mus- 
cular errors  can  be  corrected  and  the  accompanying  distress  re- 
lieved. Doubtless  the  general  physical  condition  has  much  to 
do  with  the  associated  involvement  of  the  uterus  and  the  eyes. 
With  the  health  broken  down  by  uterine  and  other  diseases,  the 
eyes  are  more  liable  to  certain  affections  than  they  otherwise 
would  be. 

The  highest  authorities  in  the  ocular  field  of  work  and  inves- 
tigation believe  in  the  connection  between  uterine  diseases  and 
diseases  of  the  eye.  May  we  not  have  the  co-operation  of  those 
who  devote  their  lives  to  uterine  work,  to  aid  us  in  the  further 
prosecution  of  this  interesting  and  somewhat  obscure  subject  ? 
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In  the  discussion  of  this  very  interesting  subject  it  might  be 
well  at  the  outset  to  somewhat  limit  and  define  my  meaning.  I 
can  say  with  Mill,1  of  the  subjects  of  functional  aphonia,  "  They 
say  1  cannot,"  it  looks  like  "'  I  will  not,"  but  it  is  "  I  cannot 
will,"  provided  the  "  cannot  will"  means  a  derangement  of  the 
central  nerve  ganglia  which  effectually  prevents  the  peripheral 
manifestations. 

While  I  do  not  mean  that  there  is  present  a  true  paralysis,  yet 
there  is  a  distinct  inhibition  of  the  efferent  nerve  from  what 
Brown-Sequard  has  well  designated  an  irritation  of  the  brain 
cell.  This  irritation  may  be  traced  to  a  more  or  less  remote 
cause,  such  as  uterine,  ovarian,  or  intranasal  diseases;  or  we 
may  be  able  to  find  no  objective  evidence  of  a  cause  for  the 
central  irritation.  The  long-continued  irritation  of  a  peripheral 
nerve  will  finally  cause  the  extension  of  the  irritability  through 
the  nerve  cells  to  the  central  ganglion,  whence  it  is  reflected  to 
the  remote  affected  organ.  The  primary  irritation  may  be  re- 
moved or  cease,  and  the  central  nerve  ganglion  may  still  be 
affected  and  keep  up  the  reflex  phenomena.  Xot  by  any  means 
do  I  confine  my  definition  of  hysterical  aphonia  to  these  cases 
traceable  to  uterine  diseases,  just  as  I  would  not  follow  after  the 
theory  advanced  by  Chrobak,  who,  because  he  had  seen  hysteria 
in  several  cases  of  movable  kidney,  hence  concluded  that  hys- 
teria was  always  caused  by  that 'rather  rare  pathological  condi- 
tion. The  source  of  the  peripheral  irritation  may  be  ever  so 
variable,  the  central  irritation  can  be  the  same  and  the  result 
and  reflex  just  as  certain.  Why  the  reflex  manifests  itself  in 
the  larynx  can  perhaps  not  always  be  determined.  Yet  I  believe 
in  all  cases  there  is  an  objective  underlying  reason.  In  a  certain 
number  of  cases  there  is  a  preceding  inflammation  or  irritation 
of  the  larynx,  as  a  bronchitis  causing  an  irritable  larynx  in 
coughing,  a  laryngitis,  an  over-use  of  the  voice,  or  a  sudden 
strain  on  the  vocal  cords.  Thus  often  can  be  traced  a  tangible 
reason  for  the  selection  of  this  special  organ  for  receiving  the 
expulsion  of  nerve  force.  When,  however,  we  are  unable  to 
trace  any  preceding  laryngeal  weakness,  it  may  yet  have  existed. 
It  seems  to  me  more  reasonable  to  believe  that  a  predeter- 
mining cause  existed  in  the  larynx,  even  though  undiscovered, 
than  to  think  that  hysteria  capriciously  selected  this  organ  on 
which  to  expend  her  powers.  The  primary  source  of  irritation 
may  bs  old  while  the  laryngeal  reflex  may  be  recent,  which  can  be 
'  Pepper's  "  System  of  Medicine,"  vol.  v. 
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accounted  for  best  by  supposing  a  third  link  in  the  pathological 
chain — viz.,  a  larynx  which  became  weakened  long  after  the 
primary  peripheral  irritation.  Then  we  have  an  objective  peri- 
pheral lesion  causing  an  irritable  afferent  nerve,  which  conveys 
the  irritability  to  the  central  nervous  system,  which  in  turn 
becomes  abnormally  excitable  ;  and  finally  an  irritation  of  the 
laryngeal  filaments  from  some  previous  or  present  laryngeal 
derangement,  which  thus  invites  the  nervous  discharge  from  the 
previously  surcharged  central  ganglia. 

From  what  I  have  row  said  you  will  readily  see  that  I  am  not 
a  believer  in  the  theory  that  hysterical  aphonia  is  a  disease  with- 
out a  lesion.  On  the  contrary,  I  believe  that  the  lesion  is  always 
present,  although  we  are  not  always  able  to  find  it. 

Mr.  M.,  of  Circleville,  Ohio,  came  to  me  two  years  ago  with 
aphonia  dating  back  some  three  years.  The  laryngoscope  re- 
vealed a  healthy  larynx,  with  apparently  no  difficulty  except  the 
inability  to  sufficiently  approximate  the  cords  to  phonate — the 
cords  would  exhibit  the  proper  respiratory  movement,  but  would 
not  respond  to  attempted  phonation.  The  surgical  removal  of 
an  intranasal  obstruction  was  shortly  followed  by  complete 
restoration  of  the  vocal  functions. 

Here  was  a  case  in  which  the  peripheral  lesion  in  the  nose  was 
evident.  I  take  it  for  granted  that  there  had  been  some  pre- 
vious laryngeal  disease,  which,  as  it  was  not  present  at  the  time 
of  my  examination,  had  recovered  under  the  long-enforced 
functional  rest  of  the  organ  ;  but  the  irritation  was  kept  up  in 
the  nose  by  the  constant  pressure  of  the  obstruction,  and  con- 
stantly reflected  by  the  channel  previously  followed  to  the  larynx. 
The  removal  of  the  cause  was  not  immediately  followed  by 
the  cessation  of  the  effect,  but  only  after  the  central  irritation 
had  sufficiently  subsided  so  as  not  to  overflow  in  the  direction  of 
the  weakened  larynx. 

Mr.  Lennox  Browne  ]  thinks  that  hysterical  symptoms  in  the 
throat  have,  as  a  rule,  some  underlying  pathological  cause.  He 
especially  notes  that  the  so-called  "globus  hystericus  "  is  gene- 
rally associated  with  varicose  veins  at  the  lingual  base,  which 
statement  I  have  frequently  had  occasion  to  verify.. 

These  reflex  phenomena  may  belong  to  either  the  sensory 
or  the  motor  nerves,  or  to  both.  The  affection  of  the  sensory 
nerve  may  be  divided — as  by  Peyer  Porcher,'2  who  follows  for  the 
most  part  J.  Solis  Cohen — into  (L)  neuroses  of  tactile  sensibility^ 
(2)  neuroses  of  dolorous  sensibility,  (3)  neuroses  of  thermal 
sensibility,  and  (4)  neuroses  of  muscular  sensibility.  Of  these 
conditions  hyperesthesia,  anesthesia,  and  paresthesia  are  most 
frequently  met  with. 

Pain  in  the  larynx  is  a  very  common  reflex.  Not  infre- 
quently the  pain  in  the  throat  experienced  by  tubercular  subjects 

1  "  Diseases  of  Throat." 

2  Burnet's  "  System  of  Diseases  of  the  Ear,  Nose,  and  Throat." 
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is  not  due  to  any  throat  lesion,  but  is  a  true  hyper  esthetic  reflex. 
This  condition  is  so  exaggerated  at  times  that  it  is  difficult  to 
make  a  thorough  laryngoscopic  examination  of  the  larynx,  and 
an  erroneous  conclusion  is  often  reached  as  to  the  pathology 
of  the  symptoms.  Laryngeal  anesthesia  is  less  frequent  and  a 
much  more  serious  disorder.  Through  the  lack  of  sensibility 
foreign  particles  easily  find  their  way  into  the  trachea  and  bron- 
chial tubes,  and  give  rise  to  a  serious  pulmonary  inflammation. 
I  have  never  met  with  a  well-defined  case  of  this  disorder  of  a 
purely  reflex  character.  Paresthesia  is  a  much  more  frequent 
disorder.  Very  distressing  indeed  is  the  sensation  of  a  foreign 
body  in  the  larynx.  The  patient  can,  as  a  rule,  tell  you  what 
the  foreign  body  is,  and  just  when  and  how  it  lodged  in  the 
larynx.  Some  physicians  have  felt  justified  in  removing  just 
the  body  described,  of  course  taking  care  not  to  let  it  escape 
from  the  grasp  of  the  introducing  forceps. 

Of  the  neuroses  of  motion  we  have  (1)  hyperkinesis  and  (2) 
akinesis. 

The  first  of  these  conditions  manifests  itself  by  spasm  of  the 
glottis  or  laryngismus  stridulus  in  children  and  adults.  While 
this  condition  is  most  frequently  observed  in  children,  yet  no 
age  or  sex  is  exempt.  As  a  rule  the  condition  may  be  traced  to 
some  evident  remote  source  of  irritation,  not  infrequently  in  the 
digestive  tract,  and  the  reflex  character  determined. 

Chorea  laryngis  is  another  form  of  hyperkinesis.  This  very 
interesting  affection  has  fallen  under  my  observation  only  in 
connection  with  intranasal  or  postnasal  disease.  However  in- 
teresting these  forms  of  reflex  motor  phenomena,  I  must  pass  to 
by  far  the  most  common  and  important — namely,  the  akineses.  or 
paralytic  conditions.  Peyer  Porcher x  gives  some  interesting 
cases  of  reflex  uterine  neuroses.  He  refers  to  Carl  Seiler,  Edgar 
Holden,  and  especially  C.  H.  Leonard,  in  corroboration  of  the 
frequency  of  laryngeal  neuroses  of  reflex  uterine  origin.  Leonard 
reports  the  case  of  a  singer  whose  voice  was  much  lowered  in  pitch 
while  she  was  suffering  from  a  uterine  disease.  After  the  cure 
of  her  sexual  disorder  her  voice  recovered  its  normal  pitch  and 
timbre.  Leonard  quotes  Yon  Klein,  of  Cleveland,  Ohio,  as 
laying  great  stress  on  ovarian  disease  as  a  cause  of  vocal  dis- 
turbance. Sivers,2  of  Fort  Wayne,  Ind.,  refers  to  a  case  of  reflex 
chronic  laryngitis  ''where  the  patient  could  not  speak  above  a 
whisper  for  two  years,  and  where  the  exciting  cause  of  the 
trouble  was  found  to  be  pile  tumors  in  the  rectum.  Proper 
treatment  being  applied  to  them,  the  difficulty  of  voice  was  per- 
manently relieved."  Here  the  author  thinks  that  there  is  an 
analogy  between  the  rectal  diseases  in  the  male  and  the  uterine 
in  the  female. 

In  my  own  experience  I  have  noticed  no  anomalies  of  voice 
from  rectal  disorders,  although  I  doubt  not  that  they  may 
>  Op.  cit.  a  Medical  Age. 
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exist.  I  have,  however,  frequently  noticed  that  singers  suffered 
much  in  pitch  and  quality  of  voice  even  at  times  during  normal 
menstruatiou.  Nothing  is  more  common  than  for  a  concert 
singer  to  attempt  to  regulate  her  engagements  so  as  not  to  con- 
flict with  her  menstrual  epoch,  as  she  well  knows  at  that  time 
she  cannot  rely  upon  having  her  best  voice.  If  this  physiologi- 
cal congestion  will  influence  vocalization,  how  much  more  would 
the  influence  be  felt  of  a  diseased  and  chronically  congested 
uterus  ?  Yet  I  cannot  say  that  all  singers  with  uterine  affections 
have  vocal  disability.  As  I  have  remarked  above,  something  in 
the  larynx  other  than  an  intermediate  reflex  must  direct  the 
nerve  irritation  to  that  particular  organ. 

Hysterical  paralysis  of  the  larynx,  or  hysterical  aphonia,  is 
well  defined  by  Frank  Bosworth  :'  "  As  far  as  the  patient  is 
concerned,  hysterical  paralysis  is  a  true  paralysis,  for  which  the 
sufferer  is  not  directly  responsible;  and  although  it  has  the 
appearance  of  being  a  counterfeit,  the  patient  cannot  control  it." 

This  form  of  aphonia  can,  as  a  rule,  be  readily  differentiated 
from  all  forms  of  aphonia  produced  by  true  paralysis  or  by 
intralaryngeal  disease.  The  laryngoscope  reveals  only  the  ab- 
sence of  voluntary  motion  of  the  cords.  The  involuntary 
movements  are  not  interfered  with,  as  is  the  case  in  true  para- 
lysis. As  a  rule  the  only  motions  of  the  cords  that  are  inter- 
fered with  are  those  of  closing  the  glottis  and  stretching  the 
cords  as  for  phonation.  That  Mercede  2  should  have  mistaken 
a  case  of  hysterical  aphonia  for  paralysis  of  the  abductors,  and 
only  desisted  from  tracheotomy  because  of  the  sudden  speaking 
of  the  patient,  is  singular,  as  aphonia  is  not  present  in  abductor 
paralysis,  and  because  the  ability  to  phonate  is  no  reason  for  not 
making  a  tracheal  opening.  Usually  in  hysterical  aphonia  there 
is  a  normally  loud  cough,  which  is  never  heard  in  true  abductor 
paralysis;  as,  if  the  cords  can  be  approximated  sufficiently  to 
make  a  sound  in  coughing,  they  can  be  closed  so  as  to  phonate 
for  purposes  of  speech.  I  have  found  reflex  aphonia  to  come 
most  frequently  from  some  disease  of  the  respiratory  tract,  the 
lungs  or  nose  being  most  frequently  affected.  The  nose,  being 
the  first  organ  to  experience  irritation  from  improper  air,  is  the 
most  frequent  seat  of  the  remote  irritable  spot.  The  naso- 
pharynx, the  pharynx,  the  trachea,  the  bronchial  tubes,  or  the 
lungs  may  be  the  seat  of  the  lesion  causing  the  reflex  laryngeal 
irritation. 

Consumptives  are  frequently  aphonic,  not  from  a  lesion  of  the 
larynx  or  from  paralysis  of  the  vocal  cords,  but  by  a  reflex 
from  the  affected  lung.  The  laryngoscope  will  often  cause  to 
vanish  a  tubercular  laryngitis  so  subjectively  real  as  to  have 
aphonia,  pain,  dysphagia,  etc.,  all  of  these  symptoms  being 
simply  and   purely  reflex.     So  common  is  reflex  laryngitis  in 

1  "  Diseases  of  the  Nose  and  Throat." 
'  Berliner  klinische  Wochenschrift. 
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consumptives  that  nothing  is  more  frequent  than  that  they  dis- 
claim any  lung  trouble,  attributing  everything  to  the  "throat." 
The  diagnosis  of  tubercular  laryngitis,  when  made  without  the 
laryngoscope,  is  more  frequently  wrong  than  otherwise.  So  also 
with  any  diagnosis  of  any  intralaryngeal  disorder  :  it  is  so  fre- 
quently the  seat  of  neurotic  disorders  of  a  reflex  character  that 
no  diagnosis  can  be  trusted  which  is  made  from  subjective  symp- 
toms. Countless  are  the  examples  of  hysterical  aphonia,  count- 
less are  the  causes,  and  uncertain  the  results  of  treatment. 
Heyman  reports  a  case  caused  by  shock  resulting  in  a  "  railway 
spine."  Strologo,  Leghorn,1  reports  a  case  of  hysterical  aphonia 
from  fright  cured  by  hypnotism.  Soura  Leite2  reports  a  case  of 
functional  aphonia  in  a  boy  of  11  years.  So  all  ages  and  both 
sexes  suffer  from  this  reflex.  Among  the  young  hyperkinesis 
is  the  rule  and  the  male  sex  more  frequently  the  subject;  while 
among  adults  akinesis  is  the  rule  and  the  female  sex  suffer 
more  frequently.  Never  make  the  mistake  of  thinking  that 
because  the  laryngeal  trouble  is  reflex  or  functional  it  is  not 
a  real  ailment.  Because  we  cannot  at  once  see  the  cause  is  no 
reason  why  there  is  no  cause.  The  more  I  study  this  condition 
the  more  firm  is  my  conviction  that  there  is  always  a  lesion  under- 
lying the  laryngeal  affection. 
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The  uterus  may  be  affected  by  the  digestive  organs  in  a  vari- 
ety of  ways  :  first,  mechanically ;  secondly,  through  the  nervous 
system;  thirdly,  through  the  effect  produced  upon  the  blood  by 
processes  of  digestion ;  and,  lastly,  by  the  effect  upon  general 
metabolism. 

In  regard  to  the  first  little  need  be  said  to  the  members  of 
this  Society  who  have  been  especially  engaged  in  the  study  of 
this  feature  of  our  topic. 

In  regard  to  the  second,  influence  through  the  nervous 
system,  possibly  something  more  of  interest  from  the  aspect  of 
the  general  practitioner  and  physiologist  may  be  said.  The 
question  of  reflex  activity  and  its  importance  in  the  human  being 
has  in  latter  years  received  much  less  attention  than  formerly. 
With  the  first  working  out  of  its  laws  almost  every  process  of  a 
diseased  nature  in  the  human  being  was  supposed  to  be  due  to 
.some  reflex  act.     From  this  extreme  view  we  gradually  drifted 

1  Morgagni,  October,  1887. 

2  Centralblatt  filr  L.  et  O.,  vol.  vi. 
42 
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into  the  opposite.     At  the  present  day   there  is  a  tendency  to 
again  revive  the  doctrines  at  tirst  connected  with  the  subject  of 
reflex  action,  and,  possibly,  with  new  methods  and  advanced 
thought  we  may  arrive  at  the  proper  valuation  of  its  importance. 
Certain  it  is  that  in  the  reflex  arc  of  the  present  day  more 
consideration  and  more  attention  will  have  to  be  paid  to  the 
centre  and  its  condition  than   has  been   done   heretofore.     In 
other   words,  in   the  reflex  arc  (being  made  up  of  an  afferent 
nerve  and  its  peripheral  organ,  if  there  be  such,  the  centre,  and 
the  efferent  nerve    with  its  terminal   organ),   everything    else 
being  equal,  the  ganglionic   cells  are  the  prominent  factors  in 
the  production  of  a  morbid  reflex  act.     So  that,  if  we  accept  this 
view,  it  will  be  seen  how   very  important  for  the  uterus  the 
study  of  the  reflex  act  and  subsequent  methods  of  affection  of 
the  uterus  from  the  intestinal  tract  will  become.     I  do  not  wish 
to  be  understood  as  stating  that  a  great  irritation  of  an  afferent 
nerve  will  not  produce  increased  reflex  activity,  but  simply  as 
saying  that  this  condition  is  exceptional  in  the  human  being; 
irritations    of   afferent   nerves   will    produce   increased   reflex 
activity,  however,   when  the  centre  is  affected  in  ways  to  be 
hereafter  indicated.     It  will  be  remembered  that  the  principal 
supply  of  nervous  fibres  to  the  uterus  comes  from  the  sympathetic 
through  the  hypogastric  plexus,  which  is  more  or  less  directly  con- 
nected with  the  splanchnic  nerve;  through  the  nervi  erigentes  of 
Eckhart,  which  arise  low  down  from  the  spinal  cord,  both,  how- 
ever, being  connected  with  the  cerebro-spinal  axis.     In  addition  to 
these  it  may  be  reasonably  supposed,  from  the  experiments  of  Koer- 
ner,  Frohmer,  and  others,  that  the  uterus,  like  the  heart  and  the 
intestine,  contains  parenchymatous  nerve  centres  more  or  less 
automatic.     In  addition  to  these  we  have  a  centre  for  parturi- 
tion, which  in  the  lower  animals,  especially  the  bitch,  lies  in  the 
lumbar  region  of  the  cord.     The  centre  of  parturition  can  be 
eliminated  from  our  discussion,  as  I  take  it  we  are  not  this  eve- 
ning interested  in  the  parturient  uterus.     The  automatic  centres 
it  will  be  difficult  to  say  much  about,  as  they  have  been  studied, 
especially,  in  the  gravid  uterus  ;  although  to  some  extent  they 
are  supposed  to  preside  over  the  rhythmic  movements  that  occur 
in  the  non-gravid  uterus  of  the   lower   animals.     It   is  highly 
probable,  as  can  be  shown  by  clinical  investigation,  that  under 
certain  circumstances  they  may  also  have  a  function  to  perform 
in  the  non-gravid  uterus,  causing  contraction  of  the  muscular 
coat  of  the  uterus  and  therefore  reducing  it  in  size.     It  seems 
to  me  that  the   other  two  nerves  are  the  ones  that  interest  us 
more  especially  in  connection  with  the  discussion  of  our  subject. 
Romberg  has  shown  that  a  stimulation  of  the  splanchnic  nerve 
will  produce  pains  in  the  hypogastric  plexus,  showing  that  the 
hypogastric  plexus  carries  sensitive  fibres  from  the  splanchnic 
nerve. 

We  know,  in  addition   to   this,  that  this  nerve  carries    vaso- 
motor nerves — better,  vaso-constrictor  nerves  ;    that  the  nervi 
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erigentes,  on  the  other  hand,  carry  vaso-dilator  nerves.  It 
would  be  very  reasonable  to  suppose,  therefore,  that  an  irritation, 
of  the  splanchnic  nerve,  if  it  existed  for  a  great  length  of  time, 
might  cause  changes  in  the  circulafion  within  the  uterus  which 
would  finally  result  in  organic  changes  more  or  less  impor- 
tant. When  we  consider  to  what  extent  the  uterus  depends 
for  its  condition  of  health  or  disease  upon  the  blood  supply, 
it  seems  not  improbable  that  a  condition  of  this  sort  may 
arise  quite  frequently  in  practice,  although  exceedingly  difficult 
to  disassociate  from  those  produced  under  the  subsequent  head- 
ings of  our  discussion.  Irritations  of  this  sort  might  arise  from 
a  great  number  of  causes :  the  character,  the  quality  and  quan- 
tity of  food  introduced,  the  action  of  drugs,  the  presence  within 
the  intestine  of  foreign  bodies  of  various  kinds,  the  direct  irrita- 
tion of  the  nerves  as  the  result  of  the  presence  of  any  pathologi- 
cal entity — all  these  might  occur  to  produce  changes  in  the 
uterus  such  as  we  would  find  in  any  organ  as  the  result  of  irrita- 
tion of  its  vaso-motor  nerves. 

When  we  come  to  the  third  heading — that  is,  the  effect  upon 
the  blood  as  the  result  of  digestive  activity — we  arrive  at  some- 
thing that  is  to  a  certain  extent  more  tangible,  in  that  the  light 
of  practical  experience  has  been  brought  to  bear  upon  it  more 
than  upon  the  previous  mechanism.  The  principles  upon  which 
this  is  based  are  as  follows :  As  the  result  of  digestion  there  are 
formed  a  number  of  bodies  belonging  to  the  albumins,  between 
albumin  on  the  one  hand  and  peptone  on  the  other,  and  possibly 
beyond  peptones,  which,  when  introduced  into  the  circulation, 
produce  distinct  effects  more  or  less  poisonous  in  their  nature. 
These  bodies,  being  formed  in  the  intestine,  are  absorbed  either 
through  the  lymphatics,  through  the  lacteals,  or  through  the 
blood  vessels ;  and  in  either  instance  there  is  developed  a 
mechanism  by  means  of  which  their  toxicity  is  reduced  to  the 
minimum  or  entirely  destroyed.  Before  getting  into  the  lacteals 
they  have  to  pass  "through  a  well-developed  layer  of  adenoid 
tissue.  In  passing  through  the  lacteals,  before  they  get  into  the 
thoracic  duct,  they  pass  through  lymphatic  glands,  mesenteric 
glands,  and  in  both  the  adenoid  tissue  and  the  glands  they  are 
subjected  to  the  activity  of  the  white  corpuscles  or  lymph  cells. 
Whatever  view  may  be  taken  of  the  action  of  the  lymph  cor- 
puscles or  white  corpuscles,  whether  that  of  phagocytosis  or  the 
secretion  of  some  soluble  substance  which  counteracts  the  tox- 
icity of  these  bodies,  we  know  that  uuder  normal  conditions 
their  toxicity  is  either  reduced  to  the  minimum  or  practically 
destroyed  by  the  action  of  the  white  corpuscles,  so  that  the  blood 
is  returned  to  the  heart  comparatively  free  from  poisonous  sub- 
stances, unless  for  some  reason  or  other  the  white  corpuscles, 
lymph  corpuscles,  do  not  perform  their  function.  It  may  be 
said  that  this  method  of  absorption  by  the  lacteals  is  not  the 
common  one.     When  these  substances  are  absorbed,  as  is  usual, 
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by  the  blood  vessels,  they  must  first  be  subjected  to  the  fil- 
tering function  of  the  liver,  and  under  normal  circumstances 
this  is  sufficient.  Unfortunately  this  function  of  the  liver  either 
seems  in  many  cases  not  to  be  sufficiently  active,  or  the  poison- 
ous substances  are  formed  in  excess,  and  the  result  is  that  the 
blood  comes  to  the  heart  mixed  with  a  variable  proportion  of 
these  substances.  I  do  not  wish  to  be  understood  here  as  stat- 
ing that  harmful  albumin  combinations  can  be  formed  only  in 
the  intestine.  I  firmly  believe  that  the  importance  of  intestinal 
infection  is  now  being  overestimated. 

The  next  question  that  arises  is :  What  becomes  of  these 
bodies  after  they  enter  the  circulation  ?  We  can  see  that  they 
are  eliminated  in  many  different  ways — by  the  kidneys,  by  the 
skin,  possibly  by  the  lungs;  certainly  some  pass  over  into  the 
venous  circulation  again ;  and,  lastly,  they  are  eliminated  by  the 
mucous  membranes.  This  method  of  elimination  is  the  one  that 
interests  us  for  our  discussion  this  evening.  We  know,  for  a 
certain  number  of  inorganic  substances,  that  they  are  eliminated 
in  the  mouth,  in  the  stomach,  in  the  intestine,  and  in  the  bron- 
chial tubes.  Thus,  it  is  known  that  chlorate  of  potassium,  iodide 
of  potassium,  lead,  mercury,  and  other  substances  are  eliminated 
in  the  mouth.  Alt  has  shown  that  morphine  is  eliminated  in 
the  stomach.  I  myself,  in  several  instances,  have  proven  that 
arsenic  is  eliminated  by  the  stomach.  In  the  small  intestine, 
manganese,  iron  are  probably  eliminated.  In  the  large  intes- 
tine, certainly,  mercury  is  eliminated,  in  the  bronchial  tubes 
ammonia  compounds.  For  organic  substances  little  has  been 
done.  Alt  has  again  shown  that  the  cholera  toxine  is  elimi- 
nated in  the  stomach  ;  and  the  chances  are  that  a  great  many 
substances  of  organic  nature  are  excreted  by  means  of  the  glands 
of  the  stomach,  thus  giving  rise  to  dyspepsia  from  causes  which 
have  heretofore  only  been  recognized  in  the  most  general  way 
— as,  for  instance,  the  gouty  diathesis. 

It  is  reasonable  to  suppose  that  where  inorganic  substances 
are  excreted  organic  substances,  when  present  in  sufficient  quan- 
tity, may  also  be  excreted.  In  order  to  determine  whether  the 
glands  of  the  uterus  possessed  the  same  excretory  powers  which 
are  probably  possessed  by  all  glands  or  by  all  mucous  mem- 
branes, I  have  made  the  following  experiment :  A  patient  was 
giveu  large  doses  of  iodide  of  potassium,  twenty  grains  four 
times  a  day,  and  the  secretion  from  the  uterus  was  collected  for 
me  by  means  of  the  introduction  of  a  pipette  into  the  cervical 
canal  by  Dr.  Waterhouse,  interne  at  the  Cincinnati  Hospital. 
This  fluid  was  tested  in  the  ordinary  way  for  the  presence  of 
iodine.  After  the  medicine  had  been  given  for  one  day  traces 
of  iodine  were  found  by  the  starch  and  acid  test.  The  second 
day  the  test  was  more  positive,  and  the  third  day  after  the  ad- 
ministration of  the  drug  the  whole  mixture  turned  a  very  dark 
blue.     From  this  it  is  reasonable  to  conclude  that  the  mucous 
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membrane  of  the  uterus  is  like  all  the  other  mucous  membranes 
that  have  been  previously  cited.  It  will  be  seen  from  this  what 
an  enormous  effect  a  condition  like  hepatic  insufficiency  could 
have  upon  the  uterus  ;  and  it  will  be  furthermore  seen  how  the 
old  clinical  statements  of  the  effect  of  the  gouty  diathesis— what- 
ever that  may  mean— upon  all  the  organs,  including  the  uterus, 
are  carried  out  by  experiment.  In  an  assembly  like  this  it  is 
certainly  not  necessary  to  emphasize  the  importance  of  keeping 
the  upper  part  of  the  intestine  in  proper  condition,  as  this  will 
have  been  carried  out  in  practice  time  and  time  again. 

To  all  of  us,  especially  those  engaged  in  general  practice, 
there  will  come  up  the  recollection  of  cases  in  which  local  treat- 
ment of  the  uterus  was  of  little  avail ;  in  which  severe  operative 
procedures  have  been  suggested  ;  cases  that,  finally,  were  very 
much  relieved  by  general  treatment,  especially  dietetic,  and  not 
infrequently  directed  toward  the  condition  of  the  small  intestine. 

I  have  purposely  in  this  connection  refrained  from  saying 
anything  about  the  large  intestine,  especially  the  rectum.  This 
process  of  absorption  holds  good  in  the  large  intestine  as  well  as 
in  the  small  intestine,  but,  in  addition,  the  nerve  supply  of  the 
large  intestine  and  that  of  the  uterus,  coming  together  so  closely 
in  the  lower  segment  of  the  spinal  cord,  certainly  have  more  of 
a  direct  effect  upon  each  other  than  was  the  case  in  the  small 
intestine.  And  here  we  may  speak  of  the  activity  of  the  reflex 
act  with  more  justice  than  in  connection  with  the  nervous 
mechanism  in  the  small  intestine.  Mechanical  irritation,  foreign 
substances,  wounds,  swellings,  and  tumors  of  all  sorts  in  the 
lower  segment  of  the  bowel  produce  more  or  less  of  a  change  in 
the  uterus. 

The  last  general  mechanism  that  I  shall  call  your  attention  to 
is  that  of  the  effect  of  digestion  upon  general  metabolism,  and 
the  effect  of  the  latter,  in  its  turn,  upon  the  uterus.  In  another 
place  I  have  called  attention  to  the  lack  of  formation  of  hemo- 
globin in  the  small  intestine,  one  of  the  methods  of  the  origin 
of  chlorosis.  I  mention  this  simply  to  take  it  as  a  type.  In 
chlorosis  the  functions  of  the  generative  organs  are  interfered 
with,  as  a  rule  ;  so  much  is  this  the  case  that  the  common  view 
exists  that  this  disease  has  its  origin  in  the  uterus.  In  these  pa- 
tients we  have  dysmenorrhea,  amenorrhea,  and  menorrhagia.  It 
is  not  uncommon  to  have  neuralgic  pains,  all  due  undoubtedly 
to  the  deficiency  of  hemoglobin  with  the  consequent  deficiency 
in  oxygen,  resulting  in  lack  of  nutrition  of  the  various  parts  of 
the  generative  tract  especially  engaged  in  menstruation.  Part 
of  these  symptoms  may  be  undoubtedly  due  to  the  existence 
within  the  blood,  and  therefore  coming  under  the  mechanism 
described  before,  of  the  substance  that  I  have  found  in  the  urine 
in  chlorotic  patients.  Given,  then,  any  process  in  the  intestine 
which  affects  general  metabolism,  either  through  the  blood  or  by 
producing  a  lack  of  nutrition  in  other  ways  besides  the  one  just 
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indicated,  and  the  results  must  of  necessity  be  the  same.  It  is 
common  experience  to  combine  local  treatment  with  the  internal 
administration  of  the  so-called  tonics,  when  the  general  health 
of  the  patient  improves  through  an  increase  of  appetite,  through 
an  increased  amount  of  food,  through  an  increased  feeding  of 
the  tissues.  The  local  process,  of  whatever  nature,  then  yields 
readily  to  treatment ;  frequently,  as  I  have  seen,  without  any 
treatment.  This  process  in  the  intestine  may  be  of  various 
kinds:  lack  of  digestion,  improper  digestion ;  lack  of  food,  im- 
proper food  ;  lack  of  absorption,  improper  absorption.  Of  what- 
ever kind  it  may  be,  it  always  acts  in  the  same  way. 

Yery  much  more  could  be  said  upon  the  whole  subject.  The 
object  of  this  paper  has  been  to  form  a  basis  for  future  dis- 
cussion, and  at  the  same  time  to  present  to  you  concisely  the 
principles  upon  which  depends  the  effect  produced  upon  the 
uterus  by  a  cause  acting  in  the  intestinal  tract. 

THE  PATHOLOGICAL  ASPECTS   OF  STEVENSON'S  WAVE. 


A.  W.  JOHNSTONE,  M.D., 
Cincinnati,  O. 

Until  within  the  last  ten  years  every  manifestation  of  hysteria 
was  supposed  by  the  older  writers  to  be  due  to  a  nervous  reflex, 
whatever  that  indefinite  term  may  mean.  This  was  supposed  to 
be  a  pathological  influence  which  was  carried  by  the  nerve  fibres 
to  various  parts  of  the  body,  just  as  the  derangement  of  the 
switchboard  of  one  of  our  modern  telephone  systems  may  pro- 
duce unheard-of  complications  in  the  most  unexpected  places. 
Such  was  the  older  idea  of  hysteria — that  the  uterus  was  the 
great  switchboard,  and  that  through  its  nervous  connections  the 
varying  phases  of  hysteria  were  produced  whenever  it  became 
deranged.  I  do  not  deny  that  such  conditions  still  exist  and 
that  some  of  the  reflexes  from  the  pelvis  are  undoubtedly  due  to 
this  cause.  We  all  know  the  rich  nerve  supply  of  the  pelvis, 
how  it  is  composed  of  fibres  from  both  the  sympathetic  and 
cerebral  systems,  how  they  first  unite  to  form  the  solar  plexus, 
how  the  fibres  come  from  both  svstems  to  make  up  the  pelvic 
plexuses,  and  how  these  plexuses  in  turn  are  reinforced  by  gan- 
glion cells  of  their  own  deposited  all  along  these  nerves,  so  as  to 
make  one  of  the  most  complex  nervous  systems  in  the  body. 
So  that  with  the  solar  plexus  to  start  with,  which  has  so  aptly 
been  called  the  abdominal  brain,  reinforced  in  this  way  by  vari- 
ous storage  batteries  as  well  as  relay  cells,  it  is  no  wonder  that 
the  uterine  innervation  is  such  a  complex  affair.  These  nerves 
are  distributed  not  only  to  the  muscular  walls  of  the  uterus,  but,  as 
some  of  the  later  investigators  have  shown,  goto  the  parenchyma 
of  the  endometrium  as  well  as  to  the  ciliated  epithelium  ;  and 
some  of  these  ultimate  fibres  seem  to  have  enlargements  in  the 
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very  periphery  of  the  epithelium   which  closely  resemble  gan- 
glion cells,  so  that  the  uterus  is  supplied  with  one  of  the  richest 
or  all  nerve  systems,  instead  of  being  almost  barren  of  nerves  as 
at  one  time  taught.     The  ovaries  and  tubes  are  supplied  in  the 
same  way.     So  that  if  you  derange  any  part  of  the  pelvis  with 
an  inflammation  or  new  growth,  you  immediately  disarrange  a 
wonderful  electric  apparatus.     The   results  of   these   derange- 
ments will  be  described  in  a  far  better  way  than  I  can  do  it  by 
many  or  the  specialists  who  are  to  follow  me.     This  paper  is  to 
be  more  of  a  hydrostatic  nature  than  of  an  electric  one.  if  you 
win  allow  a  comparison  from  physics.     We  have  in  the  Steven- 
son wave  an  additional  source  of  trouble,  which,  in  my  belief 
produces  the  vast  majority  of  the  so-called  hysterical  manifes- 
tations.    Many  of  you  who  have  not  been  keeping  up  with  the 
literature  of  gynecology  may  not  understand  thoroughly  what 
mis  wave  is,  and  on  their  account  those  of  you  who  are  already 
lamihar  with  it  will  bear  with  me  while  I  briefly  explain  it 
Stevenson,  of  Aberdeen  University,  has  shown  that  there  is   a 
congestion    wave   running  through    the   female    pelvis,   whose 
cycle  is  twenty-eight  days.     We  will  take  the  starting  point  of 
tins  cycle,  directly  after  the  flow  has  ceased.     For  about  seven- 
teen days  we  have  almost  an  anemic  condition  of  the  pelvis,  and 
it  it  were  run  out  on  a  chart  you  would  find  a  low  level  plateau, 
as  it  were,  in  the  tracing,  which  has  almost  no  undulations  until 
about  the  seventeenth  day.     About  this  time  the  pressure  begins 
to   increase,  but  it  is   slow  until  about   the  twenty-third  day. 
I  hen,  however,  the  ascent  is  much  sharper,  because  the  pressure 
bas  become  much  greater,  and  it  increases  very  rapidly  until  the 
flow  begins,  at  which  time  it  is  at  its  greatest.     From  this  on  it 
diminishes  very  rapidly  until  the  flow  ceases,  at  which  time  it 
has  fallen  back  to  the  starting  point  of  our  original  low  plateau. 
1  his  has  been   proved  by  delicate  dynamometers.     In  addition 
to   this  blood  pressure  with  the  cycle   of   twenty-eight   days, 
which  so  closely  resembles  the  wave  of  sleeping  and   waking,' 
we  have  an  urea  wave  and  a  carbonic  acid  wave,  which,  although 
not^  exactly  coinciding  with  the  pressure,  follow  it  very  closely. 
This  means  that  we  have  an  increased  oxidation  going  on  a 
short  time  before  the  flow  begins.     The  necessity  for  all  this  is 
found  in  the  fact  that  every  child-bearing  human  female  carries 
enough  nourishment  in  her  blood  for  two  persons,  and  she  must 
get  rid  of  it  or  she  will  become  clogged.     The  menstrual  flow  is 
simply  to  wash  away  the  over-ripe  corpuscles   in  the  endome- 
trium which  are  put  there  for  the  manufacture  of  the  placenta. 
The  oxidation  is  to  get  rid  of  this  albuminoid  material,  with 
which  the  blood  has  become  too  rich,  and  the  carbonic  acid  and 
urea  only  mean  the  smoke  and  the  ash  from  this  condition  of 
combustion.  _   Many  may  think  this  condition  of  things  a  kind  of 
monstrosity  in  zoological  life,  but  it  is  simply  an  analogous  state 
to  the  old  process  through  which  all  animals  go  in  waking  and 
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sleeping.  Most  animals  sleep  about  one-third  of  their  time,  and 
there  is  an  increased  pressure  during  waking  and  an  anemia  of 
the  brain  during  sleep.  So  that  in  an  animal  which  has  risen 
on  its  hind  feet,  and  thus  cannot  handle  the  physiological  growth 
of  the  endometrium  with  the  lymph  stream,  and  where  a  blood 
stream  is  necessary  to  cleanse  it,  all  that  Nature  has  to  do  to 
produce  menstruation  is  to  introduce  one  of  these  same  cycles  of 
congestion  and  anemia  and  let  it  run  twenty-eight  days  in  the 
human  being  and  three  or  four  months  in  the  monkey  to  accom- 
plish her  results.  So  that,  after  all,  menstruation  is  not  a  mon- 
strosity in  zoological  life,  but  simply  the  result  of  the  erect  posi- 
tion, and  a  development  rather  than  a  useless  burden.  Thus, 
then,  the  Stevenson  wave  has  three  elements  for  mischief  in 
already  weakened  organs :  first  and  foremost,  the  increased 
hydrostatic  pressure,  then  an  increased  amount  of  work  in  the 
excretion  of  urea  and  in  the  excretion  of  carbonic  acid.  To 
take  an  illustration  of  what  I  mean,  the  Holly  system  of  water 
pressure  is  an  exact  reproduction  of  the  female  mechanism. 
"When  nothing  is  wanted  but  the  ordinary  water  supply,  you  all 
know  that  the  engines  are  run  at  only  half-speed,  and  many  of 
them  at  only  one-third  and  one-fourth  speed.  However,  in  the 
small  towns  where  this  system  is  used,  regular  tire  engines  have 
been  done  away  with,  and  when  a  fire  alarm  is  turned  in  the 
engineer  is  immediately  notified,  and  he  at  once  speeds  up  his 
engines  at  the  regular  pumping  stations,  so  that  the  water  pres- 
sure throughout  the  whole  system  is  doubled  or  quadrupled, 
thus  giving  the  fire  pressure.  This  is  exactly  what  happens  in 
menstruation.  But  in  order  to  stand  this  pressure  the  whole 
system  must  be  equally  strong,  and  the  whole  system  of  a 
woman  is  adapted  so  that  it  stands  the  increased  pressure  of  the 
Stevenson  wave.  If,  however,  there  should  be  some  weakened 
point  in  the  water  pipes  when  these  engines  are  turned  on  at  their 
full  speed,  something  gives  way  at  some  part  of  the  system,  and 
the  water  is  allowed  to  escape  at  points  where  it  is  not  expected, 
and  the  consequence  is  a  reduction  in  the  pressure  everywhere. 
Should  one  pipe  become  plugged  when  this  increased  pressure 
is  going  on,  the  pressure  is  increased  in  proportion  to  the 
amount  of  the  system  that  is  cut  off.  And  these  are  exactly  the 
conditions  that  we  have  in  vicarious  menstruation.  I  have 
been  studying  the  subject  closely  for  the  last  ten  years,  and 
wherever  I  find  a  regular  vicarious  menstruation  it  has  been  my 
habit  to  send  the  patient  to  some  specialist  on  the  organ  through 
which  the  vicarious  outlet  is  made  ;  and  I  have  never  failed  yet 
to  have  the  report  made  me  that  a  pathological  lesion  was  found, 
that  some  little,  vascular  growth,  or  some  abrasion  in  which  there 
were  little,  weak,  delicate  vessels,  was  found,  and  the  curing  of 
this  condition  has  never  failed  to  cure  the  vicarious  menstrna- 
tion.  Associated  with  it  there  is  nearly  always  more  or  less  in- 
flammation of  the  uterus,  which  has  toughened  the  endometrium 
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so  the  blood  cannot  find  free  egress  ;  and  the  consequence  is  that 
1  have  had  to  work  in  conjunction  with  these  various  specialists 
of  the  nose,  throat,  ear,  and  so  on,  and  by  our  combined  work  of 
curing  pathological  lesions  wherever  found  we  have  both  cured 
these  pathological  conditions  and  restored  the  patient  to  the 
normal   condition.     Speaking   of   alterations   of    pressure,   the 
amenorrhea   of  phthisis,   protracted   fevers,  and  all   forms    of 
low  constitutional  conditions  are  easily  understood.     The  vital 
forces  are  simply   not  strong  enough    to  get   up  the  requisite 
pressure    to   rupture    the   small    vessels   of    the    endometrium. 
Many  of  these  cases,  as  you  all  know,  have  the  nervous  disturb- 
ances of  menstruation,  but  simply  lack  the  flow  on  account  of 
not  having  strength  enough  to  get  up  the  requisite  pressure. 
raking  this  vicarious  menstruation  as  a  picture  of  the  whole 
subject,  the  vast  majority  of  hysterical  manifestations  are  easily 
explained.     The  next  most  striking  illustration  of  these  are  the 
congestions  of  the  liver  and  the  rest  of  the  chylopoietic  system, 
which  are  such  a  universal  accompaniment  of  pelvic  mischief.    So 
much  is  it  the  case  that  I  have  laid  it  down  as  an  axiom  almost 
that  nine  out  of  every  ten  women  who  have  had  habitual  bad 
digestion  for  years  have  some  pelvic  mischief  as  the  prime  cause 
of  that  trouble.     You  may  think  this  a  strong  statement,  but  my 
case  book  makes  it  rather  short  of  the  mark  than  over  it.     I  have 
found  no  less  than  three  cases,  which  have  been  diagnosed  gas- 
tric ulcer  by  the  most  prominent  men  in  this  city,  that  were  com- 
pletely cured  of  all  gastric  symptoms  by  removing  the  pathologi- 
cal condition  in  the  pelvis.     I  have  even  seen  two  or  three  cases 
of  severe  hepatic  congestion,  which  good  men  had  gone  so  far 
as  to  diagnose  as  biliary  colic,  that  were  completely  cured  by  re- 
moving their  pelvic  disorders  without  the  slightest  attention  to 
the  hepatic  condition.     In  fact,  it  is  a  rare  exception  to  find  a 
woman  with  pelvic  mischief  who  has  good  digestion.     And  if 
you  will  study  these  indigestions  in  the  light  of  the  crest  and 
trough  of  the  Stevenson  wave,  you  will  find  that  somewhere  in 
its  cycle  they  are  always  aggravated.     In  the  vast  majority  of 
cases  it  is  at  the  crest  of  the  wave  that  the  symptoms  are  in- 
creased, but  in  some  it  is  in  the  trough  of  the  wave,  showing 
that  it  is  an  anemic  condition  that  the  system  resents  rather  than 
a  congestive.     The    most  striking   case   of  the  anemic  side  of 
the  wave  producing  mischief  that  I  ever  have  seen  followed  a 
laparatomy.^    It  was  in  a   very  highly   educated   woman— one 
of  the  most  intelligent  that  I  ever  saw— with  an  extremely  sen- 
sitive nervous  system.     Everything  went  well  with   the  opera- 
tion until  the  tenth  day,  at  which  time  the  menstruation  ceased. 
Coincident  with  its  stopping  the  patient  began  vomiting,  some- 
thing that  she  had  not  done  at  all  up  to  that  time.     There  was 
no  elevation  of  temperature,  there  was  no  constitutional  disturb- 
ance, there  was  absolutely  nothing  but  an  acute   indigestion. 
For  twenty-four  days  to  the  hour  absolutely  everything  that  the 
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patient  put  into  her  stomach  was  rejected,  with  the  most  territic 
fermentations  going  on  with  everything.  Had  it  not  been  for 
rectal  alimentation  I  am  sure  she  would  have  died.  It  was 
three  years  ago  right  now,  when  I  was  just  beginning  to  study 
the  effects  of  the  Stevenson  wave,  and  after  a  week  of  this 
vomiting  I  came  to  the  conclusion  that  my  only  hope  was  that 
it  was  due  to  the  anemia  of  the  solar  plexus,  due  to  the  weakened 
condition  of  the  patient,  who  had  been  an  invalid  for  months 
before  this  sudden  violent  disturbance  of  the  operation.  One 
of  the  best  men  in  the  city  was  associated  with  me  at  the  time, 
and  I  told  him  that  our  only  hope  was  to  keep  the  patient  alive 
until  the  twenty-eight  days  rolled  around.  On  the  twenty-fourth 
day  to  the  hour  the  patient  called  for  solid  food,  ate  it  with  a 
relish,  and  for  the  first  time  digested  it;  and  from  that  day  to 
this  she  has  not  had  another  vomiting  spell.  The  patient  has 
become  fat,  hearty,  and  strong ;  in  fact,  for  the  last  two  years 
she  has  had  absolutely  perfect  health,  when  previously  she  was 
noted  as  the  frailest  woman  in  her  country.  While  we  are  on 
the  anemic  part  of  the  wave,  there  is  one  other  condition  which 
is  undoubtedly  due  to  it.  That  is  intermenstrual  pain.  You 
have  all  seen  it,  and  many  have  found  it  to  go  on  to  such  an  ex- 
tent as  to  produce  convulsions.  From  the  sixth  to  the  four- 
teenth day  after  menstruation  the  pain  starts  in,  and  continues 
until  unconsciousness  is  produced  simply  from  pain  and  nothing 
else.  This  I  have  always  found  due  either  to  adhesions,  which 
are  put  on  the  stretch  by  the  shrinkage  of  all  the  pelvic  organs,  or 
else,  while  no  adhesion  is  present,  to  a  very  hard  parenchyma  of 
the  ovary,  in  which  some  of  its  sustentacular  tissue  is  put  on  the 
stretch  by  this  shrinkage.  It  can  be  laid  down  as  an  axiom 
that  an  abdominal  organ  which  is  already  weakened  is  very  apt 
to  be  aggravated  by  the  irregular  flow  of  this  wave.  You  can 
easily  see  how  this  is  the  case.  By  inflammation  the  endome- 
trium is  hardened,  so  the  accustomed  outflow  is  in  many  ways 
interfered  with,  the  pressure  in  the  abdomen  becomes  greater, 
and  the  result  is  that  any  organ  which  is  already  weakened  will 
probably  resent  it.  So  then  in  every  periodic  indigestion,  of 
every  sort,  size,  and  description,  the  pelvis  should  be  carefully 
examined.  The  abdomen  of  course  catches  the  brunt  of  this 
pressure,  for  there  it  is  normally  at  its  greatest,  but  it  is  by  no 
means  the  only  place.  The  heart  and  lungs  are  interfered  with 
by  increased  congestion.  Occasionally  you  have  a  patient  tell 
you  she  had  difficulty  of  breathing  at  such  times.  But  the  play 
of  the  chest  is  so  great  and  the  work  of  the  lungs  so  simple  that 
this  can  easily  be  compensated  for  in  the  majority  of  cases,  and 
chest  troubles  are  by  no  means  so  frequent  in  complications  of 
pelvic  disorders  as  are  diseases  of  those  organs  which  lie  in  the 
cavity  just  beneath  it.  In  the  brain,  however,  we  have  a  different 
state  of  affairs.  The  firm  cranial  cap  will  not  allow  for  this  in- 
creased pressure,  and  its  organs  simply  have  to  stand  as  best  they 
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can  whatever  crowding  this  wave  may  give  them.     It  has  been 
my  experience  to  find  that  menstrual  headaches  are  much  more 
common  where  the  menstruation  is  scanty  than  where  it  is  ex- 
cessive, and  I  believe  they  are  due  directly  to  this  same  obstruc- 
tion to  the  outflow  of  menstruation,  thus  causing  reflected  in- 
creased pressure  in  the  brain.     A  beautiful  demonstration  of  this 
1  have  seen  twice,  and  that  is  an  intermittent  glycosuria  which 
always  followed  a  menstrual  headache.     So  far  as  I  know,  the 
symptom  has  never  been  described  heretofore,  and  I  may 'well 
take  up  part  of  the  time  in  a  careful  description 'of  it.     Both 
cases  had  badly  diseased  appendages,  and  within  a  few  hours 
atter  the  onset  of  the  menstruation  in  one  case,  and  the  day  be- 
fore the  starting  of  the  flow  in  the  other  case,  the  most   severe 
headache  would  begin.     In  both  cases  this  had  existed  for  seve- 
ral years.     In  the  examination  of  the  urine  preparatory  to  the 
laparatomies  which  followed,  I  found  sugar  present  in  the  first 
case.     It  startled  me,  and  I  postponed  the  operation.     I  watched 
the  case  carefully,  and,  to  my  surprise,  in  the  course  of  three  or 
four  or  five  days  after  the   headache  had  ceased  the  sugar  had 
entirely  disappeared.     Daily  examinations  of  the  urine  showed 
no  more  sugar  until  the  next  menstrual  epoch.     The  headache 
began  as  usual,  but  the  sugar  did  not  show  up  immediately. 
Atter  the  headache  had  lasted  about  twenty-four  hours  a  slight 
trace  of  sugar  was  found,  which  increased  rapidly  until  about 
the  time  the  headache  disappeared,  about  forty -eight  hours  from 
its  inception.     The  sugar  then  continued  for  two  or  three  days, 
but  in  rapidly  diminishing  quantities,  to  finally  disappear  again 
with  the  complete  cessation  of  the  flow.     Finding  it  was  of  the 
intermittent  character,  the  operation  was  done  ;    menstruation 
was  stopped,  the  headaches  did  not  recur,  and  the  sugar  has  not 
since  been  found.     The  history  of  the  second  case  is  merely  a 
repetition  of  the  first.     Its  production  you  all  understand.     The 
increased   menstrual    pressure,   not  finding  its    wonted   outlet 
through  the  endometrium,  gave  a  reflex  pressure,  just  like  the 
plug  m  the  water  pipe,  and  increased  the  cranial  pressure.     This 
continuing  steadily  and  constantly,  increased  the  pressure  in  the 
floor  of  the  fourth  ventricle,  and  the  old  class-room  experiment 
was  repeated  by  the  inhibition  of  the  pneumogastric  nerve,  thus 
giving  an  interference  with  the  glycogenic  function  of  the  liver. 
Understanding  this,  menstrual  headaches  are  plain.     Admitting 
this  periodic  disturbance  of  the  intracranial  pressure,  we  have  a 
potent  factor  in  the  etiology  of  recurrent  mental  and  convulsive 
manifestations.     Granted  an  increased  pressure  in  the  floor  of 
the  fourth  ventricle,  the  modifications  of  the  disc  and  retina  are 
easily  understood   and  the  varying  amblyopias  are  easy  of  ex- 
planation.    Interference  with  the  ear  is  made  more  easily  com- 
prehensible, and  disturbances  of  the  sense  of  smell  are  equally 
well  _ understood.     While  speaking  of  the  urine,  there  is  one  other 
condition  that  I  have  seen,  and  that  is  the  casual  albuminuria 
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which  is  undoubtedly  produced  by  these  aberrations  of  the  men- 
strual pressure  ;  and  I  have  gotten  now  to  the  point  of  searching 
much  more  carefully  in  a  case  of  simple  albuminuria,  and  am 
not  satisfied  on  this  symptom  alone  that  there  is  a  true  Bright's 
disease  present,  for,  like  the  sugar,  it  is  occasionally  produced 
by  congestion  where  there  is  no  real  pathological  lesion  of  the 
kidney. 

I  have  spent  so  much  time  on  the  hydrostatic  part  of  this  that 
I  will  have  to  leave  to  the  general  practitioners  following  me 
the  elaboration  of  the  urea  and  carbonic  acid  waves,  but  you  can 
all  easily  see  how  that  the  increased  work  thrown  on  the  respec- 
tive organs  may  be  sufficient  irritation  to  determine  an  organic 
mischief  in  an  organ  which  has  a  predisposition  in  that  direc- 
tion. The  fact  that  five  per  cent  of  all  female  lunatics  are  cured 
or  benefited  by  attention  to  diseases  of  the  pelvis  is  a  strong 
proof  of  this  argument.  In  conclusion,  I  must  say  the  discovery 
of  the  Stevenson  wave,  and  its  benefits  to  the  modern  medical 
man  in  the  elaboration  of  these  feigned  diseases,  has  been  sur- 
passed by  nothing  in  modern  days,  and  equalled  in  its  benefit  to 
our  calling  only  by  Harvey's  immortal  discovery. 


THE  HYSTERICAL   HEART. 

BY 

J.   T.    WHITTAKER,  M.D., 
Cincinnati,  Ohio. 

The  heart  in  hysteria  is  distinguished  by  its  <easy  excitability. 
The  increase  of  action  shows  itself  first  after  some  emotional 
excitement  or  after  stimulation,  tea,  coffee,  alcohol,  etc.,  and 
may  amount  to  a  genuine  tachycardia,  though  the  frequency 
rarely  reaches  above  100  to  130  beats  per  minute.  Retardation 
is  much  more  rare,  though  reduction  in  the  frequency  of  the 
pulse  has  been  noticed,  in  the  so-called  sleep  attacks,  to  45,  or 
even  to  40,  beats  per  minute.  Real  attacks  of  palpitation  are 
rare,  but  the  patient  complains  of  the  feeling  of  distress,  even 
though  the  action  of  the  heart  is  so  feeble  as  to  be  imper- 
ceptible. The  pulse  is  increased  after  the  slightest  effort  or 
psychical  excitement.  Sometimes  the  mere  thought  of  an  effort 
suffices  to  excite  the  pulse.  In  the  rarer  cases  of  retardation 
the  reduction  of  the  force  of  the  heart  may  lead  to  syncope. 
The  hysterical  sleep  attack  often  shows  the  condition  of  appa 
rent  death. 

Hysterical  angina  is  comparatively  rare,  though  much  more 
frequent  than  real  angina.  The  condition  is  recognized  by  the 
emotional  disturbance  which  exists  during  the  attack,  and  which 
usually  evokes  an  attack,  as  well  as  by  the  absence  of  organic 
disease.  Patients  affected  with  hysterical  angina  express  great 
mental  distress.     They  wring  the  hands,  throw  themselves  about 
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upon  the  bed  or  sofa,  and  succeed  in  exciting  everybody  about 
them.  True  angina  pectoris  permits  no  such  excitement.  The 
false  angina  distinguishes  itself  also  by  a  different  situation  of 
the  pains,  which  do  not  always  begin  in  the  neighborhood  of  the 
heart,  but  sometimes  in  the  extremities,  or  wander  about  in  ir- 
regular ways.  The  attack  is  associated  also  with  other  evidence 
of  hysteria,  as  with  emotional  manifestations,  eructations,  dis- 
charge of  abundant  clear  urine,  etc.  Sometimes  the  attacks  may 
be  produced  by  pressure  upon  tender  hysterogenic  surfaces. 

Vaso-motor  disturbances  are  frequent  in  hysteria.  Alternat- 
ing flushing  and  blanching  of  the  face  is  very  common.  There 
are  attacks  of  sudden  coldness  of  the  hands  and  feet,  which  may 
shortly  afterward  become  burning  hot.  There  is  often  a  sensa- 
tion of  numbness  in  the  lingers  and  toes.  Discolorations  of  the 
hands,  more  especially  of  the  fingers,  have  been  frequently 
noticed.  Sometimes  the  hands  are  white  and  the  ends  of  the 
fingers  and  nails  blue.  In  some  rarer  cases  the  joints  only  are 
blue,  while  the  rest  of  the  finger  is  red,  so  that  the  appearance 
is  that  of  blue  rings  with  crimson  borders.  The  spastic  contrac- 
tions may  be  so  intense  as  to  prevent  the  escape  of  blood  after 
puncture.  It  has  been  noticed  that  cups  withdrew  less  blood 
from  hysterical  than  from  healthy  subjects.  Landouzy  records 
cases  in  which  the  stroke  of  the  finger  nail  or  of  a  pencil  will 
bring  out  a  red  line,  which  may  extend  itself  out  to  a  broad  red 
stripe.  Sometimes  there  develops  in  the  middle  of  the  stripe  a 
pale- red,  lash-like  elevation,  so  that  curious  reliefs  can  be  traced 
upon  the  skin,  in  the  conditions  distinguished  as  autographism. 
This  condition  has  been  observed  also  in  epilepsy,  where  it  does 
not,  however,  persist  so  long.  Hysterical  autographism  may 
last  for  years. 

In  this  connection  belongs  also  the  condition  of  vicarious 
menstruation,  with  bleeding  from  the  nose,  mouth,  ear,  stomach, 
etc.  Questions  of  great  difficulty  in  diagnosis  often  arise  in  this 
connection,  as  hemoptysis  and  hematemesis  are  both  of  especial 
frequency  in  young  and  anemic  women.  The  profession  at  large 
is  more  willing  to  accept  a  vicarious  hemorrhage  from  the  nose 
as  epistaxis  is  such  a  common  relief  of  surcharged  vessels  in 
congestions  about  the  head.  Studies  on  the  changes  of  blood 
pressure  which  occur  in  connection  with  menstruation,  totally 
independent  of  the  refinement  of  the  so-called  Stevenson's 
wave,  account  for  the  escape  of  blood  from  dilated  and  paretic 
vessels  in  unsupported  places;  and  while  most  cases  of  hem- 
orrhage from  the  lungs  are  really  cases  of  manifest  or  latent 
tuberculosis,  there  is  no  doubt  that  a  true  hemoptysis  may 
occur  as  a  result  of  suppressed  menstruation.  In  this  connec- 
tion comes  up  also  the  much-disputed  question  of  stigmatiza- 
tion — that  is,  the  occurrence  of  spots  with  subsequent  hemorrhage 
in  situations  which  correspond  to  the  wounds  of  Christ.  Many 
of  these  cases  will  not  bear  investigation  and  are  readily  enough 
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discovered  to  be  frauds,  but  the  recent  studies  with  hypnosis 
and  suggestion  have  done  much  to  dissipate  the  incredulity  and 
scepticism  of  former  times.  Lowenfeld  cites  the  fact  that 
Facachon  was  able  by  suggestion  to  raise  vesicles  like  those  of 
blisters  on  the  skin.  Jendrassik  and  Kraft- Ebbing  produced 
eschars,  and  Bouren,  Burot,  Berjon,  Mabille,  and  others  actually 
induced  hemorrhages.  Mabille  found  that  auto-suggestion  in 
hypnosis  could  bring  about  hemorrhage.  It  is,  therefore,  not  so 
surprising  that  certain  hysterical  patients  who  have  concentrated 
their  minds  continuously  upon  the  wounds  of  Christ  should  be 
able  to  induce  hemorrhages  in  these  regions,  especially  when,  as 
was  observed  in  the  case  of  Louise  Lateau,  by  Boens,  the  hemor- 
rhages could  be  produced  mechanically  by  rubbing  with  the 
fingers  or  with  a  rough  towel. 

Hysterical  affection  of  the  lungs  themselves  is  much  more  in- 
frequent, but  nervous  disturbances  in  the  larynx  are  among  the 
most  common  expressions  of  the  disease.  Paroxysms  of  sneez- 
ing have  been  frequently  recorded.  So-called  nervous  cough 
often  forms  an  element  of  great  embarrassment  in  differential 
diagnosis.  It  is  usually  dry,  unattended  with  expectoration,  and 
has  a  peculiar  bellowing  character,  distinguished  as  the  "  sheep 
cough."  It  distinguishes  itself  by  its  excessive  obstinacy.  It 
often  appears  suddenly,  and  as  suddenly  disappears  under  the 
intluence  of  emotional  excitement,  and  the  worst  paroxysms  can 
be  controlled  for  the  time  by  diversion  of  the  mind.  Severity 
of  the  cough  eventually  produces  pain  in  the  chest,  and  it  may 
produce  hemoptysis.  Certain  hysterical  patients  learn  to  draw 
blood  from  the  mouth,  gums,  etc.,  sufficient  to  tinge  the  sputum. 
The  writer  presented  to  his  class  two  weeks  ago  an  hysterical 
patient  who  expectorated  for  one  entire  day  a  considerable 
amount  of  blue  sputum  which  was  supposed  to  be  indigo.  In- 
struction was  given,  unfortunately  in  the  presence  of  the  pa- 
tient, to  have  the  next  fresh  sputum  examined  chemically  and 
microscopically.     This  instruction  put  an  end  to  the  discharge. 

Aphonia  is  one  of  the  most  common  manifestations  of  hysteria, 
usually  in  the  form  of  paralysis  of  the  adductors,  whereby  it  is 
seen  with  the  laryngoscope  that  the  vocal  cords  are  not  approxi- 
mated in  phonation,  though  the  glottis  is  closed  in  cough.  Curi- 
ous are  those  cases  in  which  the  patients  are  unable  to  speak, 
but  can  still  sing  or  express  pain.  Hysterical  aphonia  usually 
supervenes  suddenly,  and  sometimes  as  suddenly  disappears. 
Varied  as  are  the  symptoms  of  hysteria,  they  all  distinguish 
themselves  by  persistence  in  the  individual  case.  Hysterical 
aphonia  does  not  differ  in  this  regard.  Many  cases  remain 
aphonic  for  years.  Where  the  voice  is  suddenly  restored  by 
artificial  means,  as  by  electricity,  faith  cures,  miraculous  inter- 
ventions, etc.,  the  cure,  as  a  rule,  is  not  permanent,  but  returns 
when  the  patient  gets  away  from  the  impression.  Lowenfeld 
relates  the  case  of  a  patient  whose  voice  had  been  reduced  to  a 
whisper  for  two  years.     She  was  induced  to  repeat  the  letters  of 
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the  alphabet,  at  first  in  a  low  tone,  and  then  louder  and  louder, 
without  notice  having  been  attracted  to  the  voice.  "When  the 
patient  found  that  she  could  articulate  the  letters  distinctly,  she 
began  to  speak.  This  was  not  a  simulation,  but  a  loss  of  will 
power.  The  patient  was  convinced  that  she  was  not  able  to 
speak,  and  made  no  effort  to  speak.  The  trial  showed  the  abil- 
ity without  any  reference  to  the  will. 

Martius  reported  a  case  of  hysterical  aphonia  in  a  servant- 
girl,  in  which  the  diagnosis  was  established  to  a  certainty  with 
the  laryngoscope.  The  physician  assured  the  patient  that  she 
would  be  able  to  utter  a  loud  sound  the  moment  he  made  pres- 
sure upon  the  larynx.  The  experiment  succeeded,  as  it  always 
does,  perfectly.  Under  pressure  the  patient  spoke  with  a  loud 
and  distinct  voice.  As  soon  as  she  got  home,  however,  she 
lost  her  voice.  After  repeated  experiments  of  the  same  kind, 
he  told  her  she  would  be  able  to  speak  as  long  as  she  held 
her  hand  to  the  larynx.  This  experiment  also  succeeded  per- 
fectly. As  soon  as  she  took  away  her  hand  she  was  unable  to 
speak.  This  condition  lasted  for  weeks,  as  long  as  the  patient 
was  under  observation. 

The  diagnosis  of  hysteria  as  the  base  upon  which  symptoms 
are  built  is  not  a  matter  of  the  recognition  of  a  disease,  but  of 
distinguishing  an  individual  symptom,  whether  this  or  that 
symptom  is  of  hysterical  origin  or  nature.  The  most  essential 
thing  in  excluding  hysteria  is  the  recognition  of  the  symptoms 
of  organic  disease.  Most  organic  diseases  have  symptoms  which 
hysteria  may  imitate,  but  they  have  also  symptoms  which  hys- 
teria cannot  imitate.  Thus,  hysteria  may  imitate  emaciation, 
cough,  pain  in  the  chest,  and  even  the  expectoration  of  blood  in 
tuberculosis.  But  hysteria  cannot  present  the  fever,  the  expec- 
toration, the  bacilli  in  the  expectoration,  and  the  physical  signs 
of  the  disease.  Then,  while  hysteria  may  imitate  diseases  at  the 
start,  it  may  be  easily  eliminated  in  the  further  course  of  a 
malady.  Thus,  hysteria  may  present  at  the  start  the  symptoms 
of  an  organic  disease,  myocarditis,  valve  lesions,  etc.,  but  the 
conditions  are  easily  separated  later  (Wagner).  Then,  certain 
symptoms  belong  more  definitely  to  hysteria,  as  the  paroxysmal 
attacks,  the  emotional  dramas,  sensory  hemianesthesias,  certain 
hyperesthesias,  the  globus  hystericus,  etc.  In  all  cases  it  must 
be  remembered  that  hysteria  is  a  real  disease  of  the  cortex  of 
the  brain.  

CHANGES  PRODUCED  BY  REFLEX  IRRITATION  IN    THE 
GANGLION  CELLS  OF  THE  SPINAL  CORD. 


B.  K.  RACHFORD,  M.D., 

Clinician  to  Children's  Clinic,  Medical  College  of  Ohio, 
Cincinnati. 

The  microscope  has  gradually  revealed  to  us  the  fact  that  all 
cellular  activity  is  accompanied  by  definite  chemical  and  morpho- 
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logical  changes  in  the  cell  itself.  The  tired  cell  differs  from  the 
rested  cell  not  only  in  morphological  changes,  which  can  readily 
be  noted  in  nucleus  and  cell  protoplasm,  but  also  in  the  reaction 
of  both  cell  protoplasm  and  nucleus  to  coloring  matters. 

The  changes  which  result  from  the  functional  activity  of  cells 
may  be  called  fatigue  changes,  and  it  is  evident  that  the  longer 
the  cell  is  worked  the  more  marked  will  be  these  changes.  It  is 
also  a  physiological  fact  that  fatigue  changes  in  the  tired  cell 
will  disappear  after  a  period  of  rest,  and  the  cell  will  again  be 
found  morphologically  and  chemically  a  rested  cell,  but  it  re- 
quires a  longer  period  of  time  for  a  cell  to  return  to  its  rested 
condition  than  it  does  for  the  same  cell  to  tire  under  ordinary 
work.  The  fatigue  changes  resulting  from  the  functional  activ- 
ity of  glandular  epithelium  are,  as  a  rule,  very  pronounced. 

These  changes,  while  not  the  same  in  all  gland  cells,  may  be 
noted  in  the  shrunken  condition  of  both  nucleus  and  cell  proto- 
plasm, and  in  the  changed  reactions  to  coloring  matters  of  both 
nucleus  and  cell  protoplasm.  Fatigue  changes  in  the  tired  mus- 
cle cell  are  also  shown  in  the  shrunken  and  vacuolated  condition 
of  its  protoplasm.  And  both  the  tired  muscle  cell  and  the  tired 
gland  cell  are  only  restored  to  their  rested  condition  by  a  period 
of  prolonged  rest — the  period  of  rest  required  being  considerably 
longer  than  the  period  of  activity. 

The  nerve  cell,  like  the  gland  and  muscle  cell,  shows  marked 
morphological  and  chemical  fatigue  changes.  C.  F.  Hodge,  in 
a  very  clever  piece  of  work,  has  shown  that  definite  changes 
occur  in  the  nerve  cells  of  the  brain  and  spinal  ganglia  of  certain 
birds  and  bees  as  a  result  of  their  normal  daily  activity. 

He  compared  the  nerve  cells  of  sparrows  and  swallows  shot  in 
the  early  morning  with  the  nerve  cells  of  sparrows  and  swallows 
shot  in  the  evening  after  a  day  of  hard  flight.  Experiments  of 
this  kind  on  birds  and  bees  invariably  showed  fatigue  changes 
in  the  nerve  cells  tired  from  the  day's  work.  Hodge  also  found 
definite  changes  to  occur  in  the  spinal  ganglion  cells  of  the  frog, 
the  cat,  and  the  dog  under  electrical  stimulation,  and  these 
changes  were  very  similar  to  the  changes  which  he  had  observed 
to  result  from  the  normal  daily  activity  of  nerve  cells. 

These  fatigue  changes  in  the  nerve  cells,  whether  resulting 
from  normal  daily  activity  or  electrical  excitation,  are  as  follows : 

Nucleus  was  "  much  smaller  and  had  a  jagged,  irregular  out- 
line.    It  took  a  darker  stain  and  lost  its  reticular  appearance." 

Cell  protoplasm  "  did  not  take  staiu  so  readily  and  was  much 
shrunken.     In  spinal  ganglia  it  was  vacuolated." 

Hodge  also  observed  that  the  nerve  cell  recovered  much  more 
slowly  than  it  tired,  and  that  the  recovery  of  the  nerve  cell 
might  be  represented  by  a  curve  quite  similar  to  the  curves 
obtained  by  Mosso  and  Lombard  for  the  muscle  cell  in  its  re- 
covery from  fatigue.  He  concludes  that  "  individual  nerve  cells 
after  electrical  excitation  recover  if  allowed  to  rest  for  a  suffi- 
cient time,  but  the  process  of  recovery  is  slow.     From  five  hours' 
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stimulation  recovery  is  scarcely  complete  after  twenty-four  hours' 
rest. 

The  changes  above  noted  in  nerve  cells  as  resulting  from 
electrical  stimulation  and  normal  fatigue  have  a  plain  bearing 
on  the  study  of  the  changes  which  occur  in  the  spinal  ganglion 
from  reflex  irritation,  since  reflex  irritation  can  do  nothing  more 
than  greatly  exaggerate  the  functional  activity  of  these  cells, 
and  must  therefore  result  in  changes  within  the  cells  similar  to 
those  above  described. 

Satorski,  in  a  careful  research  on  "  Changes  in  Nerve  Cells 
due  to  Peripheral  Irritation,"  has  made  an  important  advance 
in  our  knowledge  of  this  subject.  He  irritated  a  peripheral 
nerve  by  ligature  and  thereby  caused  a  peripheral,  but  not 
a  central,  degeneration  of  the  nerve.  In  this  way  he  produced 
a  chronic  reflex  irritation  of  that  portion  of  the  cord  to 
which  this  nerve  belonged,  and  on  microscopical  examination  of 
the  cord  at  this  point  he  found  on  the  injured  side,  using  the 
uninjured  side  for  a  control,  many  cells  exhibiting  great  vacuo- 
Jation  and  shrinking  of  the  protoplasm  from  the  capsule.  The 
nuc  ei  of  these  cells  were  oval  instead  of  round,  they  stained 
easily,  and  were  sometimes  so  much  shrunken  that  they  were 
zigzag  m  outline  and  left  a  space  between  the  protoplasm  and 
the  nucleus  of  the  cell. 

Mrs  Ternowski  in  a  research  on  "Changes  in  the  Spinal 
Cord  from  Stretching  the  Sciatic  Nerve,"  found  changes  very 
similar  to  those  previously  noted  by  Satovski. 

From  the  observations  quoted  it  is  plainly  evident  that 
chronic  reflex  irritation  can  produce  very  marked  changes  in  the 
nervre  cells  of  the  spinal  ganglia,  and  that  the  longer  and  more 
violent  this  irritation  is  the  more  pronounced  will  these  changes 
be.  _  it  is  also  plain  that  a  considerable  length  of  time  must  be 
required  to  restore  to  their  normal  condition  cells  which  have 
been  subjected  to  reflex  irritation  for  months  and  years.  It  has 
even  been  noted  that  nerve  cells  under  electrical  stimulation  can 
be  so  exhausted  that  the  nuclei  will  entirelv  disappear,  and  the 
cells  be  unable  to  recover  their  normal  condition  even  after  the 
removal  ol  the  stimulus  which  produced  the  change.  Here  we 
have  an  explanation  of  the  ofttimes  slow  recovery  of  an  irritable 
spinal  cord  after  the  removal  of  the  reflex  cause  which  brought 
about  the  irritability.  In  the  application  of  these  facts  to  clini- 
cal medicine  we  must  remember  that  the  spinal  cord  has  but 
two  functions— viz.,  conduction  and  reflex  action.  We  must 
also  remember  that  a  reflex  irritation  of  an  afferent  nerve,  carry- 
ing impulses  to  any  one  of  the  many  special  reflex  centres  of 
the  cord,  does  not  confine  its  morbid  influence  to  that  centre, 
but,  by  reason  of  the  physiological  law  of  "overflow  of  reflexes  " 
the  impulse  spreads  up  and  down  the  cord,  producing  changes 
in  the  cells  of  adjacent  centres;  and  if  the  reflex  irritation  be 
severe  and  long  continued,  the  impulses  may  spread  throughout 
the  cord, involving  all  its  centres,  and  producing  a  general  ?pinal 
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irritability  and  in  this  way  predisposing  the  individual  to  all 
kinds  of  reflex  nervous  diseases. 

In  some  recent  experiments  made  upon  rabbits  I  have  been 
enabled  to  demonstrate  that  a  chronic  reflex  irritation  can  pro- 
duce a  most  extreme  irritability  of  the  nervous  centres  in  the 
cord  of  this  animal.  In  these  experiments  the  abdominal  cavity 
of  the  rabbit  was  opened  and  the  large  intestine  stitched  into 
the  abdominal  wound.  These  rabbits  quickly  recovered  from 
the  operation,  and  for  a  week  or  ten  days  seemed  normal  in 
every  way.  At  this  time  the  reflexes,  which  in  the  normal  rab- 
bit can  scarcely  be  brought  out  at  all,  began  to  be  very  percept- 
ible. In  these  experiments,  the  knee  jerk,  and  a  reflex  which  is 
produced  by  letting  the  finger  slip  over  the  anterior  superior 
spine  of  the  ilium,  were  studied,  and  it  was  found  that  from  the 
tenth  day  onward  there  was  an  increase  in  the  reflex  excitability 
of  the  cord,  as  determined  by  an  increase  in  the  above-named 
reflexes.  The  reflex  excitability  of  the  cord  continued  to  in- 
crease for  about  six  weeks ;  after  this  period  of  time  the  cord 
was  so  excitable  that  it  was  impossible  to  make  out  whether  the 
excitability  was  increased  or  not,  since  the  cord  was  so  excitable 
that  a  slight  touch  would  produce  a  maximum  reflex.  These 
experiments  clearly  show  that  chronic  reflex  irritation,  unassisted 
by  any  other  cause  that  could  be  made  out  by  careful  post- 
mortem examination,  can  produce  in  the  rabbit  a  most  extreme 
irritability  of  the  spinal  motor  centres.  The  post-mortem  ex- 
aminations of  these  rabbits,  one  of  which  was  killed  three 
months  after  the  operation,  showed  no  evidence  of  peritonitis  or 
other  disease,  other  than  the  attachment  of  the  large  intestine  to 
the  abdominal  wall.  The  spinal  cord  of  the  rabbit  killed  at  the 
end  of  the  third  month  was  examined  microscopically,  a  num- 
ber of  sections  being  made  from  the  lumbar  and  dorsal  regions. 
In  all  of  these  sections  changes  in  the  ganglion  cell  similar  to 
those  described  by  Satovsky  were  found.  The  nuclei  were 
irregular  in  size  and  outline ;  many  were  oval  and  many  bad  a 
jagged  outline  ;  many  of  the  nuclei  were  small  and  had  a  shrunken 
appearance ;  and  all  of  them  took  the  stain  more  deeply  than 
does  the  rested  (normal)  nucleus.  The  protoplasm  of  the  cells 
did  not  take  the  stain  as  it  normally  does,  and  in  many  instances 
it  took  the  stain  so  faintly  that  the  outline  of  the  cells  could  not 
be  made  out.  In  some  instances  only  the  small,  deep-stained 
nuclei  were  visible. 

In  the  above  observations  we  have  not  only  a  physiological 
but  also  a  morphological  explanation  of  how  and  why  a  chronic 
reflex  excitation  may  be  an  important  factor  in  producing  a  gen- 
eral spinal  irritability,  and  we  have  also  a  sufficient  explanation 
of  the  fact  that  the  removal  of  the  reflex  cause,  which  has  been 
acting  for  years  in  producing  spinal  irritability,  may  not  at 
once  be  followed  by  the  cure  of  the  spinal  irritability,  and  that 
it  may  even  require  years  of  comparative  rest  for  the  irritable 
spinal  centres  to  become  stable  (normal),  even  after  the  removal 
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of  the  reflex  cause  which  produced  the  irritability  of  these  cen- 
tres. 

In  the  study  of  the  influence  of  reflex  causes  in  producing 
spinal  irritability,  one  important  question  always  intrudes  itself, 
viz.,  Why  is  it  that  chronic  reflex  irritation  is  so  much  more  im- 
portant a  factor  in  producing  nervous  irritability  in  children 
and  girls  than  it  is  in  man  ?  It  is  a  matter  of  every-day  clinical 
experience  that  eye  strain  and  diseases  of  the  genito-urinary 
apparatus  can  produce  very  pronounced  nervous  symptoms  in 
women  and  children,  and  it  is  also  a  matter  of  common  clinical 
experience  that  eye  strain  and  genito-urinary  disease  have  little 
influence  in  producing  nervous  symptoms  in  the  otherwise 
healthy  male  adult.  Why  is  this?  The  answer  to  this  question 
is  not  altogether  obscure,  but  I  have  not  time  within  the  limits 
of  this  paper  to  discuss  it.  The  following  facts  may,  however, 
be  noted  : 

1.  In  children,  (a)  Reflex  causes  are  more  frequent  than  in 
adults  (such,  for  example,  as  uncorrected  eye  strain,  adherent 
prepuce,  balanitis,  etc.).  (b)  The  nervous  system  of  the  child 
is  more  irritable  and  unstable  by  reason  of  its  inoomplete  de- 
velopment, (c)  The  inhibitory  control  of  higher  nerve  cen- 
tres on  spinal  reflex  movement  is  feebly  developed  in  the  child. 
(d)  Chronic  anemia  and  chronic  malnutrition  are  much  more 
common  allies  of  reflex  disturbances  in  producing  nervous  dis- 
ease in  children  than  they  are  in  adults. 

2.  In  girls,  (a)  Reflex  causes  are  very  much  more  frequent 
than  in  adults  (the  approach  of  puberty  with  the  functional  de- 
velopment of  ovaries  and  uterus  is  a  source  of  constant  reflex 
disturbance.  After  the  full  functional  development  of  these 
organs  the  reflex  excitation  is  intermittent  and  confined  to  a 
period  just  before  and  during  the  menstrual  period.)  (b)  Inhi- 
bitory control  of  the  spinal  motor  centres  by  the  higher  nerve 
centres  readily  gives  way  in  young  girls,  (c)  The  social  con- 
ditions, the  habits  of  life,  and  other  causes  make  chronic  anemia 
and  chronic  malnutrition  most  common  factors  of  nervous  dis- 
eases in  young  girls. 

The  above  are  some  of  the  factors  which  assist  reflex  causes 
in  producing  neurotic  disease  in  children  and  young  girls,  and 
which  have  little  influence  in  producing  nervous  disease  in  male 
adults.  They  are  therefore,  in  part  at  least,  an  answer  to  the 
question,  Why  does  reflex  irritation  produce  nervous  symp- 
toms more  readily  in  the  child  and  the  young  girl  than  it  does 
in  the  male  adult  ? 

PELVIC   REFLEXES   IN    THE    MALE. 


JOSEPH  RANSOHOFF,   M.D.,  F.R.C.S.  Eng., 
Cincinnati,  Ohio. 

Reflex  neuroses  of  pelvic  origin  in  the  male  are,  for  reasons 
almost  obvious,  of  less  frequent  occurrence    and  in  form  less 
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varied  than  those  of  like  origin  in  woman.  The  mystery  ob- 
taining in  the  lay  mind  to  organs  that  are  hidden  ;  the  measured 
rhythm  of  a  function  prone  in  its  inception,  continuance,  and 
decadence  to  disturb  the  economy  as  an  entity  ;  the  prolonged 
physical  and  mental  strains  incident  to  gestation  and  maternity ; 
the  higher  moral  and  ethical  plane  from  which  woman  regards 
everything  relating  to  procreation  ;  and,  above  all,  her  primal 
lack  of  inhibition,  explains  the  prevalence  in  her  of  reflex  neu- 
roses of  pelvic  origin,  in  young  women  of  neurotic  type  the 
sudden  breaking  of  complete  control  of  sexual  feelings  and 
acts  incident  to  the  first  claim  of  marriage  rites  not  infrequently 
induces  hysterical  or  maniacal  seizure ;  alienists  fully  recognize 
the  condition  of  post-connubial  insanity.  Puerperal  eclampsia 
and  mania  occur,  I  believe,  relatively  oftener  in  the  unmarried 
than  in  women  who  become  mothers  according  to  law.  It  has 
not  fallen  to  my  lot  to  see  a  mania  follow  an  attack  of  gonor- 
rhea, or  even  worse  infection.  Men  and  women  look  differently 
on  the  falling  from  grace,  and  suffer  according  to  their  moral 
natures. 

Reflex  neuroses,  as  far  as  they  are  observed  originating  in  the 
genitourinary  tract  of  the  male,  may  be  divided  into  two  great 
classes :  (1)  those  caused  by  a  peripheral  irritation  of  some 
lesion  that  is  in  evidence,  and  (2)  those  seemingly  springing 
from  perverted  function. 

In  cases  of  the  first  class  it  is  always  essential  to  distinguish 
between  cause  and  effect.  That  this  was  not  always  done  is 
evidenced  from  the  frequency  with  which  spinal  paralysis  of 
genito-urinary  origin  was  described  even  in  the  middle  decades 
of  the  current  century.  We  now  know  that  both  bladder  and 
genitals  are  involved  in  their  function  by  changes  in  the  nervous 
system.  The  absence  of  organic  spinal  disease  must  be  posi- 
tively established  before  functional  changes  or  morbid  processes 
of  the  genitalia  can  be  considered  primary. 

It  is  characteristic  of  lesions  producing  reflex  disturbances  that 
they  are  found  in  parts  richly  supplied  with  sensory  nerves,  and 
that  they  are  for  the  most  part  superficial  and  of  themselves  of 
little  significance.  Thus  the  outer  and  the  inner  ends  of  the 
urethra  are  more  fruitful  of  reflex  manifestations  than  the  part 
between,  and  the  lower  inch  of  the  rectum  is  more  fertile  of 
reflexes  than  the  remaining  twenty-odd  feet  of  the  intestinal 
tube.  A  tight  and  adherent  foreskin  is  a  common  cause  of  enu- 
resis ;  in  children  of  neurotic  type  it  may  initiate  epileptiform 
seizures.  In  the  neuro-mimetic  it  may  simulate  hip  disease  or 
post-paralytic  spastic  contracture.  In  a  boy  of  8,  operated  on 
some  years  ago  at  the  Good  Samaritan  Hospital,  I  was  enabled 
to  relieve  a  chorea  permanently  by  circumcision.  Persistent 
irritation  of  the  deep  urethra,  as  in  gleet  and  the  vesical  vari- 
cosities incident  to  prostatic  hypertrophy,  often  excites  reflex 
symptoms  other  than  those  due  to  transference  of  pain  along 
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recognized  nerve  routes,  like  the  knee  pain  of  hip  disease  or  the 
testicular  pains  of  renal  calculus.  Cardiac  palpitation,  coldness 
ot  the  extremities,  hyperesthesia  of  abdomen  and  nates,  pains  in 
the  back  shoulders,  and  outer  sides  of  the  tendines  Achilles  are 
among  the  common  reflex  excitations  of  lesions  of  the  deep 
urethra  and  inner  urinary  meatus.  Hereto  might  be  added 
iacial  pallor,  loss  of  weight,  dyspepsia,  and  hypochondriasis,  mak- 
ing up  a  complexus  of  symptoms  which  might  aptly  be  termed 
post-gonorrheal  sexual  neurasthenia.  Associated  herewith  there 
is  otten  a  condition  of  atonic  impotence  in  which  the  reflex 
spinal  centres  fail  wholly  or  partly  to  respond  to  the  ordinary 
stimuli.  In  the  great  majority  of  cases  in  which  gross  lesions 
are  not  present  to  account  for  the  failure  of  erection,  an  ex- 
amination with  a  sound  will  reveal  an  inflamed  or  hyperesthetic 
prostatic  urethra. 

In  this  category  of  cases  might  be  classed  those  in  whom 
without  lesions  of  any  kind,  there  is  an  abnormal  sensitiveness  of 
the  urethra  to  instrumentation.  I  am  fully  cognizant  of  the  fact 
that  urethral  fever  is,  as  a  rule,  septic.  But  there  are  indi- 
viduals, and  such  an  one  I  have  now  in  mind,  in  whom,  with  a 
normal  urethra  and  the  observance  of  all  precautions  looking 
toward  asepsis,  the  introduction  of  a  solid  instrument  into  the 
bladder  for  examination  of  the  ureteral  orifices  will  within  an 
hour  be  followed  by  a  severe  rigor  and  febrile  elevation  of  from 
three  to  nve  degrees. 

Closely  allied  hereto  are  the  secretory  neuroses  involving  the 
kidney.  They  are  of  special  moment  because  of  their  promi- 
nence in  operative  surgery.  Total  suppression  of  urine  may 
follow  in  the  wake  of  what  would  otherwise  have  been  a  trivial 
operation  on  the  urethra.  The  chief  danger  in  catheterization 
stricture  operations,  and  examinations  of  the  bladder  lies  in 
intense  reflex  renal  congestion  leading  to  diminution  or  total 
suppression  of  function.  The  presence  of  a  foreign  body  in 
the  ureter  has  the  same  effect;  a  stone  partially  blocking  the 
ureter  will  cause  diminished  excretion  from  the  corresponding 
gland,  not  from  backward  pressure  in  the  ureters,  but  through 
reflex  channels.  Nor  is  the  reflex  secretory  neurosis  limited  *to 
one  side  Fully  a  dozen  cases  can  be  gleaned  from  recent  litera- 
ture and  I  have  seen  one,  in  which  operative  interference  on 
one  kidney  was  rapidly  followed  by  reflex  abeyance  of  function 
of  its  fellow  of  the  opposite  side. 

This  brings  me  naturally  to  the  consideration  of  the  second 
characteristic  of  the  lesions  productive  of  reflex  excitations— i  e 
their  superficiality.  In  this  regard  there  is  the  closest  relation- 
ship between  the  exciting  cause  of  reflex  neuroses  of  Genito- 
urinary origin  in  the  male  and  in  the  female.  We  are  all 
convinced  of  the  grave  symptoms  produced  by  a  fissure  of  the 
anus.  When  fully  displayed  it  is  a  lesion  no  larger  than  a  finger 
nail  nor  much  deeper  than  an  erosion.     It  does  not  involve  the 
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entire  integumental  thickness,  and  when  healed  leaves  not  a 
scar.  Yet  the  reflex  irritations  are  infinitely  greater  and  more 
manifold  than  attend  a  malignant  stricture  of  the  rectum,  de- 
stroying at  times  for  inches  the  gut  above  the  sphincters.  1  beg 
that  you  will  not  from  this  infer  that  I  am  a  disciple  of  oriticial 
surgery.  In  deep-seated  destructive  lesions  of  the  glans  penis, 
of  the  bladder,  the  local  phenomena  of  pain  are  often  intense, 
but  the  destruction  of  tissue  puts  an  end  to  the  ability  to  initiate 
reflexes.  The  same  is  true  of  the  testicle.  I  quite  recently  re- 
moved a  five-pound  sarcoma  from  an  adult.  The  copulative 
function  had  not  been  interfered  with ;  there  was  no  reflex 
paralysis  of  the  muscles  essential  to  erethism  or  orgasm.  In  the 
disease  next  most  destructive  to  the  testicle — tuberculosis — the 
testicular  sense  is  not  lost  until  the  disease  is  very  far  advanced. 
We  are  all  familiar  with  cases  of  indurations  of  gonorrheal  origin 
in  both  testicles  in  which,  so  far  as  reflex  phenomena  are  con- 
cerned, the  patient  is  in  total  ignorance  of  the  gravity  of  his 
condition.  In  striking  contrast  herewith  are  the  effects  of  a 
simple  varicocele  in  a  neurotic  subject.  Reflex  pains,  genital 
and  extra-genital,  polyuria,  sexual  impotence  or  the  next  thing  to 
it,  and  melancholia  are  certainly  among  the  not  infrequent  reflex 
effects  of  pressure  on  dilated  veins  on  the  sympathetic  fibres  of 
the  spermatic  nerve  plexus. 

The  same  data  obtain,  I  believe,  regarding  the  etiological 
factors  of  pelvic  reflexes  in  the  female.  Large  ovarian  tumors, 
fibroids,  often  of  fabulous  size,  uterine  and  vaginal  carcinomata, 
are  not  associated  with  marked  reflex  manifestations,  whereas 
erosions  of  the  vaginal  introitus,  of  the  cervix,  and  slight  lesions 
of  the  ovaries  and  appendages  are  fertile  factors  in  their  produc- 
tion. Thus  far  the  reflexes  from  the  male  and  female  genito- 
urinary tracts  run,  as  they  should,  in  parallel  lines.  It  is  only 
when  the  question  of  adhesions  is  reached  that  they  diverge. 
Adhesions  in  the  male  and  adhesions  in  the  female  are  apparently 
very  different  things.  Except  when  a  uterus  is  sutured  to  the 
abdominal  wall  and  adhesions  are  produced  intentionally,  adhe- 
sions in  the  female  pelvis  are  said  to  be  always  harmful,  and 
to  be,  unless  I  am  misinformed,  the  commonest  cause  of  reflex 
neuroses.  The  ovary  is  bound  down,  the  uterus  turned  up,  the 
rectum  impinged  on,  or  the  bladder  swayed  from  its  position. 
These  things  are  doubtless  so  in  the  female,  and  in  a  paper, 
doubtless  valuable,  which  I  regret  not  having  heard,  my  physio- 
logical friend  has  shown  by  experiment  that  adhesions  induce 
exhaustion  of  nerve  cells  and  thereby  invoke  reflex  neuroses. 
In  the  male  it  certainly  is  otherwise.  An  individual  will  pass 
through  a  long  life  with  an  adherent  Meckel's  diverticulum 
without  being  aware  of  it.  An  obliterated  appendix  will  be 
buried  in  adhesions  without  a  single  reflex  phenomenon.  An 
omentum  will  be  found  adherent  to  the  internal  ring  without 
giving  a  sign  of  its  compromising  position  until   an  unfortunate 
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loop  of  intestine  is  caught  in  its  meshes.  In  old-standing  her- 
niae,  omentum  and  gut  will  be  found  broadly  adherent  without 
other  than  mechanical  effect.  When  a  radical  cure  for  hydrocele 
is  effected  the  visceral  serous  surface  is  made  to  adhere  uniformly 
to  the  overlying  soft  parts,  yet  reflexes  are  not  induced.  To 
account  for  this  varied  behavior  of  adhesions  in  the  two  sexes 
we  must  have  recourse  to  the  fundamental  differences  in  the 
function  of  the  pelvic  organs  in  the  sexes,  alluded  to  in  the 
beginning  of  my  remarks. 

The  second  class  of  cases,  often  classed  reflex  neuroses,  are 
those  said  to  arise  from  perturbation  or  perversion  of  sexual 
function.  They  occur  oftener  in  the  male  than  in  the  female, 
are  most  common  during  the  periods  of  evolution  and  involution 
of  the  sexual  function.  From  time  immemorial  it  has  been  the 
vogue  to  mistake  cause  for  effect.  Evil  habits  in  youth  and 
adolescence,  sexual  excesses  in  middle  life  and  advancing  years, 
have  been  erroneously  ascribed  as  the  common  causes  of  sexual 
hypochondriasis,  the  insanity  of  pubescence,  and  the  general 
paresis  of  man's  climacteric.  Recent  observations  have  shown 
that  in  only  about  five  per  cent  of  all  cases  is  the  functional 
perversion  the  cause  of  neuroses  or  psychoses.  It  is  the  more 
important  that  the  medical  faculty  shall  insist  hereon,  since  it  is 
difficult,  in  the  view  of  popular  belief  and  in  the  face  of  atrocious 
advertisements,  to  convince  the  nonmedical  man  that  a  sufferer 
from  melancholia  is  not  to  be  branded  the  victim  of  a  vicious 
habit,  or  that  paresis  with  salacity  as  one  of  its  manifestations  is 
other  than  a  divine  retribution.  I  have  improperly  classed  these 
cases  among  those  of  reflex  neuroses  from  the  male  genitalia,  to 
bring  the  question  to  your  attention.  Their  management  be- 
longs rather  to  the  neurologist  and  the  alienist  than  the  surgeon. 
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The  history  of  the  malignant  tumors  arising  from  the  pla- 
cental site,  post  partum  or  post  abortum,  and  composed  of  de- 
cidual or  placental  elements,  begins  with  the  publication  in  the 
Centralblattfur  Gynakologie(Ro.  8,  1889,  page  132)  of  Sanger's 
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report  to  the  Gynecological  Society  of  Leipzig  of  a  hitherto  un- 
described  tumor  with  a  peculiar  history  and  histological  structure, 
to  which  he  gave  the  name  "deciduoma  malignum."  It  is  true 
that  the  name  deciduoma  had  been  applied  before,  as  hy  Maier,. 
Kiistner,  and  Klotz,  to  hypertrophic  or  hyperplastic  inflamma- 
tions of  the  decidua  or  to  growths  with  a  decidual  structure  of  a 
benignant  or  doubtful  character,  but  the  group  of  malignant 
tumors  to  which  the  name  must  now  be  restricted  never  before 
had  been  accurately  differentiated  from  the  other  malignant  new 
growths  of  the  body  of  the  uterus.  The  next  year  Pfeiffer  pub- 
lished a  case  like  Sanger's,  from  the  pathological  laboratory  of 
Prof.  Cbiari  in  Prague.  Pfeiffer  also  added  that  Prof.  Chiari 
now  recognized  as  belonging  to  this  group  three  cases  that  he 
himself  had  previously  reported  as  cases  of  carcinoma  corporis 
uteri.  These  cases,  together  with  a  case  of  Miiller  reported  in 
1891,  a  case  of  Gottschalk  in  1893,  three  cases  of  Schmorl  in 
1 893,  and  a  case  reported  as  sarcoma  by  Kaltenbach  and  one  by 
Guttenplan,  making  twelve  in  all,  are  collected  and  studied  by 
Sanger  in  a  paper  on  "  Sarcoma  Uteri  deciduo-cellulare  und 
andere  deciduale  Geschwiilste,"  published  in  1893  in  Archiv 
fur  Gyn'akologie  (Bd.  lxiv.,  Hft.  1).  This  classical  paper,  which 
lays  the  foundation  for  the  study  of  this  group  of  tumors,  con- 
tains so  full  a  report  of  the  cases  that  had  been  described  up  to 
the  time  of  its  publication,  as  well  as  a  study  of  the  question, 
concerning  the  origin  and  relations  of  the  new  growth,  that  it 
will  be  unnecessary  to  repeat  the  extracts. 

Sanger  also  discusses  two  cases  reported  in  1891  by  Pestalozza 
as  "  sarcoma  uteri  hemorrhagicum  s.  infectiosum,"  but  does  not 
include  them  in  his  list  as  true  decidual  tumors.  A  comparison 
of  these  cases  with  those  recently  reported  convinces  me  that 
they  are  typical  cases  of  "deciduoma  malignum,"  and  therefore 
1  have  incorporated  them  in  the  accompanying  tables.  Another 
very  interesting  and  unique  case  reported  by  Pestalozza  as  a  rare 
case  of  hydatid  mole,  although  not  a  true  case  of  "deciduoma," 
has  been  included  in  the  tables  because  of  its  placental  origin 
and  because  of  its  bearing  on  the  discussion  raised  by  Gottschalk, 
who  regards  all,  or  nearly  all,  of  these  tumors  as  having  a  fetal 
origin,  arising  from  the  placental  villi.  Since  the  publication  of 
Sanger's  paper  more  complete  reports  of  two  of  the  cases  men- 
tioned by  him,  those  of  Gottschalk  and  Kottnitz-Schmorl,  have 
appeared,  as  well  as  histories  of  four  new  cases,  and  these,  with 
the  case  which  I  shall  now  report,  bring  the  number  up  to 
twenty.  The  essential  facts  bearing  on  the  origin,  structure,  and 
classification  I  have  compiled  in  the  accompanying  table. 

No  doubt  other  cases  which  have  been  described  as  carcinoma 
or  sarcoma  of  the  uterus — for  example,  the  case  of  Lebensbaum, 
one  of  the  cases  of  Jacubash,  or  the  case  recently  reported  by 
Zweifel — belong  to  this  group.  It  seems  hardly  necessary  or  de- 
sirable, however,  to  include  these,  for  there  will  undoubtedly 


BACON  :    A    CASE   OF    DEC1DDOMA   MALIGNUM.  681 

appear  in  the  next  few  years,  since  attention  has  been  directed 
to  this  interesting  group  of  tumors,  a  sufficient  number  of  accu- 
rately described  and  carefully  studied  new  cases  to  furnish  a 
basis  for  a  satisfactory  explanation  of  their  origin  and  for  their 
classification.  I  have  also  omitted  a  case  described  by  Paviot, 
siuce  neither  its  history  nor  the  histological  structure  of  the  tu- 
mor seems  to  me  to  justify  its  inclusion  among  the  tumors  under 
consideration. 

The  study  of  these  tumors  up  to  the  present  time  has  brought 
into  the  foreground  the  following  questions  concerning  the  his- 
togenesis and  nature  of  the  new  growths. 

1.  Admitting  that  the  tumor  arises  from  the  placental  ele- 
ments, is  it  of  maternal  or  of  fetal  origin  ?  In  other  words,  is 
the  tumor  composed  of  decidual  cells  or  of  elements  of  the  cho- 
rionic villi  ? 

2.  Some  writers  describe  two  forms  of  tumor  cells.  Are  these 
cells  distinct,  from  different  sources,  or  is  one  kind  a  modification 
of  the  other  ? 

3.  What  is  the  relation  of  the  tumor  cells  to  the  endothelium 
of  the  vascular  cavities  in  which  nests  of  cells  are  found  ? 

4.  One  of  the  most  difficult  questions  to  answer  is  the  relation 
of  the  muscle  fibres  to  the  tumor  cells.  Certain  characteristic 
tumor  cells  are  found  scattered  among  the  muscle  fibres  in  such 
a  way  as  to  lead  some  authors  to  the  conclusion  that  they  are  not 
really  true  tumor  cells,  but  only  degenerated  muscular  elements. 
Undoubtedly  degeneration  of  muscle  cells  is  often  seen.  Other 
authors,  however,  hold  that  these  peculiar  scattered,  penetrating 
cells  are  true  decidual  neoplastic  cells  which  by  their  growth 
pause  degeneration  of  the  muscle  elements.  The  question  then 
is,  do  these  characteristic,  penetrating  cells  represent  a  regres- 
sive metamorphosis  of  the  muscle  fibres,  or  are  they  active  grow- 
ing tumor  elements  of  decidual  origin  ? 

5.  Ten  of  the  twenty  cases  follow  the  expulsion  of  a  hvdatid 
mole.     What  is  the  relation  of  the  mole  to  the  tumor? 

The^  somewhat  detailed  history  and  the  examination  of  the 
following  case,  which  I  had  the  opportunity  to  study  in  the  patho- 
logical laboratory  of  Chiari,  will,  I  hope,  throw  some  light  on 
the  solution  of  these  questions.  It  seems  to  me  important  that 
the  clmicaUiistory  of  these  cases  should  be  carefully  studied. 
Especially  important  is  a  comparison  of  the  lung  symptoms 
produced  by  the  metastatic  tumors  with  the  lung  symptoms  of 
pneumonia  with  which  they  were  in  this  case  confounded.  I 
have  therefore  given,  without  material  abridgment,  a  literal 
translation  of  the  clinical  records  and  the  pathological  protocoll. 

The  patient  first  came  to  the  Gynecological  Clinic  of  Prof. 
Yon  Rosthorn,  where  the  following  record  was  made  :  Anna 
P.,  set.  48  years,  wife  of  a  merchant,  was  admitted  to  the 
hospital  June  13th,  18U3. 

Clinical  diagnosis. — Residua  placentae  post  partum.  Menstrua- 
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tion  nas  been  regular  since  her  thirteenth  year,  every  four  weeks 
except  during  pregnancies  and  lactation,  lasting  three  days. 
She  has  had  eight  children  and  two  abortions  (in  second  and 
third  months).  The  labors  were  easy  and  the  puerperiums  with- 
out fever.  In  December,  1892,  she  was  delivered  of  a  hydatid 
mole  in  the  ninth  month  of  pregnancy.  Five  weeks  later  there 
was  a  severe  hemorrhage  from  the  genital  tract  which  lasted 
two  hours  and  was  finally  controlled  by  tampon.  Large  clots  as 
well  as  fluid  blood  escaped.  Since  this  time  the  bleeding  returned 
at  intervals  of  about  two  weeks  and  was  always  controlled  by 
tampon.  The  last  hemorrhage  was  five  days  before  admission. 
There  was  no  pain  with  the  bleeding,  but  the  patient  became 
very  weak. 

Clinical  status  (examination  by  Prof.  Dr.  Von  Rosthorn). — 
Portio  vaginalis  much  enlarged  ;  cervix  lacerated,  ectropic,  soft, 
with  yellowish  erosions.  Vagina  much  prolapsed,  and  incom- 
plete rupture  of  the  perineum.  Uterus  much  enlarged  and  soft; 
the  internal  os  is  open.  The  sound  penetrates  eleven  centi- 
metres and  touches  a  soft  mass;  severe  bleeding  followed. 
Systolic,  anemic  murmur  over  the  region  of  the  heart  and  over 
the  neck. 

On  the  16th  of  June  the  patient  was  chloroformed  and  ex- 
amined. There  was  found  on  the  posterior  wall  of  the  uterus 
placental  debris,  which  was  loosened  with  the  finger  and  re- 
moved with  the  curette.  The  mass  was  very  offensive.  An 
iodoform  pencil  was  introduced  and  an  ergotin  injection  given. 

June  17th :  In  the  night  there  were  piercing  pains  in  the  left 
side  of  the  chest  and  bloody  expectoration.  In  the  evening  the 
temperature  increased,  pulse  became  frequent,  and  the  patient 
was  restless.  An  intrauterine  injection  was  given  and  an  iodo- 
form pencil  used. 

June  19th:  Pleuritic  friction  sounds  are  heard  on  the  left 
side,  and  moist  rales  in  the  lung.  Intrauterine  injection  and 
iodoform  pencil. 

June  21st:  From  the  cervical  canal  there  is  a  muco-purulent 
discharge.  In  the  right  parametrium  tender  nodules  are  felt. 
Examination  is  painful. 

On  account  of  the  chest  complications  the  patient  was  trans- 
ferred to  the  medical  clinic  with  the  clinical  diagnosis,  peri- 
metritis, subinvolutio  uteri,  endometritis. 

Patient  admitted  to  medical  clinic  of  Prof.  Von  Jaksch  June 
21st,  1S93,  and  died  June  25th,  1893,  at  6  a.m.  The  breathing 
was  costo-abdominal,  rhythmical,  very  frequent  and  difficult. 
The  apex  beat  of  the  heart  could  be  felt  in  the  fourth  and  fifth 
intercostal  spaces  inside  the  mammillary  line,  and  produced  a 
visible,  diffuse  vibration  of  the  breast.  In  the  second  and  third 
intercostal  spaces  and  in  the  scrobicular  region  the  pulsation  was 
very  plain.  The  radial  pulse  was  rhythmical  and  very  rapid. 
The  artery  felt  elastic  and  fairly  distended.     On  percussion  the 
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heart's  dulness  begins  above  at  the  upper  border  of  the  fourth 
rib.  and  extends  from  the  left  border  of  the  sternum  on  the 
right  to  the  mammillary  line.  On  auscultation,  over  the  mitral 
valves  there  is  a  plain  murmur  with  the  first  sound  and  a  muffled 
second  sound,  over  the  tricuspids  there  is  a  murmur  with  the 
first  and  a  clear  second  sound,  over  the  aorta  there  is  a  systolic 
murmur,  while  over  the  pulmonary  valves  there  is  also  a  systolic 
murmur  and  a  distinct  second  sound.  The  lungs  give  a  clear 
percussion  sound  to  the  upper  border  of  the  fourth,  fifth,  and 
sixth  ribs  on  the  left  side,  and  to  the  fifth  and  sixth  ribs  on 
the  right.  On  auscultation  there  is  everywhere  an  increased 
respiratory  murmur.  The  abdomen  is  tense  and  tympanitic, 
and  palpation  is  impossible.  The  liver  and  spleen  are  not  to 
be  felt,  but  by  percussion  seem  not  to  be  enlarged.  The  lumbar 
vertebrae  are  sinistro-scoliotic  and  not  tender  on  pressure.  The 
thorax  is  bilaterally  symmetrical.  Posteriorly  the  percussion 
sound  on  the  right  side  in  the  first  and  second  interspaces  is  full, 
in  the  third  somewhat  shorter  than  on  the  left  side,  where  the 
note  is  clear  and  full.  On  auscultation,  the  breathing  is  vesi- 
cular in  the  first  and  second  spaces,  with  some  rales  in  the  third 
on  the  right  side,  while  on  the  left  there  are  diffuse  rales  and 
vesicular  breathing.  Below  the  seventh  dorsal  vertebra,  on  the 
right  side  there  is  absolute  dulness  extending  downward  and 
forward,  with  absence  of  vocal  fremitus.  At  the  base  of  the  left 
lung  there  is  also  dulness  with  decreased  fremitus.  In  the 
posterior  axillary  lines  the  breathing  is  bronchial  in  character, 
with  numerous  rales.  Examination  of  the  blood  shows:  red 
corpuscles,  2,220,000  ;  white  corpuscles,  30,000.  Red  :  white= 
74 : 1.     Fleischl,  8.4. 

June  23d  :  Patient  is  decidedly  worse.  There  is  no  fever,  the 
pulse  is  144.  She  is  sleepless,  has  no  appetite,  and  there  is  a 
continuous  diarrhea.  The  tongue  is  dry  and  somewhat  cracked. 
On  percussion  the  left  side  under  the  clavicle  gives  a  full  sound 
with  something  of  a  hollow  character,  while  on  the  right  side  it 
is  full.  On  auscultation,  on  the  left  side  above  the  clavicle  there 
is  increased  inspiratory  murmur  and  indistinct  expiration  with 
sibilant  rales.  On  the  right  side  respiration  is  vesicular.  Poste- 
riorly percussion  is  painful.  The  extent  of  the  dulness  and  the 
character  of  the  respiration  are  the  same  as  at  the  previous  ex- 
amination, with  some  pleuritic  friction  sounds  on  the  right  side. 
There  is  some  edema  of  the  lower  extremities.  Evening :  Severe 
cough  and  fever.  On  the  left  side  there  is  marked  bronchial 
breathing,  with  increase  in  the  extent  of  dulness  at  the  base  of 
the  lung.  The  examination  for  vocal  fremitus  could  not  be  at- 
tempted. 

June  24th  :  Patient  had  a  bad  night  and  is  decidedly  worse, 
yet  without  fever.  The  pulse  is  very  frequent,  but  rhythmical. 
The  arteries  are  only  partly  filled  and  easily  compressible.  The 
tongue   and   lips   are   dry,  coated    with   a   blackish   layer,  and 
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cracked.  There  is  edema  of  both  legs,  especially  of  the  left. 
There  is  less  cough  with  little  expectoration.  The  patient  has 
severe  pain  on  sitting.  On  the  right  side  the  dulness  extends  to 
between  the  fifth  and  sixth  doreal  vertebrae,  and  on  the  left  to 
the  fifth,  while  the  auscultatory  signs  correspond.  The  mitral 
systolic  murmur  is  still  heard.  Evening :  Patient  is  very  pale 
and  much  weaker.  Respiration  is  very  rapid,  with  less  motion 
on  the  right  side.  She  dozes  continuously.  The  pulse  is  very 
small  and  rapid.  There  is  a  plain  systolic  murmur  over  the 
heart.  The  percussion  sound  in  the  right  apex  is  dull  and  tym- 
panitic, while  in  the  left  it  is  full  and  loud.  Further  down  on 
both  sides  the  note  is  full  and  clear  as  far  as  the  fifth  and  sixth 
ribs.  In  both  apices  there  is  bronchial  breathing.  On  the  right 
side  there  is  increased  inspiratory  murmur  in  the  first  and  second 
intercostal  spaces,  with  rough  expiration,  while  at  the  level  of 
the  fifth  rib  there  are  rales  and  slight  friction  sounds.  Over  the 
entire  left  lung  there  are  vesicular  rales.  The  abdomen  has 
retracted  and  gives  a  tympanitic  sound.  Enlarged  lymphatic 
glands  are  found  in  both  inguinal  regions.  Over  the  sacrum 
there  is  a  dark-colored,  necrotic  patch  about  the  size  of  the  palm 
of  the  hand.  Posteriorly,  on  the  right  side,  there  is  absolute 
dulness  from  the  third  dorsal  vertebra  to  the  base  of  the  lung, 
and  on  the  left  side  there  is  similar  dulness  beginning  with  the 
lower  angle  of  the  scapula.     Death  occurred  June  25th,  1893,  at 

6  A.M. 

Clinical  diagnosis, — Metrorrhagia  recidiva ;  residua  placentae 
excochleata  a.  d.  vii.;  anemia  secundaria  ;  pleuropneumonia  bi- 
lateralis  ;  endocarditis  ad  v.  mitralem  (?) ;  sepsis  (?) ;  decubitus 
acutus  ad  os  sacrum;  edema  pedum. 

For  these  clinical  histories  I  am  indebted  to  the  kindness  of 
Prof.  Yon  Rosthorn  and  Prof.  Von  Jaksch.  Through  the  friend- 
ly interest  of  Prof.  Von  Rosthorn  I  am  also  enabled  to  add  the 
following  supplementary  report :  By  microscopical  examination, 
made  later,  the  masses  removed  from  the  uterus  by  curettement 
on  June  16th  were  seen  to  have  a  tumor  structure.  The  mass 
was  more  or  less  necrotic  and  consisted  of  large,  pale  cells  of 
various  shapes,  resembling  decidual  cells,  lying  in  the  midst  of 
hemorrhagic  extravasation  and  small-celled  infiltration.  Prof. 
Von  Rosthorn  now  considers  that  the  case  was  one  of  "sarcoma 
deciduo-cellulare." 

Autopsy,  June  27th,  1893,  fifty-one  hours  post  mortem. — The 
body  was  one  hundred  and  forty-three  centimetres  long,  thin, 
small  bones  and  muscles,  and  with  little  subcutaneous  fat.  The 
skin  and  visible  mucous  membranes  were  pale.  On  the  back 
were  diffuse  post-mortem  discolorations.  The  hair  of  the  head 
was  dark  brown  and  abundant.  Both  upper  and  lower  extremi- 
ties were  in  the  state  of  rigor  mortis.  The  neck  was  of  medium 
length  and  thick.  The  thorax  was  small,  long,  and  flat.  The 
mammae  were  quite  well  developed.     The  abdomen  was  normal 


BACON  :    A   CASE    OF    DECIDUOMA    MALIGNUM.  685 

in  size.  Over  the  sacrum  was  a  bedsore  the  size  of  the  palm  of 
the  hand.  The  scalp  was  pale.  The  skull  was  fifty-one  centi- 
metres in  circumference  and  of  medium  thickness.  The  dura 
mater  was  quite  firmly  adherent  to  the  calvarium  ;  in  its  sinuses 
there  was  a  little  blood,  partly  fluid  and  partly  clotted  post 
mortem.  The  inner  meninges  were  tender,  contained  the  ave- 
rage amount  of  blood,  and  were  easily  peeled  off.  The  sub- 
stance of  the  brain  appeared  pale,  with  normal  convolutions. 
There  was  no  pathological  change  in  the  mucous  membrane  of 
the  larynx,  trachea,  pharynx,  or  esophagus.  The  pleural  cavity 
of  each  side  contained  about  one  hundred  cubic  centimetres  of  a 
dirty-colored,  purulent  fluid.  The  pleuree  on  both  sides  were 
thickened  by  fibrin  layers.  Both  lungs  held  the  usual  amount 
of  blood  and  contained  numerous  round  or  oval  nodules  up  to 
three  centimetres  in  diameter,  lying  generally  under  the  pleura, 
and  when  cut  open  showing  a  plain  boundary  on  the  side  of  the 
lung  tissue;  the  nodules  were  soft,  and  on  drawing  the  knife 
over  the  cut  surface  a  bloody,  granular  fluid  was  produced.  The 
thyroid  gland  was  slightly  enlarged.  The  pericardial  cavity 
contained  about  three  cubic  centimetres  of  clear  serum  in  which 
were  separate  flakes  of  fibrin.  The  heart  was  of  normal  size, 
the  tissue  pale  and  friable,  the  papillary  muscles  of  a  spotted 
appearance;  the  valves  were  tender  and  the  orifices  not  con- 
tracted ;  in  the  intimse  aortae  were  distinct  thickened  patches. 
The  peritoneal  cavity  contained  about  one  hundred  cubic  centi- 
metres of  a  dirty-colored,  purulent  fluid.  The  intestines  were 
bound  together  by  purulo-fibrinous  adhesions.  The  liver  was 
normal  in  size  and  of  a  pale-yellow  color  ;  on  a  cut  surface  the 
parenchyma  was  indistinct,  easily  torn,  and  of  smooth,  glistening 
appearance.  The  gall  bladder  contained  a  small  amount  of 
thin,  bright-yellow  gall.  The  spleen  was  slightly  enlarged, 
normal  in  texture,  and  somewhat  pale.  The  kidneys  were  nor- 
mal in  size,  with  a  few  scar-like  depressions  of  the  surface  of 
each.  The  parenchyma  was  of  medium  consistence  and  colored 
a  pale  yellow.  The  mucous  membrane  of  the  pelvis  of  the  kid- 
neys, the  ureters,  and  the  bladder  was  pale. 

The  uterus  was  thirteen  centimetres  long,  eight  centimetres 
broad,  its  walls  thickened  to  three  centimetres.  In  the  middle 
of  the  posterior  wall  there  was  a  rather  soft,  round,  sharply  cir- 
cumscribed, tumor-like  protuberance,  about  one  centimetre  in 
diameter,  penetrating  deeply  the  muscular  coat  and  pushing 
through  the  mucous  membrane  into  the  cavity  of  the  uterus. 
Above  this  tumor,  in  the  fundus  and  upper  part  of  the  body,  the 
uterine  wall  was  thickened.  The  inner  layer  was  soft,  friable, 
of  a  diffuse  reddish  color,  containing  large  venous  cavities  plainly 
filled  with  thrombi.  Its  surface  was  irregular,  with  soft  poly- 
poid excrescences.  Below  this  thickened  region,  except  over 
the  tumor  just  described,  the  mucous  membrane  was  apparently 
normal  as  far  as  the  cervix.     In  the  cervix  the  membrane  was 
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red  and  its  surface  uneven.  In  the  portio  vaginalis  there  was  a 
deep  cicatricial  tear.  The  vagina  was  pale,  without  apparent 
pathological  changes.  In  the  right  broad  ligament,  below  the 
insertion  of  the  ovary,  is  a  round  mass  about  two  centimetres 
in  diameter.  A  cut  surface  shows  it  to  be  composed  of  several 
smaller  hemorrhagic  tumor  masses.  Similar,  but  smaller,  in- 
distinctly circumscribed  masses  appear  to  lie  along  the  right 
border  of  the  uterus.  Some  of  the  veins  in  the  right  broad  liga- 
ment were  plugged  with  thrombi.  The  ovaries  were  apparently 
normal.  The  tubes  were  not  adherent.  By  making  a  trans- 
verse section  of  the  tubes  one  could  press  out  a  dirty-colored 
pus. 

The  mucous  membrane  of  the  stomach  and  intestines  showed 
no  pathological  change.  The  pancreas  and  suprarenal  capsules 
were  apparently  healthy.  By  microscopical  examination  and 
by  cultivation  streptococci  pyogenes  were  found  in  the  contents 
of  the  peritoneal  and  pleural  cavities  and  from  the  blood  in  the 
heart. 

Pathological-anatomical  diagnosis. — Deciduoma  malignum 
uteri  post  partum  ;  molae  hydatidosse  ante  menses  vi. ;  deciduo- 
mata  secundaria  ligamenti  lati  dextri  et  pulmonum ;  endometri- 
tis et  salpingitis  suppurativa,  et  peritonitis  purulenta  diffusa,  et 
pleuritis  purulenta  bilateralis  ;  degeneratio  adiposa  myocardii ; 
marasmus  universalis;  morbus  Brightii  chronicus  gradus  levio- 
ris;  thrombosis  v.  v.  uterin.  dextr. 

Microscopical  examination. — The  specimens  were  prepared 
for  the  examination  by  hardening  in  alcohol,  embedding  in  cel- 
loidin,  and  staining  in  various  ways. 

I.  The  uterus. — The  circumscribed  tumor  in  the  posterior 
wall  of  the  uterus  is  a  myoma  with  no  peculiarity  of  structure. 
At  its  side  and  in  the  lower  part  of  the  uterus  the  mucous  mem- 
brane is  in  places  partially  preserved.  The  glandular  epithe- 
lium is  rather  cubical  than  cylindrical  in  character. 

The  uterine  wall  in  the  region  of  the  fundus,  which  contains 
the  above-mentioned  soft,  thick  mass  with  polypoid  excrescences, 
may  be  conveniently  described  in  three  layers  or  zones — viz.,  the 
necrotic  zone,  the  zone  of  neoplastic  penetration,  and  the  outer 
zone  of  nearly  normal  muscular  tissue. 

The  necrotic  layer  which  lines  the  cavum  uteri  varies  in  thick- 
ness from  one  millimetre  to  one  centimetre  or  more,  being  in 
general  much  thicker  over  the  polypoid  excrescences.  To  the 
eye  or  with  a  weak  lens  it  seems  at  first  to  be  rather  sharply 
limited  by  the  adjoining  layer,  but  on  closer  inspection  its 
boundary  is  ill-defined.  In  places  the  muscle  bundles  as  well 
as  the  tumor  cells  of  the  adjoining  layer  can  be  traced  into  the 
necrotic  zone,  becoming  less  and  less  distinct  until  the  surface  is 
reached.  Often  one  notices  the  indistinct  outlines  of  large  ves- 
sels filled  with  granular  debris,  which,  with  a  somewhat  broad 
surrounding  border,  can  be  traced  into  the  adjacent  zone.     Dif- 
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fuse  areas  of  hemorrhagic  extravasation  are  common.  In  other 
places  only  a  granular  mass  with  indistinct  nuclear  remains  can 
be  seen.  In  no  place  was  it  possible  to  discover  glands  or  any 
certain  trace  of  mucous  membrane. 

The  origin  of  this  necrotic  layer  may  be  explained  in  part  by 
the  mechanical  injury  done  by  the  curette  nine  days  before 
death.  In  proof  of  this  is  the  presence,  in  places  on  its  border, 
of  small-celled  infiltration.  This  infiltration,  however,  is  chiefly 
where  the  neoplastic  layer  is  lacking,  and  here  the  necrotic  bor- 
der is  comparatively  narrow.  In  other  regions  I  believe  the 
necrosis  is  the  result,  in  part  at  least,  of  the  disturbance  of  cir- 
culation due  to  venous  thrombi  and  capillary  emboli  and  to 
hemorrhage  produced  by  the  penetration  of  vascular  walls  by 
tumor  cells. 

The  layer  of  neoplastic  penetration  also  varies  in  thickness. 
In  some  sections,  especially  those  through  the  polypoid  excres- 
cences, it  is  one  to  one  and  a  half  centimetres  thick,  but  in  no 
place  does  it  extend  more  than  half  through  the  thickness  of 
the  uterine  wall.  As  has  been  said,  it  undergoes  a  gradual 
transition  into  the  necrotic  layer.  Its  outer  surface  is  extremely 
irregular  on  account  of  the  ridge-like  projections  of  the  tumor 
masses. 

As  may  be  inferred  from  the  name,  neoplastic  penetration, 
the  basis  of  this  layer  is  the  muscular  tissue  which  has  been 
penetrated  by  neoplastic  cells  lying  alone,  or  in  rows,  or  in 
masses.  They  are  generally  arranged  in  lines  parallel  to  the 
muscle  bundles  and  vessels,  and  thus  form  a  characteristic  pic- 
ture.    (See  Fig.  1.) 

The  cells  are  remarkable  for  their  large  size  and  peculiar, 
large,  deeply  staining  nuclei.  The  nucleus  has  the  same  gene- 
ral shape  as  the  cell  and  forms  one-half  to  five-sixths  of  its  con- 
tents. The  long  diameter  of  the  cells  is  generally  parallel  to 
muscle  bundles  or  to  the  course  of  the  vessels.  They  vary 
greatly  in  size  and  shape.  They  measure  from  ten  //  to  forty  fx 
in  the  long  diameter,  and  from  eight  m  to  twenty  ju  in  the  short 
diameter,  while  the  giant  cells  which  will  be  described  shortly 
are  of  course  often  much  larger. 

When  the  cells  are  alone  they  remind  one  forcibly  of  decidual 
cells  in  a  case  of  normal  pregnancy,  where  they  lie  on  the  outer 
border  of  the  decidual  layer  and  penetrate  for  a  short  distance 
into  the  muscular  tissue.  I  have  given  for  comparison  a  sec- 
tion from  a  uterus  in  a  case  of  premature  labor  interrupting  a 
pregnancy  in  the  seventh  month.  (See  Fig.  2.)  It  will  be 
seen  that  the  tumor  cells  agree  with  the  decidual  cells  in  having 
a  large,  deeply  staining,  sharply  circumscribed  nucleus  with  a 
well-defined  protoplasmic  body.  The  nucleus  of  the  tumor  cell 
has  not  the  granular,  broken-down  appearance  of  a  cell  in  the 
process  of  degeneration,  except  in  regions  where  the  tumor  cells 
are  involved  in  the  more  or  less  general  necrosis.     The  outline 
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of  the  nucleus  is  clear  and  distinct.  While  in  many  places  its 
inner  structure  cannot  be  determined  on  account  of  the  intense 
confluent  stain,  in  other  places  one  can  observe  traces  of  a  thick 
chromatin  network  with  nodular  intersections  such  as  character- 
izes the  nuclei  of  the  tumor-nest  cells  to  be  shortly  described. 
There  is  no  nucleolus.  The  presence  of  vacuoles  is  not  no- 
ticeable. 

The  rows  of  cells  are  generally  formed  by  a  row  of  nuclei  lying 
in  a  band  of  protoplasm  which  shows  but  indistinct  cell  boun- 
daries. (See  Fig.  1.)  The  nuclei  in  such  cases  are  large,  lying 
near  together,  and  staining  deeply  like  the  nuclei  in  single  cells. 
The  presence  of  vacuoles  and  nucleoli  is  also  not  noticeable. 
These  imperfectly  separated  cells  or  protoplasmic  rows  form  a 
kind  of  giant  cells.  The  term  syncytium  is  also  a  convenient 
name  to  apply  to  this  nucleated  protoplasmic  mass,  if  it  be  dis- 
tinctly understood  that  the  use  of  this  name  implies  no  genetic 
relationship  between  this  mass  and  the  protoplasmic  boundary 
of  the  chorionic  villi,  for  which  Kastschenko  has  also  used  the 
name  syncytium. 

When  the  cells  are  in  masses  the  form  on  section  is  oval,  ob- 
long, or  polygonal.  They  seem  to  be  single  cells  which  have 
the  opportunity  to  grow  without  restriction,  and  thus  deviate 
from  the  elongated,  compressed  type  above  described.  The 
cells  seem  to  lie  in  fibrinous  meshes.  In  some  places,  especially 
on  the  inner  border  of  the  neoplastic  layer  next  the  necrotie 
zone,  the  masses  are  of  considerable  size,  and  in  the  arrange- 
ment, size,  and  shape  of  the  cells  one  is  reminded  very  forcibly 
of  the  compact  layer  of  the  decidua  serotina.  There  are,  in 
many  of  the  cell  masses,  numerous  giant  cells  with  from  two  to 
ten  or  more  nuclei.  They  correspond  to  the  nucleated  proto- 
plasmic rows  in  all  respects  except  in  the  linear  arrangement  of 
the  nuclei. 

The  muscle  cells,  when  seen  in  a  good  state  of  preservation, 
are  large,  corresponding  to  the  condition  found  in  a  pregnant 
uterus.  Where  the  bundles  of  muscular  fibres  are  found  pene- 
trated by  tumor  cells  the  description  given  by  Nove-Josserand 

Description  of  Plate. 

Fig.  1.— Section  from  the  neoplastic  penetrating  layer  of  the  uterus.  (Reichert,  obj.  4, 
oc.  4,  x  120  )  The  figure  shows  single  neoplastic  cells  scattered  among  the  muscular  fibres, 
rows  cf  cells  lying  next  the  endothelium  of  a  vessel  and  in  two  places  penetrating  into  the 
vascular  cavity,  and  in  the  upper  left-hand  corner  a  mass  of  cells.  For  further  description 
see  text. 

Fig.  2.— Section  from  the  boundary  between  the  decidua  serotina  and  the  muscular  layer 
of  the  uterus,  from  a  case  of  normal  pregnancy  which  terminated  by  premature  labor  in 
the  seventh  month.  (Reichert,  obj.  4,  oc.  3,  x  100.)  The  figure  is  given  for  comparison, 
and  shows  how  the  normal  decidual  cells  have  migrated  from  the  decidual  layer  below  into 
the  muscular  tissue. 

Fig.  3.— Tumor  nest  from  the  uterus.  (Reichert.  obj.  5,  oc.  4,  X  120.)  The  figure  shows 
branches  and  buds  composed  of  "nest"  cells  with  numerous  blood  vessels  and  in  places 
giant  ceils.  To  the  right  of  the  nest  are  seen  the  transformation  forms  between  the  pene- 
trating cells  and  the  nest  cells. 

Fig.  4.— Part  of  a  thrombosed  vein  of  the  parametrium.  (Reichert,  obj.  4,  oc.  4,  X  120  ) 
The  figure  shows  numerous  large  tumor  cells  in  the  periphery  of  the  thrombus. 

Fig.  6.— A  group  of  degenerated  muscle  fibres  in  the  wall  of  the  uterus  on  the  border  of 
the  necrotic  layer.    (Reichert,  obj.  8,  oc.  4,  x  620.)    For  description  see  text. 
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and  Lacroix  would  suffice,  so  exactly  do  the  pictures  agree.  I 
find  the  same  insinuation  of  a  projecting  corner  of  a  tumor  cell, 
the  splitting  apart  of  the  muscular  elements,  and  the  progres- 
sive stages  of  their  degeneration.  The  degenerative  changes  in 
the  muscle  cells  are  proved  by  the  changes  in  the  microscopic 
appearances.  The  protoplasm  ceases  to  stain  uniformly,  while 
the  nucleus  becomes  swollen  and  distorted,  loses  its  clear,  dis- 
tinct outline,  and  in  many  places  consists  only  of  separate  gran- 

I  must,  however,  call  attention  to  another  instance  of  degene- 
ration of  muscle  fibres.  On  the  borders  of  the  necrotic  layer 
necrotic  changes,  similar  to  those  above  described,  appear  in  the 
muscles,  even  where  no  decidual  cells  appear  in  the  neighbor- 
hood. (See  Fig.  5.)  This  necrosis  of  the  muscle  cells  is  due, 
as  I  believe,  to  the  same  causes  that  produce  the  necrotic  layer. 
I  there  found  pictures  quite  similar  to  that  given  by  Menge  in 
his  Fig.  4,  and  was  at  first  inclined  to  agree  with  him  and  Pes- 
taluzza  in  the  opinion  that  these  degenerated  muscle  cells  are 
the  matrix  of  the  previously  described  tumor  cells.  A  compari- 
son of  these  muscle  cells,  however,  with  the  degenerated  muscle 
fibres  that  lie  between  the  invading  tumor  cells,  convinces  me 
as  to  their  identity.  On  the  other  hand,  I  am  satisfied  that  the 
tumor  cells  are  entirely  different  in  origin  and  character  from 
the  muscle  cells  whose  degeneration  they  cause.  In  general  the 
points  of  difference  may  be  stated  as  follows  :  The  character- 
istic shape  of  the  muscle  cell  can  often  be  recognized.  The 
nucleus  is  not  as  large  as  that  of  the  tumor  cell  and  is  not  as 
well  preserved.  It  does  not  stain  as  deeply  nor  as  regularly. 
The  muscle  cells  do  not  form  giant  cells  nor  nucleated  proto- 
plasmic rows. 

The  tumor  cells,  either  single  or  in  the  protoplasmic  rows, 
areoften  found  in  the  coats  of  the  blood  vessels.  The  way  in 
which  rows  of  nuclei  of  four  or  five  or  more  separate  the  intima 
of  the  vessel  from  the  adjoining  coat  and  grow  in  the  rich  soil 
of  bjood  serum  is  shown  in  Fig.  1.  The  same  figure  also  shows 
the  final  penetration  of  the  intima. 

The  cells,  whether  single,  in  rows,  or  in  masses,  are  most 
abundant  in  the  inner  part  of  the  layer— i.e.,  next  the  necrotic 
zone.  In  some  places,  by  a  study  of  serial  sections,  a  connection 
could  be  traced  between  the  inner  and  outer  tumor  cells  or 
masses.  Often,  however,  no  such  connection  exists.  It  seems 
true,  therefore,  that  the  tumor  cells  often  break  away  from  their 
homes,  wander,  probably  in  the  lymph  spaces,  and  form  new 
centres  of  growth.  This  penetrating,  migratory  characteristic  is 
probably  an  important  property  of  the  elements  of  this  tumor. 

The  arteries  of  this  zone  are  of  medium  size,  and,  as  has  been 

said,  the  coats  are  sometimes  penetrated  by  tumor  cells.     The 

veins  are  very  large  and  numerous  and  often  filled  with  thrombi. 

The  thrombi  are  granular  and  in  some  cases  contain  tumor  cells 
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Where  the  section  is  parallel  to  the  length  of  the  vein  it  can 
be  traced  into  the  necrotic  zone  and  seems  to  form,  together 
with  a  border  of  necrotic  tissue,  a  projection  of  this  layer  into 
the  neoplastic  zone.  Throughout  numerous  areas  of  hemor- 
rhagic extravasation  are  found. 

The  masses  of  cells  have  been  described  as  groups  or  aggre- 
gations of  tumor  cells  which  lie  in  a  fibrinoid  reticulum  like  the 
decidua  serotina,  and  which  do  not  exhibit  a  peculiar  arrange- 
ment so  as  to  form  a  definite  structure.  In  one  series  of  sections 
of  the  uterine  wall  I  found  a  nest  of  tumor  cells  apparently 
quite  different  in  character  from  these  cell  masses.  (See  Fig.  3.) 
This  tumor  nest,  which  was  about  one  and  a  half  millimetres  in 
diameter,  lay  in  the  inner  part  of  the  neoplastic  zone  next  the 
necrotic  layer.  The  walls  of  the  cavity  in  which  it  was  found 
were  penetrated  by  typical  neoplastic  cells,  single  and  in  rows. 
It  was  impossible  to  determine  whether  the  cavity  was  a  con- 
nective-tissue or  lymph  space  or  the  lumen  of  a  vessel.  The 
penetrating  neoplastic  cells  could  be  traced  to  the  internal  sur- 
face of  the  wall  of  the  cavity  on  one  side,  where  they  gradually 
acquired  the  character  of  the  cells  of  the  tumor  nests.  From 
this  region  the  tumor  seemed  to  take  its  origin  and  sprout  forth 
in  stems,  branches,  and  buds.  The  buds  and  branches  on  the 
circumference  of  the  nest  in  some  cases  seemed  to  form  vascular 
connections  with  the  wall  of  the  cavity.  Blood  vessels  with 
distinct  endothelium  were  found  in  the  branches. 

The  cells  of  the  cell  nests  were  round,  oval,  or  fusiform,  with 
comparatively  large  nuclei.  In  specimens  stained  simply  with 
hematoxylin  the  protoplasm  was  often  indistinguishable,  but  a 
double  stain  like  hematoxylin-eosin  brought  it  out  well.  The 
nuclei,  which  formed  at  least  half  the  contents  of  the  cells, 
measured  from  four  to  twelve  millimetres  in  the  long  diameter 
and  from  four  to  ten  millimetres  in  the  short  diameter.  They 
were  not  so  deeply  stained  as  were  the  nuclei  of  the  penetrating 
tumor  cells,  and  a  peculiar  nuclear  structure  was  found.  It  con- 
sisted of  a  chromatin  network  of  a  few  comparatively  large 
interlacing  fibres,  with  nodular  enlargements  at  the  intersections 
and  a  homogeneous,  non-staining  interfibrillar  and  internodular 
substance.  The  nuclear  outline  was  well  preserved.  With  good 
amplification  the  cells  were  seen  to  lie  in  a  reticulum.  Numerous 
giant  cells  like  those  found  in  the  uterine  wall  among  the  pene- 
trating cells  were  seen. 

The  cells  of  the  tumor  nests  differ  from  the  penetrating  neo- 
plastic cells  in  forming  definite  structures,  in  being  smaller  and 
more  regular  in  form,  and  in  having  nuclei  with  a  determinate 
structure.  I  believe,  however,  that  they  arise  from  the  tumor  cells, 
and  differ  in  their  properties  because  they  have  the  chance  to 
grow  more  freely  in  cavities  or  vascular  channels.  The  proof  of 
this  genetic  relationship  is  the  transition  from  one  kind  of  cell  to 
the  other  in  the  wall  of  the  nest  cavity,  the  similarity  between 
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the  reticular  structure  of  the  cell  masses  and  the  branches  of  the 
cell  nests,  and  the  similarity  between  the  giant  cells.  It  is  also 
true  that  the  penetrating  neoplastic  cells  show  traces  of  the 
same  peculiar  nuclear  structure  that  characterizes  the  tumor- 
nest  cells,  but  this  appearance  is  generally  faint  on  account  of 
the  probably  greater  thickness  of  the  chromatin  fibres  and  the 
consequent  confluence  of  the  stain. 

In  the  examination  of  this  neoplastic  layer  I  have  searched 
carefully  but  in  vain  for  normal  or  myxomatous  or  sarcomatous 
placental  villi.  The  nucleated  protoplasmic  rows  correspond  in 
some  respects  to  Gottschalk's  description  of  the  chorionic  epi- 
thelium found  in  his  tumor.  He  describes  a  vacuolation  of  this 
budding  epithelium  and  a  subsequent  penetration  of  the  hollow 
epithelium  by  the  sarcomatous  villous  stroma.  In  my  case  there 
is  no  evidence  of  vacuolation  nor  of  an  axial  stroma.  Such  a 
protoplasmic  mass  or  syncytium  is  not,  moreover,  peculiar  to 
chorionic  epithelium,  and  does  not  in  itself  justify  one  in  assum- 
ing that  the  epithelium  of  the  chorionic  villi  bears  any  genetic 
relation  to  the  tumor  cells.  To  consider  the  branches  and  buds 
of  the  tumor  nests  as  the  sarcomatous  stroma-  of  placental  villi 
would  be,  for  me,  a  very  improbable  supposition.  There  are  no 
other  elements  of  the  neoplastic  layer  than  those  above  described, 
and  therefore  I  cannot  agree  with  the  theory  of  Gottschalk  that 
such  a  tumor  as  here  described  has  any  genetic  relation  with  the 
villi. 

The  layer  of  uterine  muscle  that  lies  outside  of  the  neoplastic 
zone  requires  no  particular  consideration  except  noticing  the 
fact  that  the  muscle  fibres  are  in  general  large,  corresponding  to 
the  gravid  condition.  In  some  places,  as  has  been  said,  the 
neoplastic  layer  is  wanting,  and  then  the  muscular  layer  contains 
an  abundant  small-celled  infiltration  in  its  inner  border.  The 
veins  are  large  and  many  contain  thrombi. 

Metastases. — Fig.  4  snows  a  cross-section  of  one  of  the  large 
veins  of  the  right  broad  ligament  filled  with  a  mixed  thrombus. 
Next  the  wall  of  the  vessel,  in  the  outer  part  of  the  thrombus, 
are  numerous  large,  neoplastic  cells  corresponding  in  size  and 
appearance  with  the  penetrating  neoplastic  cells.  Similar 
thrombi  have  also  been  described  in  the  vessels  of  the  uterine 
wall.  Such  thrombi  can  be  explained  easily  from  the  above- 
described  penetration  of  the  vessel  walls  of  the  uterus  by  the 
tumor  cells  (Fig.  1).  The  lumen  of  the  vessel  is  partly  oblite- 
rated by  the  cell  masses  growing  outside  of  the  intima  until  the 
latter  is  penetrated.  Small  masses  of  the  tumor  cells  are  then 
broken  off  and  transported  a  short  distance  into  the  parame- 
trium by  the  sluggish  current,  and  remain  adhering  to  the  in- 
jured venous  wall  when  the  thrombus  has  completely  stopped 
the  current  by  plugging  up  the  vessel.  Here  the  cells,  if  their 
vitality  has  not  been  too  greatly  impaired  and  if  the  resistance 
of  the  vascular  walls  is  not  too  great,  begin  to  migrate  in  their 
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characteristic  way  and  penetrate  the  surrounding  tissue  in  the 
same  manner  as  in  the  uterine  musculature.  In  this  manner 
may  be  explained  the  origin  of  the  metastatic  tumors  in  the 
parametrium  which  lie  in  the  vicinity  of  the  venous  thrombi. 
The  transportation  of  the  neoplastic  cells  in  embolic  masses  by 
the  blood  current  through  the  heart  to  the  lungs  explains  in  the 
ordinary  manner  the  lung  metastases.  It  is  an  interesting  fact 
that,  so  far  as  this  case  is  concerned,  the  metastases  seem  to  arise 
from  the  penetrating  neoplastic  cells  and  not  from  the  cells  of 
the  tumor  nests. 

In  the  right  broad  ligament  there  are  found  both  forms  of 
tumor  growth,  neoplastic  penetration  and  nest-building,  together 
with  extensive  hemorrhagic  masses.  A  section  through  one  of 
the  hemorrhagic  nodules  of  the  parametrium,  when  examined 
with  a  hand  glass,  is  seen  to  be  composed  of  one  or  more  areas  of 
hemorrhagic  destruction  and  bordering  or  connecting  bands  of 
apparently  normal  tissue.  The  latter  contain  venous  thrombi, 
tumor  nests,  and  penetrating  neoplastic  cells.  These  neoplastic 
•cells  resemble  in  size,  staining  properties,  and  mode  of  growth 
those  of  the  uterine  wall.  The  tumor  nests  are  very  interesting. 
One  is  found  about  as  large  as  that  described  in  the  uterus,  to 
which  it  has  a  very  close  resemblance  in  its  elements  and  struc- 
ture. There  are  also  numerous  smaller  nests  with  a  similar 
structure.  Some  consist  of  only  one  or  two  buds  or  branches 
and  suggest  the  transition  stages  of  groups  of  tumor  cells  into 
the  tumor  nests. 

The  hemorrhagic  areas  are  composed  of  fibrin  meshes  of 
varying  degrees  of  fineness,  in  which  are  seen  more  or  less  well- 
preserved  red  blood  cells,  leucocytes,  and  connective-tissue  de- 
bris. In  places  large  cracks  or  channels  appear  in  the  fibrin 
masses.  In  the  borders  of  these  canals  are  found  many  large 
tumor  cells  in  various  stages  of  necrosis.  They  seem  to  be  iden- 
tical with  the  penetrating  tumor  cells.  Many  giant  cells  are 
also  found.  They  are  not  confined  to  the  vicinity  of  the  fibrin- 
ous channels,  but  are  also  seen  in  the  tissue  debris. 

These  hemorrhagic  areas  form  the  characteristic  feature  of 
the  metastases.  The  hemorrhage  may  arise  from  two  different 
sources.  The  first  source  is  the  penetration  of  the  vessel  wall 
by  the  neoplastic  cell  in  the  manner  already  described.  The 
other  source  is  the  tumor  nest.  In  this  structure  the  new  ves- 
sels, which  may  be  quite  large  and  which  have  for  their  walls 
outside  of  their  endothelium  only  the  tumor  cells,  may  be  easily 
ruptured  by  the  blood  pressure. 

[n  the  lungs  the  nodules  described  in  the  post-mortem  exami- 
nation consisted  chiefly  of  hemorrhagic  extravasations  and  de- 
bris of  tumor  growths  and  pulmonary  tissue.  On  the  borders 
of  the  blood  extravasations  numerous  penetrating  cells  like 
those  of  the  uterus  and  parametrium  were  found  penetrating 
the  interalveolar  partitions.  In  the  hemorrhagic  nodules  rem- 
nants of  branches  of  tumor  nests  were  sometimes  seen. 
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One  series  of  sections  showed  a  tumor  nest  which  had  es- 
caped the  almost  universal  destruction.  It  was  about  three 
millimetres  in  diameter  and  lay  on  the  border  of  a  much  larger 
hemorrhagic  nodule.  The  cells  were  like  those  of  the  tumor 
nests  of  the  uterus  and  parametrium,  except  that  there  were  a 
larger  number  of  giant  cells.  The  arrangement  of  the  cells  was 
peculiar.  While  in  some  places  they  seemed  to  form  buds  and 
branches  as  in  other  tumor  nests,  in  other  places  the  arrange- 
ment was  such  as  to  suggest  that  they  lay  in  the  alveolar  walls 
whose  cells  they  had  displaced.  This  fact  appears  to  support 
the  view  that  the  penetrating  cells,  the  cells  of  the  cell  masses, 
and  the  nest  cells  are  all  from  the  same  source. 

Outside  of  the  nodules  the  alveolar  epithelium  was  well  pre- 
served. In  the  hemorrhagic  areas  it  might  be  mistaken  for  tu- 
mor cells  on  account  of  similarity  in  shape  and  size,  but  by 
careful  examination  it  can  generally  be  distinguished  by  the  dif- 
ference in  the  nucleus. 

Several  sections  of  the  lung  were  stained  with  methylene  blue 
and  examined  for  bacteria,  but  none  were  found. 

Discussion. — The  decidual  origin  of  these  tumors  is  not  ad- 
mitted by  all.  Yeit  and  Zweifel  hold  that  they  are  sarcomata 
that  arise  from  latent  sarcoma  cells  which  are  incited  to  growth 
by  pregnancy.  Most  of  the  writers  who  have  studied  this 
group  of  tumors,  however,  are  agreed  that  the  decidual  cells  are 
the  essential  elements  of  its  structure.  As  the  basis  for  the 
following  discussion,  it  is  assumed  that  these  cells  can  live, 
grow,  and  multiply  away  from  their  habitat,  that  they  can  force 
their  way  through  connective  and  muscular  tissue,  lymph  spaces, 
and  vessel  walls,  and  that,  carried  as  emboli  to  distant  regions, 
they  can  form  metastatic  tumors.  All  this  time  they  preserve 
their  identity  and  can  be  recognized  as  decidual  cells  by  reason 
of  their  peculiar  size,  shape,  relation  of  protoplasm  to  nucleus, 
staining  properties  and  structure  of  the  nucleus,  and  the  migra- 
tory characteristics  of  the  cells.  The  importance  of  the  study 
of  the  nuclear  chromatin  has  been  emphasized  by  Nove-Josse- 
rand  and  Lacroix,  who  consider  the  deeply  staining  peculiar 
chromatin  one  of  the  jnost  important  marks  of  identification  of 
these  cells. 

Not  so  much  emphasis  has  been  placed  on  the  migratory 
properties  of  the  tumor  cells.  It  has,  indeed,  been  often  de- 
scribed. By  referring  to  the  tables  and  comparing  the  results 
of  the  microscopical  examinations,  it  will  be  seen  that,  in  all  cases 
which  have  been  carefully  studied,  the  picture  of  migratory, 
penetrating  tumor  cells  is  a  constant  one.  It  is  described  by 
Sanger,  Pfeiffer,  Pestalozza,  Lohlein,  Nove-Josserand  and  La- 
croix, and  Menge.  There  can  be  no  doubt  that  all  have  seen 
practically  the  same  structure.  This  property  of  the  tumor 
cells  seems  to  me  to  have  an  important  bearing  on  the  question 
of  the  origin  of  the  tumor  from  the  decidual  cells.     That  normal 
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decidual  cells  migrate  from  the  placental  surface  of  the  uterine 
mucosa  has  been  described.  Among  others,  Minot  speaks  of 
the  migration  of  decidual  cells  from  their  normal  habitat  into 
the  chorion  as  well  as  into  the  muscularis.  Further  investiga- 
tions on  this  point  would  be  very  valuable.  I  have  given  for 
comparison  a  figure  (see  Fig.  2)  showing  a  section  from  a  re- 
tained placenta  after  an  abortion  in  the  seventh  month.  As 
will  be  seen,  the  decidual  cells  penetrate  the  muscularis  for  a 
distance  of  at  least  one  millimetre. 

Pfeiffer  describes  a  transformation  of  connective-tissue  cells 
into  the  characteristic  tumor  cells  of  his  cell  groups.  I  have  not 
seen  such  a  transformation  in  my  case.  It  is  true  that,  accord- 
ing to  the  generally  received  opinion,  the  decidual  cells  arise 
from  the  connective  tissue,  but  it  is  improbable  that  such  a 
transformation  takes  place  in  the  outer  wall  of  the  uterus.  It 
seems  to  me  more  probable  that  the  cells  with  the  intermediate 
forms  found  on  the  boundaries  of  the  cell  nests  are  the  wander- 
ing decidual  cells  penetrating  the  tissues  and  acquiring  a  differ- 
ent form  from  those  which  grow  freely  in  the  cell  nests. 

It  has  also  been  suggested,  even  by  those  who  believe  in  the 
decidual  nature  of  the  tumor  elements,  that  they  arise  from  the 
endothelium  of  the  vascular  cavities  in  which  cell  nests  are 
found.  This  view  would  correspond  with  Ercolani's  theory  of 
the  origin  of  the  decidual  cells  in  general  from  vascular  endo- 
thelium. We  may  suggest,  in  opposition  to  this  view,  that  it  is 
very  doubtful  if  all  the  cavities  which  contain  the  cell  groups 
and  nests  are  vascular  cavities.  In  my  own  case  the  cavities 
may  have  various  sources.  It  is  possible  that  the  uterine  nest  is 
in  a  venous  channel,  some  of  the  cavities  in  the  parametrium 
are  probably  lymph  spaces,  while  in  the  lungs  not  only  the 
vessels  but  also  the  pulmonary  alveoli  may  be  utilized  by  the 
metastatic  growths.  In  those  cases  in  which  the  tumor  nests 
are  found  in  vascular  spaces  the  transformation  stages  between 
the  endothelium  and  the  tumor  cells  have  not  been  seen,  while 
the  intermediate  forms  between  the  cells  of  the  tumor  nests  and 
the  migratory  cells  are  often  evident.  In  those  cases  in  which 
the  vascular  spaces  form  the  cavities  I  believe  Sanger's  descrip- 
tion of  the  mode  of  growth  to  be  correct.  He  says  that  the 
"■tumor  nodules"  start  from  the  venous  channels  by  displace- 
ment of  tl\e  endothelium  by  decidual  cells.  The  cells  then  form 
projecting  buds  into  the  cavity,  and  may  penetrate  the  partitions 
between  the  adjoining  cavities,  thus  forming  a  nodule  of  con- 
siderable size  and  complicated  structure. 

Gottschalk  and  Schmorl  have  given  another  explanation  of 
these  tumors.  Schmorl  has  only  described  his  tumors  shortly  as 
composed  of  placental  and  decidual  tissue.  Gottschalk,  in  an 
elaborate  description  and  thorough  analysis,  has  enunciated  a 
theory  that  he  is  disposed  to  apply  to  all  cases  of  this  group. 
In  his  own  case  he  finds  the  uterine  tumor  composed  of  chori- 


BACON  :    A    CASE    OF   DECIDUOMA    MALIGNUM.  695 

onic  villi  lying  in  venous  sinuses.  The  epithelium  of  the  villi 
is  a  nucleated  protoplasmic  layer.  The  stroma  is  completely 
changed ;  the  vessels  have  disappeared,  and  the  stroma  tissue 
has  been  substituted  by  sarcoma  cells.  According  to  his  de- 
scription this  sarcomatous  stroma  seems  to  me  to  be  compara- 
tively harmless,  while  the  epithelium  possesses  all  the  malignant 
attributes  that  we  have  ascribed  to  the  neoplastic,  decidual  cells. 
It  penetrates  the  uterine  tissues,  gets  into  the  vessels,  and  forms 
emboli  that  produce  metastatic  growths.  Only  the  epithelium 
is  found  in  the  metastases.  Gottschalk  applies  the  name  "villi  " 
to  these  epithelial  growths,  but  his  figures  seem  to  me  hardly  to 
justify  the  use  of  this  term  to  describe  the  structure. 

Gottschalk  considers  his  own  case  unique,  but  he  attempts  to 
bring  a  number  of  cases  already  described  as  u  deciduoma  malig- 
num."  or  as  "  sarcoma  deciduo-cellulare  "  into  a  class  character- 
ized by  having  sarcomatous  villous  structure  with  absence  of 
villous  epithelium.  In  this  class  he  puts,  among  others,  the 
case  of  Pfeiifer.  In  view  of  the  fact  that  in  Gottschalk's  own 
case  the  malignancy  is  probably  confined  to  the  epithelium,  and 
that  he  has  not  demonstrated  that  there  is  a  malignant  stroma, 
it  is  difficult  to  see  the  justification  of  the  attempt.  Pfeifler,  in 
his  description,  mentions  the  large  decidual  cells  which  penetrate 
the  connective  tissue  and  muscular  bundles  and  vessel  walls,  as 
well  as  the  groups  of  cells  lying  in  the  connective-tissue  spaces. 
I  have  carefully  re-examined  his  specimens,  and  am  convinced 
that  the  structure  gives  no  support  to  the  villous  theory.  His 
sections  differ  from  mine  in  containing  a  large  number  of 
"  tumor  nests  "  in  the  uterine  wall  and  a  smaller  number  of 
penetrating  cells.  The  latter  are  found,  however,  and  their 
presence,  as  wTell  as  the  structure  of  the  cell  nests,  is  entirely 
incompatible  with  Gottschalk's  supposition.  However  desirable 
it  may  be  to  find  a  common  origin  tor  these  tumors  having  such 
a  similar  clinical  history,  it  is  certainly  impossible  to  derive 
them  all  from  chorionic  villi. 

In  relation  to  the  case  of  Gottschalk,  the  case  of  mole  de- 
scribed by  Pestalozza  is  very  interesting.  The  large  masses 
found  in  the  uterine  wall,  as  well  as  the  nodules  in  the  lung, 
were  formed  of  villi  lying  in  dilated  blood  vessels.  The  villi 
consisted  of  non-vascular  stroma  and  an  epithelial  covering. 
They  must  have  obtained  their  nourishment  by  osmosis.  Por- 
tions of  the  villi  broke  off  and  formed  emboli,  which  lodged  in 
pulmonary  vessels  and  produced  metastatic  villous  structures  simi- 
lar to  those  of  the  uterus.  That  the  intravascular  pulmonary 
nodules  are  found  in  the  process  of  growth,  and  therefore  true 
metastatic  structures,  and  not  emboli  as  held  by  Gottschalk, 
seems  evident  from  Pestalozza's  description  and  figures.  The 
power  of  independent  growth  of  the  villous  elements  and  the 
production  of  new  formations  seems  to  me  to  justify  the  appli- 
cation of  the  name  "tumor"  to  this  structure. 
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On  the  other  hand,  in  the  cases  of  "  destroying  placental 
polyp  ''  of  Von  Kahlden  and  of  Kahn  there  was  a  proliferation 
of  villi  which  remained  in  the  litems  after  the  delivery  of  a 
normal  egg,  which  led  to  the  destruction  of  the  uterine  wall, 
but  without  the  formation  of  metastatic  new  growths.  Here 
the  absence  of  metastases  prevents  the  application  of  the  term 
tumor.  The  cases  probably  represent  an  intermediate  stage 
between  the  not  uncommon  cases  of  placental  polyp  developing 
around  retained  villi  and  the  case  of  Pestalozza.  With  an  in- 
crease in  the  number  of  observed  similar  cases  we  may  find 
more  of  the  intermediate  stages  represented.  The  cases  of 
Volkmann,  Jarotzky  and  Waldeyer,  and  Krieger  illustrate  a 
similar  penetrating  growth  of  myxomatous  villi. 

Gottschalk  classifies  Pestalozza's  case  as  one  of  "sarcoma 
myxomatodes."  The  sarcomatous  nature  of  the  villi  seems  by 
no  means  well  established.  Pestalozza  himself  does  not  describe 
the  structure  as  sarcomatous.  The  cases  of  Yon  Kahlden  and 
Kahn  could  quite  as  well  be  called  cases  of  sarcoma.  It  seems 
more  proper  to  regard  all  these  cases  as  instances  of  extreme 
abnormal  development  of  retained  villi,  wrhose  structure  natu- 
rally deviates  from  the  usual  villous  structure  on  account  of  the 
abnormal  conditions  of  growth.  The  case  of  Pestalozza  is  dis- 
tinguished from  the  others  by  the  production  of  metastases,  and 
therefore  has  a  unique  place  among  tumors. 

Gottschalk's  own  case,  if  there  be  no  doubt  concerning  the 
villous  character  of  the  intravascular  new  growths,  might  then 
be  considered  as  differing  from  Pestalozza's  case  by  having  a 
malignant  villous  epithelium.  The  likeness  of  this  epithelium 
to  the  neoplastic  decidual  cells  of  other  authors  is  so  great  that 
one  is  tempted  to  find  for  them  a  common  origin,  such  as  the 
similarity  of  the  clinical  histories  of  the  cases  also  suggests. 
The  derivation  of  the  tumor  cells  from  the  villous  epithelium 
in  the  casesof  Sanger,  Pfeiffer,  Nove-Josserand,  andMenge,  and 
in  my  own  case,  can  certainly  not  be  accepted.  One  explanation 
that  would  unify  the  tumors  is  that  which  would  result  from  the 
establishment  of  Kastschenko's  theory  of  the  derivation  of  the 
decidual  cells  from  the  villous  epithelium.  This  view  of  Kast- 
schenko,  however,  so  far  as  I  am  aware,  has  received  no  con- 
firmation from  the  embryologists,  and  we  must  therefore  con- 
clude that,  in  spite  of  the  likeness  between  the  neoplastic  decid- 
ual cells  and  the  villous  epithelium,  there  is  no  genetic  relation 
between  them.  The  sarcomatous  nature  of  the  stroma  cells  in 
the  case  of  Gottschalk  seems  to  me  to  admit  of  some  doubt.  In 
any  event  the  case  is  unique.  If  the  stroma  is  sarcomatous  and 
the  nucleated,  protoplasmic,  villous  epithelium  malignant,  we 
have  a  tumor  without  relation  among  the  neoplasms.  I  have 
included  the  case,  with  that  of  Pestalozza,  the  case  which  Kal- 
tenbach  first  described  as  sarcoma  but  which  he  afterward  ad- 
mitted probably  arose  from  degenerated  chorionic  villi,  and  the 
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two  of  Schmorl  in  the  table,  because  they  arise  also  from  the 
placental  site  and  are  derived  from  placental  elements,  and  must 
be  considered  in  the  study  of  this  group  of  tumors. 

The  most  difficult  question  to  answer  I  found  to  be  the  rela- 
tion of  the  tumor  cells  to  the  muscle  cells.  Pestalozza  describes 
two  cases  as  "sarcoma  uteri  hemorrhagicum  s.  infectiosum,"  in 
which  he  finds  in  the  tumor  of  the  uterine  wall  numerous  large 
cells  with  deeply  staining  nuclei,  that  from  the  figures  and  de- 
scriptions seem  to  correspond  exactly  with  the  cells  which  I 
have  described  as  penetrating  neoplastic  cells.  Besides  these  he 
finds  smaller  round  cells  which  he  calls  the  true  sarcoma  cells, 
and  which  are  probably  like  the  cells  which  I  have  found  in 
the  "  tumor  nests."  The  origin  of  the  round  cells  is  not  defi- 
nitely stated,  but  Pestalozza  seems  to  refer  them  to  the  connec- 
tive tissue  while  admitting  the  possibility  of  their  origin  from 
the  decidual  cells.  The  large  cells,  among  which  are  numerous 
giant  cells,  are  found  among  the  muscular  fibres  and  penetrate 
the  vascular  walls  as  well  as  the  walls  of  the  cavities  which  con- 
tain the  "  cell  nodules."  Pestalozza  regards  the  large  cells  as 
degenerated  muscle  cells,  the  degeneration  being  caused  by  in- 
fection from  the  sarcoma  cells.  The  large  cells  are  found  in 
the  veins  of  the  vaginal  nodules,  but  are  not  found  in  the  lung 
and  take  no  part  in  forming  the  metastatic  growths.  By  pene- 
trating the  vascular  walls  they  may  prepare  the  way  for  the  en- 
trance of  the  sarcoma  cells  into  the  blood  current. 

Menge  finds  the  same  pictures  in  his  sections,  and  is  inclined 
to  agree  with  Pestalozza  that  the  large  cells  come  from  the 
degeneration  of  the  sarcomatous  infected  muscle  cells.  The  sar- 
coma cells  he  derives  from  the  decidua.  Both  the  large  cells  and 
the  sarcoma  cells  are  found  in  the  metastases.  Menge  suggests, 
however,  that  the  presence  of  the  large  cells  in  the  metastases 
does  not  prove  their  malignancy.  They  may  be  displaced  me- 
chanically and  carried  along  in  the  blood  current,  taking  no  part 
in  the  metastatic  growths. 

Nove-Josserand  and  Lacroix  describe  similar  pictures,  but 
explain  them  in  a  different  way.  They  find  similar  large  tumor 
cells  penetrating  between  muscle  fibres,  as  well  as  piercing  the 
vessel  walls.  They  regard  these  cells  as  true  neoplastic  cells 
arising  from  the  decidua,  which  by  their  presence  cause  degene- 
ration of  muscular  fibres.  In  their  figures  they  represent  the 
three  elements  :  normal  muscle  cells,  penetrating  tumor  cells,, 
and  degenerating  muscle  cells. 

The  study  of  my  sections  convinces  me  that  the  explanation 
of  Nove-Josserand  and  Lacroix  is  correct.  This  conclusion  1 
base  upon  the  already  sufficiently  described  resemblance  of  the 
decidua]  cells  to  the  penetrating  tumors  cells,  and  upon  the 
difference  between  degenerated  muscle  cells  and  the  large  tumor 
cells.     This  latter  point  requires  further  explanation. 

In  Fig.  5  I  show  the  simple  degeneration  of  muscle  fibres 
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when  they  lie  in  the  midst  of  granular  debris  next  the  necrotic 
layer  and  where  no  tumor  cells  are  found.  The  difference 
between  these  cells  and  the  tumor  cells  shown  in  Fig.  1  is 
apparent.  Among  the  more  noticeable  points  of  difference  may 
be  mentioned  the  fact  that  the  nucleus  of  the  tumor  cells  is 
comparatively  larger  and  better  preserved,  with  traces  of  the 
network  structure  previously  described,  while  the  cell  outline  is 
more  irregular,  the  muscle  cell  preserving  traces  of  its  original 
shape. 

Menge  himself  represents  two  kinds  of  "  farbstoflbeladene  " 
cells  in  his  Fig.  4.  Those  marked  (b)  seem  to  agree  with  the 
true  penetrating  tumor  cells.  Those  marked  (c)  are  the  degene- 
rated muscle  cells,  and  are  distinguished  by  having  a  less  stained 
nucleus  and  a  more  deeply  stained  protoplasm,  and  preserving 
the  form  of  the  muscle.  As  he  also  describes  regions  of  the 
tumor  where  tumor  cells  penetrate  into  the  muscle,  causing 
apparent  degeneration  of  the  muscle  fibres,  it  is  evident  that  he 
is  not  convinced  of  the  truth  of  the  theory  of  Pestalozza  that 
all  the  large  cells  are  due  to  degeneration  of  muscle  cells. 

Therefore,  while  the  degenerated  muscle  fibres  often  form  a 
prominent  feature  in  the  microscopic  field,  they  are  not  iden- 
tical with  the  large  penetrating  cells,  which  are  true  neoplastic 
elements. 

We  may  now  pass  to  a  consideration  of  the  next  question  : 
Are  there  two  kmds  of  tumor  cells,  or  have  all  the  tumor  cells 
the  same  origin  'i  Aside  from  the  degenerated  muscle  fibres,  I 
have  found  two  kinds  of  cells.  These  are  the  migratory  de- 
cidual cells,  most  numerous  next  the  inner  surface  of  the  uterus, 
of  various  shapes  but  generally  rather  long,  of  various  sizes  but 
generally  large,  with  nuclei  of  various  shapes  and  sizes  and 
staining  qualities,  but  generally  large  and  rich  in  chromatin, 
with  traces  of  a  network  structure.  These  cells  may  also  be 
undivided  in  a  syncytium  or  giant-cell  state.  The  second  kind 
resembles  the  cells  of  a  sarcoma  in  appearance  and  mode  of 
growth.     They  grow  in  cavities  and  form  the  "  cell  nests." 

I  believe,  however,  that  these  two  kinds  of  cells  have  the 
same  origin.  The  penetrating  cells  become  the  regular-shaped 
nest  cells  by  growing  more  or  less  unrestrictedly  in  cavities. 
Two  facts  may  be  cited  in  favor  of  this  view  :  First,  the  pre- 
sence of  the  penetrating  cells  in  the  walls  and  on  the  inner 
surface  of  the  cavity  containing  the  cell  nest,  where  intermediate 
or  transformation  forms  are  seen.  Secondly,  the  penetrating 
cells  in  the  uterus  are  often  more  nearly  round  in  shape  and 
approach  in  appearance  the  nest  cells.  This  is  especially  the 
case  when  they  lie  in  masses.  In  the  parametrium  the  distinc- 
tion between  the  masses  and  nests  becomes  less  clear,  and  this 
transformation  from  one  to  the  other  is  an  added  proof  of  the 
common  origin  of  the  constituent  cells. 

That  the  shapes  of  cells  and  the  method  of  cell  division  vary 
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according  to  the  conditions  of  pressure  and  resistance  is  known. 
It  is,  for  instance,  easily  studied  in  the  early  embryonic  stages  of 
lower  animals  by  applying  artificial  pressure  to  the  egg.  It  is 
seen  in  the  normal  decidual  cells  in  Fig.  2.  The  cells  of  the 
compact  layer  are  much  more  regular  in  shape  than  those  on  the 
borders,  and  those  which  penetrate  the  muscle  are  very  like 
those  represented  as  penetrating  tumor  cells.  Those  of  the 
compact  layer  are  similar  to  the  cell  masses  of  the  tumor.  It 
seems,  then,  not  unreasonable  to  assume  that,  under  the  influ- 
ence of  the  unknown  exciting  cause  of  neoplastic  formation, the 
decidual  cells  may  show  various  forms  according  to  the  different 
conditions  of  growth.  From  the  descriptions  and  figures  given 
by  the  different  authors  it  seems  to  me  that  this  unification  can 
apply  to  all  cases. 

Ten  of  the  twenty  tabulated  cases  follow  the  expulsion  of 
a  hydatid  mole.  There  also  remains  the  possibility  that  a  cer- 
tain degree  of  myxomatous  degeneration  of  the  villi  may  have 
existed  in  some  of  the  remaining  cases.  It  is  certainly  an  im- 
portant fact  that  half  of  all  the  cases  of  this  tumor  have  a  certain 
relation  to  molar  pregnancy.  It  is  also  interesting  to  note  that 
two  of  the  five  cases  whose  tumor  elements  consist  of  chorionic 
villi  follow  the  expulsion  of  a  mole,  while  eight  of  the  fifteen 
cases  where  decidual  cells  form  the  tumor  elements  have  this 
relation. 

Menge  advances  the  theory  that  the  tumor  may  produce  the 
myxomatous  degeneration  of  the  villi,  instead  of  the  mole  being 
a  factor  in  the  production  of  the  tumor.  This  would  imply  that 
the  tumor  exists  before  the  beginning  of  pregnancy  or  during 
its  early  stages. 

There  has  been  no  satisfactory  explanation  of  the  way  in 
which  the  mole  could  act  in  the  production  of  the  tumor.  Gott- 
schalk  says  very  truly  that  the  vascular  changes  in  the  uterus  and 
placenta  must  have  an  important  bearing. 

It  seems  to  me  proper  to  consider  the  ordinary  decidual  cells 
as  nearly  related  to  tumor  cells.  They  form  a  "  new  growth  " 
in  the  uterine  mucosa.  This  "  new  growth  "  has  the  power  to 
increase  in  size  up  to  a  certain  point.  The  cells  migrate  for 
varying  distances  into  the  adjacent  musculature.  The  resist- 
ance to  the  continued  development  of  this  decidual  "  new 
growth  "  comes  from  the  normal  tissue  of  the  uterine  wall.  If 
the  resistance  of  this  tissue  is  weakened,  it  seems  quite  probable 
that  the  growth  of  the  decidua  may  continue  beyond  the  normal 
limits. 

It  is  quite  reasonable  to  suppose  that  the  mole  may  be  one  of 
the  factors  in  producing  this  lessened  resistance  of  the  uterine 
tissue.  The  mechanical  pressure  of  the  rapidly  enlarging  myxo- 
matous villi,  together  with  the  accompanying  disturbance  of 
the  circulation,  may  lead  to  changes  in  the  tissues  that  diminish 
their  power  to  resist  the  growing  decidual  cells.     That  a  dimi- 
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nution  in  the  resisting  properties  of  the  uterine  tissue  occurs  irt 
some  cases  of  mole  seems  proven  by  the  cases  reported  by 
Volkmann,  Jarotzky  and  Waldeyer,  and  others.  Here  the  re- 
sistance was  so  far  overcome  by  the  growth  of  the  diseased  villi 
that  the  uterine  wall  was  nearly  or  quite  penetrated.  Could  not 
this  impaired  uterine  tissue  as  easily  become  the  prey  of  the 
decidual  cells? 

That  a  particular  excitant  to  increased  growth  of  the  cells  is 
present  is  not  denied.  The  existence  of  such  an  exciting  or  in- 
fective agent  is  quite  probable.  Nothing  concerning  its  nature 
has  been  discovered,  however,  and  it  seems  quite  useless  to 
ascribe  in  general  terms  such  an  infective  influence  to  the  myxo- 
matous villi.  Is  it  not  more  reasonable  to  say  that  the  influence 
of  the  villi  is  exerted  in  preparing  a  favorable  soil  for  the  new 
growth  rather  than  in  exciting  the  growth  directly? 

Other  causes  that  diminish  the  tissue  resistance  are  unknown. 
The  instances  of  the  penetration  of  the  uterine  tissue  by  villi 
that  had  not  undergone  myxomatous  degeneration,  as  in  the  cases 
of  "destroying  placental  polyp"  of  Yon  Kahlden  and  KahnT 
illustrate  this  diminished  resistance.  The  peculiar  vascular  con- 
dition of  the  uterus  during  pregnancy  may  cause,  undoubtedly, 
changes  in  the  nutrition  and  vitality  of  the  normal  uterine  tissue. 
The  study  of  the  cases  has  not  thrown  any  further  light  on  other 
causes. 

The  time  of  the  origin  of  the  tumor  stands  in  intimate  rela- 
tion to  the  question  of  its  cause,  and  is  indeed  one  of  the  elements 
of  the  question.  Does  the  tumor  arise  during  pregnancy  or  after 
the  expulsion  of  the  egg  or  mole?  In  ten  of  the  twenty  cases 
hemorrhage  began  immediately  or  within  a  month  after  labor 
or  abortion.  In  four  cases  the  time  of  the  appearance  of  the 
hemorrhage  was  not  stated,  but,  as  death  occurred  within  three 
months  in  two  of  these  cases,  it  is  probable  that  they  belong  to 
the  list  of  cases  in  which  hemorrhage  appeared  immediately  after 
labor.  Including  the  case  of  Pfeiffer  as  resulting  from  the  mole, 
there  are  six  cases  in  which  hemorrhage  began  from  six  weeks 
to  twenty-one  months  after  labor  or  abortion.  So  we  have 
twelve  out  of  eighteen  known  cases  in  which  hemorrhage,  the 
most  important  diagnostic  clinical  symptom,  appeared  almost 
immediately  after  labor.  Of  the  live  cases  of  tumor  of  the 
second  group,  with  villous  structure,  two  were  characterized  by 
the  onset  of  hemorrhage  immediately  after  labor.  Of  the  fifteen 
cases  of  tumor  with  decidual-cell  elements,  hemorrhage  began 
immediately  or  shortly  after  labor  in  ten,  the  date  of  the  onset 
of  the  hemorrhage  is  unknown  in  one,  while  in  four  it  began 
after  five  weeks. 

These  facts  certainly  suggest  that  the  tumors  began  during 
pregnancy.  The  delayed  hemorrhage  in  a  few  cases  does  not 
prove  the  contrary.  It  is  quite  possible  that  the  tumor  may  be 
considerably  developed  before  penetration  of  vessels  and  sub- 
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sequent  hemorrhage.  Placental  elements  are  found  in  the  inner 
wall  of  the  uterus  months  after  expulsion  of  the  egg.  The 
rapidity  of  the  growth  of  the  cells,  depending  on  the  unknown 
factors,  the  strength  of  the  excitant  to  nuclear  division  and 
growth,  and  the  resistance  of  the  tissues,  is  a  subject  quite  in 
the  dark.  It  seems  at  least  probable  that  the  normal  relation 
between  the  growth  of  the  decidual  cells  and  the  resistance 
of  the  uterine  tissues  is  disturbed  while  the  egg  is  still  in  the 
uterus. 

The  discussion  of  the  foregoing  points  leads  naturally  to  a 
•consideration  of  the  question,  What  is  the  relation  of  the  new 
growth  to  other  tumors,  or  what  is  its  place  in  the  classification 
of  tumors  ?     And  upon  the  answer  depends  the  nomenclature. 

Referring  first  to  the  tumors  composed  of  villous  elements, 
we  find  that  Gottschalk,  persuaded  as  to  the  sarcomatous  nature  of 
the  degenerated  villi,  applies  the  name  "  sarcoma  chorion-deci- 
duo-cellulare."  This  name  hardly  seems  broad  enough  to  fit  his 
description  of  the  peculiar  malignant  chorionic  epithelium.  One 
gets  the  impression  that  this  epithelial  syncytium  is  the  most  im- 
portant part  of  this  peculiar  mixed  tumor.  It  is  the  active  agent 
in  the  invasion  of  the  tissues,  and  it  alone  is  found  in  the  metas- 
tases. 

Schinorl  prefers  the  indecisive  term  "  blastoma  chorion-deci- 
duo-cellulare  "  to  describe  his  cases  in  which  he  also  finds  pla- 
cental tissue.  I  am  inclined  to  agree  with  Schmorl  that  this 
name  is  preferable  for  provisional  use  until  the  theory  of  the 
sarcomatous  degeneration  of  the  villi  is  better  established,  and 
until  the  other  questions  concerning  the  character  of  the  cho- 
rionic epithelium  and  the  relations  of  these  tumors  to  the  deci- 
dual cell  tumors  on  the  one  hand,  and  the  destroying  placental 
polyps  on  the  other,  can  be  answered. 

Coming  to  the  tumors  whose  elements  are  decidual  cells, 
Sanger  insists  on  the  sarcomatous  structure  of  this  kind  of  tumor 
in  the  name  "  sarcoma  deciduo-cellulare."  Lohlein  and  Menge 
accept  this  name.  Pfeiffer,  while  admitting  the  similarity  of  the 
structure  of  the  tumor  to  that  of  sarcoma,  prefers  the  name 
•"  deciduoma."  He  gives  to  the  decidual  tissue  an  independent 
place  among  the  connective  tissues.  He  then  submits  that,  if 
this  be  true,  a  tumor  formed  from  this  tissue  should  receive  an 
independent  place  among  the  connective  tissue  tumors — as,  for 
example,  is  the  case  with  the  gliomata.  Sanger  objects  to  the 
name  "deciduoma"  that  only  the  decidual  cells  and  not  the 
whole  decidual  tissue  take  part  in  the  new  growth.  He  regards 
the  decidual  tissue  as  identical  with  the  uterine  mucous  mem- 
brane of  pregnancy  which  contains  vessels,  glands,  etc.  Because 
these  elements  do  not  all  take  part  in  the  formation  of  the  new 
growth,  he  regards  the  name  "  deciduoma  "  as  inapplicable. 

I  would  snoro-est  that  when  we  use  the  term  udecidua"  we 
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Uterine  Tumor. 


Site,  form, 
character. 


Irregular  mass 
on    the    inDer 
surface. 
Small,  circum- 
scribed    nod- 
ules    in    the 
muscularis. 
Irregular  mass 
in  the  mucosa 
of  the  fundus 
and  upper  part 
of  the  body. 
Irregular  mass 
in  the  anterior 
wall,  and 
small,  circum- 
scribed    nod- 
ules    in      the 
muscuiaris. 


Histological  character. 


Metastatic  Tumors. 


Location 
and 


character,    character 


Groups  of  epithelial  cells 
in  the  stroma  and  in 
hemorrhagic  masses 


Same  as  I . 


Four  circum- 
scribed, inter- 
parietal nod- 
ules, to  six 
centimetres  in 
diameter. 


Soft,  reddish 
tumor,  the  size 
of  a  man's  fist, 
with  necrotic 
surface,  from 
left  post,  wall 
of  fundus, 
growing  into 
muscularis. 


Soft,     nodular 
masses. 


Same  as  I. 


General  hemorrhagic  in 
filtration.  Nests  of 
large  decidual  cells, 
some  giant  cells,  lying 
in  a  fine  network  reti- 
culum, growing  from 
venous  walls,  or  pene- 
trating and  destroying 
connective  and  muscu- 
lar tissue. 

Groups  of  large,  spindle 
or  oval,  decidual  cells, 
some  with  projections, 
some  with  intercellular 
network,  lying  in  cavi- 
ties bounded  by  con- 
nective tissue.  Capil 
laries  penetrate  the 
groups.  On  the  bor 
ders  the  cells  become 
like  those  of  the  con- 
nective-tissue bounda- 
ries. Large  cells  pene- 
trate connective  and 
muscular  tissue  and 
vessel  walls. 
Decidual  cells 


Small  nod 
ules  in 
lungs  and 
inbothalae 
vespertili- 
onis. 

Small  nod 
ules  in 
lungs. 


Small  nod 
ules  in 
lungs, 
right    ova 
ry,  vagina, 
and  pelvic 
lymph 
glands. 
Cherry-    to 
apple-size 
tumors    in 
lungs,  dia- 
phragm, 
rib,      iliac 
fossa. 


His- 
tological 


Diagnosis. 


During 
life. 


Nodules, 
size  of 
child's  fist, 
in  lungs. 
Two  nut- 
size  nod- 
ules in  an- 
terior wall 
of   vagina. 


Endome 
tritis       et 
metritis. 
Pleuritis 
et  pneumo- 
nia lobula- 
ris. 

Retention 
of   placen- 
tal     frag- 
ments. 


Dijgno- 
sis. 


After 
death. 


Deciduo- 
ma ma 
lignum. 


Similar  to 
uterine  tu 
mor. 


Similar  to 
tumor  in 
uterus. 


Cavernous  tu 
mor  on  ante- 
rior left  wall. 


Hemorrhagic  masses  en- 
closed in  septa  formed 
of  spindle  cells. 


Cystoid, 
nut-size 
masses    in 
post,  vagi- 
nal    wall. 
Soft       tu- 
mor,    size 
of     child's 
head, 
left  gluteal 
region. 
Lungs   and 
vagina. 


Decidual 
cells     and 
tissue    de- 
bris. 


Pyemia 
chron.  ? 
Tuberculo- 


Tuberculo- 
sis pulm 
chron.  En 
docarditis 
chron. 
Tumor 
uteri. 


Deciduo 
ma    ma- 
lignum. 

Deciduo- 
ma ma 
lignum. 


Sarcoma 
uteri  de- 
ciduo- 
cellulare. 


When 
Reported. 


187?  as  car- 
cinoma, 
1890  as  de- 
ciduoma 
malignum. 


1877  as  car- 
cinoma, 
1890  as  de- 
ciduoma 
malignum. 
1877  as  car- 
cinoma, 
1890  as  de- 
ciduoma 
malignum. 


1889. 


Deciduo- 
ma ma- 
lignum. 


1890. 


Malignant 

decidual 

tumor. 


Sarcoma 
deciduo- 
cellulare 
(Sauger). 


Sarcoma 
hemor- 
rhagi- 
cum 
(Von 
Reck- 
linghau- 
sen); 
sarcoma 
deciduo- 
cellulare 
(Sanger). 


1891. 


1883. 
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onset 


of 
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rhage 


:j<> 


4  mos. 


death 

of 
patie't 


31  mos.  40  mos. 


3    to   4  Still 
weeks,      alive 


Noimal  Egg. 


How 
long  in 
uterus. 


4  mos.. 


Expulsion  to 
onset 


of 
hemor 
rhage. 


0 


9  mos... 


9  mos. 


1      mo. 
a.  m. 


death 
of 

patie't 


6  mos. 


2    mos, 
(from 
ty- 
phus). 


Operations. 


Curet- 
tage. 


6  mos. 


5  mos.. 


13  mos, 


Hyste- 
rec- 
tomy. 


24  mos.  27  mos. 
P- 


P- 

abort, 
and  5 
days  a 
op'r. 


abort. 


2    to    2 
mos. 
P- 
abort. 


6  mos. 
a.  m. 
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Uterine  Tumor. 


Metastatic  Tumors.     Diagnosis     Diagno 

sis. 


Site,  form, 
character. 


Histological  character 


rior     wall 
uterus. 


of 


Interparietal  JNests  of  round  sarcoma 
imorin  ante-i  cells,  arising  probably 
from  connective  tissue. 
possibly  from  decidual 
cells.  Large  giant 
cells  of  various  shapes, 
with  one  or  more  deep- 
ly-staining nuclei,  aris- 
ing from  sarcomatous 
infected,  degenerated 
muscle  calls,  which  can 
penetrate  blood  vt  s- 
sels  and  thus  open  a 
way  for  the  metastasis 
of    the   true   sarcoma 

Tumor  in  ute-  Same  as  I., 
rus  similar  to 
Case  I. 


Location 

and  tological 

character,    character. 


Numerous 
small  hem- 
orrhagic 
nodules  in 
lungs. 
Two  in  an- 
terior wall 
of  vagina. 


Intervas- 
cular    sar 
coma 
nests. 
Large  cells 
in     vessels 
in  the  vagi- 
nal tumor. 


During 
life. 


Tumor  from 
mucosa  and 
adjacent  mus- 
cuiaris. 

Ulcer  in  mu- 
cosa cervicis 
four  cm.  in 
diameter. 
Small  nodules 
between  mu- 
cosa and  mus- 
cular is. 

Walnut-size  tu- 
mor from  pos- 
terior wall 
penetrating 
muscle.  Sur- 
face necrotic. 
Three  nodules 
in  base  and 
two  in  anteri- 
or wall. 


Same  as  I . 


Decidual  elements. 


Groups  of  decidual  cells 
in  pseudo  alveoli.  Or- 
ganized blood  extrava- 
sations. Tumor  cells 
also  penetrate  muscle 
bundles. 


Lungs,  as 
shown  by 
symptoms 


Sarcoma 
uteri 


Tumor,  size  of 
walnut,  in  an- 
terior wall, 
thinning  out  in 
the  sides.  Two 
smaller  inter- 
muscular nod- 
ules. 


Polygonal  cells  with 
large  nuclei  poor  in 
chromatin,  and  larger 
irregular  cells  with 
large  nuclei  rich  in 
chromatin  that  is 
sometimes  in  a  net- 
work, sometimes  flu- 
ent. Cells  are  in  alve- 
olar-like nests  or 
strewn  through  the 
connective  or  muscular 
tissue.  They  penetrate 
the  coats  of  the  vessels 
growing  well  next  the 
intima,  and  also  pene- 
trating it 
Tumor  buds  of  decidual 
cells  grow  into  endo- 
thelial lined  vessels 
Strands  of  epithelial- 
like  decidual  cells, 
without  intercellular 
substance,  covered 
with  endothelium. 
Cell  labyrinths  have 
epithelial  like  cells  and 
more  deeply  staining 
cells  which  seem  to 
come  from  muscle  and 
giant  cells.  Necrosis 
over  tumor.  Elsewhere 
mucosa  preserved.  De- 
cidual cells,  single  or 
in  masses,  penetrate 
muscular  walls. 


Intermus 
cular  nod- 
ules in  ute- 
rine walls 


Accidental 
discovery 
after      ty- 
phus     ab- 
|  dominalis. 
Sarcoma 
uteri    par- 
tim     deci-  partim 
duo-cellu-     deciduo 
lare     post  cellu- 
niyxoma    I  lare. 
chorii. 

Deciduo-      | 

ma  malig 
num. 


Lungs,    pe- 
ricardium, 
spleen, 
submuco- 
sa  of 
stomach 
and    jeju- 
num, con- 
nective 
tissue      of 
pelvis,  va 
gina.  ,ves 
tibule    fe 
mux. 


1894. 


Decidual 
and    giant 
cells  in  va- 
ginal 
masses. 


Deciduo- 
sarcoma 
uteri. 


Deciduo- 
sarcoma 
uteri. 


1894. 


45 
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Group  I. 


Menge, 
II. 


Bacon.... 


•is 


Previous 
Pregnancies. 


Last  Pregnancy. 


Mole. 


Num- 
ber of 
labors. 


Num- 
ber of 
abor- 
tions. 


How 
long  in 
utei  us. 


2  mos . 


9  mos 


Expulsion  to 
onset 


of 
bemor 
rhage. 


6  weeks 


5  weeks 


death 

of 
patie't 


Still 
alive. 


6  mos. 


Normal  Egg 


How 

long  in 
uterus. 


Expulsion  to 
onset 


of 
hemor- 
rhage. 


death 

of 
patie't 


Operations. 


Curet- 
tage. 


0  weeks 
p.  ab 


9    days 
a.  m 


Hyste- 
rec- 
tomy. 


Group  II.— Tumors  composed  of  Elements  derived  from  Chorionic  Villi. 


Kalten- 
bach, 


Gott- 
schalk. 


■12 


Previous 
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Operations. 
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Num- 
ber of 
labors. 

Num- 
ber of 
abor- 
tions. 

How 
long  in 
uterus. 

Expul 
onset 

of 
hemor- 
rhage. 

sion  to 

death 

of 
patie't. 

How 
long  in 
uterus. 

Expul 
onset 

of 
hemor- 
rhage. 

sion  to 

death 

of 
patie't 

Curet- 
tage. 

Hyste- 
rec- 
tomy. 

9 
•> 

4  mos . . 

14  mos. 

15  mos. 
18  mos 

3 

2  mos.. 

0 

13  mos. 

Abort- 
ed. 

Egg  re- 
moved. 
3   later 
cu- 
rette- 
ments. 

a.  m. 
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Uterine  Tumor. 

Metastatic  Tumors. 

Diagnosis. 

Diagno- 
sis. 

Site,  form, 
character. 

Histological  character. 

Location 

and 
character. 

His- 
tological 
character. 

During 
life. 

After 
death. 

When 
Reported 

Round  and  spindle  de- 
cidual cells  in  spaces, 
and  irregular  cells  with 
deeply  staining  nuclei 
penetrating  muscular 
and  connective  tissue. 
Also  giant  cells. 

Large  decidual  cells  of 
irregular  shape  with 
deeply  staining  nuclei, 
siDgle  or  multiple, 
penetrate  muscle  and 
connective  tissue  and 
walls  of  vessels.  Simi- 
lar cells,  but  generally 
round  or  fusiform, 
form  small  tumor 
nests  and  also  lie  in 
masses.  Nucleated 
protoplasmic  rows  and 
other  kinds  of  giant 
cells  are  seen. 

Deciduo- 
sarcoma. 

Deciduo- 
sarcoma 

Deciduo- 
ma   ma- 
lignum. 

1894. 

on        anterior 
wall. 

Soft,      reddish 

Thrombi 
and  small, 
soft     nod- 
ules in 
right     lig. 
lat.      Nod- 
ules to 
three   cen- 
timetres in 
diameter 
in  lung. 

Tumor 
cells      are 
found      in 
thrombi, 
and    pene- 
trate    the 
parame- 
trium  and 
lung  tissue 
and      also 
form      tu- 
mor nests. 

mass  in  the  in- 
ner   layer    of 
the       fundus, 
with   soft   ex- 
crescences on 
the  surface. 

Blastoma  Chorion  Deciduo-cellulare  (Sarcoma  Chorion  Deciduo-cellulare). 


Uterine  Tumor. 

Metastatic  Tumors. 

Diagnosis. 

Diagno- 
sis. 

Site,  form, 
character. 

Histological  character. 

Location 

and 
character. 

His- 
tological 
character. 

During 
life. 

After 
death. 

When 
Reported. 

Villi,  composed  of  a  non- 
vascular stroma  with  a 
nucleated      protoplas- 
mic cover,  lie  in  dilat- 
ed    venous    channels, 
with  whose  walls  they 
form  an  adhesive  con- 
nection. 

The     tumor      elements 
come  from  the  chori- 
onic villi. 

Composed  of  sarcoma- 
tous villi  in  venous 
sinuses.  Epithelium  is 
a  protoplasmic  layer 
with  large,  variously 
shaped  nuclei,  rich  in 
chromatin,  which  form 
axial  buds  that  become 
vacuolated  for  en- 
trance of  stroma. 
Stroma  is  composed  of 
large  cells  with  large, 
fainter-staining  nuclei, 

1    sometimes      multiple. 

1  Mucosa  lacking  over 
tumor. 

Intravascu- 
lar nodules 
in  lungs. 

Metastases. 

Multiple  in 
lungs, 
spleen, 
right    kid- 
ney,    (and 
brain  ?). 
Hemato- 
ma in  kid- 
ney. 

Intrave- 
nous   villi 
similar    to 
those 

found      in 
the  uterus. 

1891. 

interparietal 
mass  in  ante- 
rior wall,  pen- 
etrating to 
plexus  pampi- 
niformis     and 
coming  to  sur- 
face    in     the 
centre.       Rest 
of    surface    is 
covered     with 
decidua.   Four 
nodules  in  fun- 
dus. 
Felt  like 

Sarcoma 
mucosae 
corp.  uteri. 

Sarcoma 
chorion- 
deciduo- 
cellulare 

Sarcoma 
chorion  - 
deciduo- 
cellulare 
(Sanger). 
Sarcoma 
chorion- 
deciduo- 
cellu- 
lare. 

1891. 
1893. 

masses     from 
uterine       mu- 
cosa. 

Tumor       com- 
posed of  soft, 
red  excres- 
cences project- 
ing from    pla- 
cental site    in 
fundus        and 
penetrating 
uterine  wall  to 
three  millime- 
tres of  serosa. 
Soft  intermus- 
cular nodule  in 
left  horn. 

Villi  in  ve- 
nous    sin- 
uses  com- 
posed     of 
epitheli- 
um. 
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Group  II. 


B 

« 
o 
£ 

w 

a 

0 
25 

Previous 

Last  Pregnancy. 

Operations. 

Pregnancies. 

Mole. 

Normal  Egg. 

6 

Num- 
ber of 
labors. 

Num- 
ber of 
abor- 
tions. 

How 

long  in 
uterus 

Expul 
onses 

of 
hemor- 
rhage. 

sion  to 

death 

of 
patie't. 

How 
long  in 
uterus. 

Expul 
onset 

of 
hemor- 
rhage. 

siou  to 

death 

of 
patie't. 

Curet- 
tage. 

Hyste- 
rec- 
tomy. 

4 

5 

Koett- 
nitz- 
Schmorl. 

Schmorl, 
II. 

•> 

9  mos . . 
9  mos  . 

0 

3  mos. 

- 

2£  mos. 
6  mos  . 

1  mo. 
p.p. 

have  in  mind  chiefly  the  decidual  cells.  There  is  no  definite 
decidual  tissue.  The  mass  of  peculiar  cells  with  their  intercellu- 
lar framework  is  the  "  decidua."  Hence  the  name  deciduoma 
does  not  imply  the  presence  of  glands  and  vessels  in  the  tumor. 

Since  the  name  "  deciduoma  "  describes  the  nature  and  origin 
of  the  tumor  without  implying  anything  concerning  the  origin 
of  the  decidual  cells,  I  therefore  prefer  to  retain  it  as  a  pro- 
visional name  until  the  nature  of  the  new  growth  is  better  deter- 
mined. 

Without  attempting  a  general  discussion  of  the  clinical  fea- 
tures of  the  tumor,  a  word  may  be  added  concerning  the  progno- 
sis. All  cases  have  terminated  fatally  except  two  which  have 
been  reported  this  year.  In  one  of  these  cases,  that  of  Nove- 
Josserand,  the  uterus  has  been  removed.  In  three  previous 
cases  this  operation  was  done  in  vain.  Its  result  in  this  case 
will  be  watched  with  much  interest.  The  other  non-fatal  case 
was  Menge's  patient,  who  received  a  simple  curettement  of  the 
uterus.  The  justification  of  this  palliative  operation  was,  of 
course,  the  uncertainty  of  diagnosis,  and  the  further  report  from 
this  case  will  be  of  special  interest. 

Thirteen  of  the  eighteen  fatal  cases  have  terminated  within 
seven  months  of  the  expulsion  of  the  egg  or  mole.  Of  the 
remaining  five  cases  those  of  Gottschalk  and  Pfeiffer  died  in 
thirteen  and  fourteen  months  respectively,  Kaltenbach's  patient 
died  in  eighteen  months,  Lohlein's  lived  forty  months  from  the 
expulsion  of  the  mole,  while  the  data  are  not  given  in  one  case  of 
Pestalozza's.     There  seems  to  be  no  marked  difference  in  the 
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Uterine  Tcmor. 

Metastatic  Tumors. 

Diagnosis. 

Diagno- 
sis. 

Site,  form, 
character. 

Histological  character. 

Location 

and 
character. 

His- 
tological 
character. 

During 
life. 

After 
death. 

When 
Reported. 

Soft,  red, 
spongy   mush- 
room      mass, 
one     centime- 
tre thick,  with 
necrotic     sur- 
face,   projects 
from      fundus 
and  penetrates 
to    five    milli- 
metres  of   se- 
rosa. Two  soft 
intermuscular 
nodules  in  pos- 
terior and  left 
walls,      which 
are  connected 
with  tumor. 

Placental   and   decidual 
elements. 

Placental   and   decidual 
elements. 

Small 
hemor- 
rhagic   tu- 
mors       in 
lungs. 
Throm- 
bosed vein 
and      also 
nodule     in 
lig.     lat. 
Varix-like 
masses    in 
vagina. 

Same       as 
uterine  tu- 
mor. 

Destructive 
placental 
polyp  with 
metro- 
phlebitic 
symptoms. 

Blastoma 
chorion- 
deciduo- 
cellu- 
lare. 

Blastoma 
chorion- 
deciduo- 
cellu- 
lare. 

1893. 
1893 

course  of  the  disease  between  the  cases  of  the  first  group,  char- 
acterized by  decidual-cell  tumors,  and  those  of  the  second  group, 
whose  tumors  are  formed  of  villous  elements.  While  the  rapid 
progress  of  the  tumor  in  the  majority  of  the  cases  shows  that  it 
is  one  of  the  most  malignant  of  new  growths,  this  review  also 
indicates  that  it  possesses  varying  degrees  of  malignancy.  The 
future  study  may  make  this  fact  more  evident. 

We  may  express  the  results  of  this  discussion  in  the  following 
Conclusions. —  1.  There  is  a  uterine  tumor,  arising  from  the 
placental  site  during  pregnancy,  or  possibly  shortly  after  the  ex- 
pulsion of  a  normal  egg  or  hydatid  mole,  composed  of  decidual 
cells  which  penetrate  the  uterine  wall  and  are  found  single,  in 
rows  or  masses,  or  growing  into  more  regular  structural  nests, 
and  which  penetrate  vascular  walls,  thus  causing  hemorrhages 
and  leading  to  the  formation  of  metastases  in  other  organs,  es- 
pecially in  the  lungs. 

2.  The  penetrating  tumor  cells  cause  degeneration  of  muscu- 

Note. — The  foregoing  table  on  pages  704-709,  containing  summaries  of  the 
clinical  histories  and  the  results  of  the  macroscopic  and  microscopic  examina- 
tions, may  serve  better  than  more  extended  extracts  of  the  cases.  As  has  been 
explained  in  the  discussion,  the  classification  into  the  two  groups  is  based  upon 
the  histological  structure  of  the  tumor. 
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lar  fibres,  which  then  often  resemble  the  tumor  cells,  but  there 
is  no  true  transformation  of  muscle  cells  into  tumor  cells 

3.  The  tumor  cells  do  not  arise  from  the  vascular  endothelium. 

4.  The  various  forms  of  the  true  tumor  cells  are  from  a  com- 
mon source,  and  the  variations  in  form  are  due  to  different  con- 
ditions of  growth. 

5.  The  hydatid  mole,  which  is  very  frequently  found  in  these 
cases,  predisposes  to  the  growth  of  the  tumor  by  diminishing 
the  resistance  of  the  uterine  tissue  to  the  invasion  of  the  de-. 
cidual  cells. 

6.  Certain  uterine  tumors,  forming  another  group,  resemble 
these  in  clinical  history,  but  are  composed  of  more  or  less 
changed  chorionic  villi  that  grow  in  venous  sinuses  and  form 
metastatic  growths  similar  to  those  in  the  uterus. 

In  conclusion  I  wish  to  thank  Prof.  Chiari  sincerely  for  giv- 
ing me  the  case  to  study  and  for  his  friendly  support  during  the 
investigation. 

Prague,  December,  1894. 
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OPERATIVE  TECHNIQUE  IN  VAGINAL   HYSTERECTOMY.1 


C.  JACOBS,  M.D., 

Brussels,  Belgium. 


(With  thirteen  illustrations.) 


Hysterectomy  and  ablation  of  the  adnexa  by  the  vagina  is  in- 
dicated in  cases  of  cancer  of  the  uterus,  uterine  tumors,  diseased 

1  Translated  by  R.  Stansbury  Sutton,  M.D.,  Surgeon  to  Terrace  Bank  Hos- 
pital for  Women,  Allegheny,  Pa. 
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conditions  of  the  uterine  appendages,  periuterine  suppurations 
and  suppuration  about  the  appendages,  and  for  periuterine  tumors. 
The  procedure  may  be  modified  in  several  particulars,  thus: 

1.  If  the  uterus  is  slightly  or  not  at  all  adherent,  if  it  is 
small,  we  have  recourse  to  a  simple  hysterectomy,  without  mor- 
cellation  or  preliminary  section.  Hemorrhage  from  the  liga- 
ments can  be  controlled  progressively  from  below  upward,  if  the 
uterus  cannot  be  inverted,  or  from  above  downward  after  invert- 
ing the  organ,  behind  or  in  front. 

2.  If  the  uterus  is  large,  slightly  or  not  at  all  adherent,  hys- 
terectomy can  be  done  by  antero-posterior  section. 

3.  If  the  uterus  is  completely  adherent  or  very  large,  "  mor- 
cellement"  of  the  organ  should  be  done. 

P  re-operative  measures. — It  is  wise,  as  before  any  grave  ope- 
rative procedure,  to  examine  carefully  and  at  different  times  the 
urinary  secretion.  Should  it  contain  albumin  or  sugar  the 
prognosis  will  always  be  serious,  and  the  surgeon,  unless  from 
absolute  necessity,  should  put  off  the  operation  and  turn- his 
attention  to  the  renal  disease. 

Operation  having  been  decided  upon,  vaginal  injections  of  a 
weak  bichloride  solution  should  be  prescribed  three  or  four  times 
a  day  for  several  days.  A  carbon ate-of -soda  bath  should  be 
given  the  night  before,  the  vulva  shaved,  and  the  vagina  scrubbed 
with  green  soap.  A  purgative  should  be  given.  On  the  morn- 
ing of  the  operation  the  bowels  should  be  moved  by  a  simple 
enema. 

The  patient  being  placed  upon  the  table,  the  field  of  operation 
should  be  scrubbed  with  a  brush  and  green  soap — pubes,  but- 
tocks, perineum,  vulva,  and  vagina — then  washed  with  sterilized 
water,  solution  of  bichloride  1  :  1000,  alcohol,  ether,  and  lastly 
with  fresh  sterilized  water.  I  am  in  the  habit  of  enveloping  the 
legs  of  patients  up  to  the  middle  of  the  thigh  in  long  stockings 
padded  on  the  inside,  and  these  stockings  are  left  on  for  three 
days.  During  the  operation  the  parts  surrounding  the  field  of 
operation  are  kept  covered  with  aseptic  towels. 

I  do  all  vaginal  hysterectomies  with  the  patient  in  the  dorso- 
sacral  position,  the  legs  held  well  up  over  the  abdomen  by  a 
holder.  My  assistants  are  thus  never  occupied  with  the  legs  of 
the  patient,  and  do  not,  during  the  operation,  soil  their  hands  by 
replacing  the  patient  in  position. 

Instruments. — The  armamentarium  is  not  complicated.  By 
preference  I  make  use  of  three  vaginal  retractors — the  pos- 
terior retractor  of  Auvard  and  the  lateral  retractors  of  Engel- 
mann.  They  are  very  short,  and  present  in  their  length  a 
concavity  which  adapts  itself  very  well  to  the  walls  of  the 
vagina ;  the  right  angle  which  they  form  with  the  handle  pre- 
sents a  concavity  which  moulds  it  to  the  labia  majora.  The 
handle  itself  at  its  anterior  third  is  in  the  shape  of  a  ring,  which, 
when  the  thumb  is  passed  through  it,  permits  the  instrument 
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or  rean  ^igb.  ,2  3,  4).  A  pair  of  strong  scissors  curved  on  the 
flat*  needed  also  four  to  six  forceps  for  traction,  three  very  so" 
(Fig.  5);   a  long  three-toothed  dissection  forceps;  eight  to  ten 


Fig.  l. 


Fig. 


medium  sized  forceps,  a  sound  (Fig.  6),  a  Pkqnelin  cautery  and  in 

'urn      iZfeZ'k  T^f  entS  f°r,  ^™  ihe  bladder  «"  ~ 
turn      1  have  had  made  forceps  of  different  patterns,  eighteen  and 


Fig.  3. 


a  half,  twenty,  and  twenty-three  centimetres  in  length  (Fio-  7)  • 
Ihe  first  are  used  in  securing  the  uterine  arteries,  the  second 
tor  securing  the  lower  part  of  the  broad  ligaments,  and  the  third 

ZttlUTrTrt  ViQy  a."  haVe  the  Same  Ja™  (f0"r  centi- 
metres), all  the  handles  unite  at  the  vulva  without  incommod- 
ing the  patient.  If  the  forceps  all  had  the  same  length  the 
rings  on  the  handles  would  be  found  at  different  heights  and 
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would  take  up  more  room.  All  these  instruments  should  be 
most  thoroughly  sterilized.  During  the  operation  there  should 
be  at  hand  aseptic  tampons  to  stop  hemorrhage  and  for  sponging. 
The  dressing  of  the  wound  should  be  done  with  aseptic  gauze. 
I  powder  the  raw  surfaces  with  iodoform  previous  to  applying 
the  dressings. 

Simple  Hysterectomy,  Uterus  Movable  and  not  Large. — 
1.  Having  placed  the  vaginal  retractors  in  position,  each  lip  of 
the  cervix  is  seized  with  a  tenaculum  forceps  and  the  uterus  is 
pulled  down  as  far  as  possible.     Grasping  the  tenacula  in  the 


Fig.  4. 

left  hand,  a  circular  incision  is  made  upon  the  vaginal  portion 
of  the  cervix  by  the  thermocautery  held  in  the  right  hand. 
Hemorrhage  is  thus  avoided  and  there  is  great  rapidity  of 
execution.  Further  on  we  will  see  the  advantages  of  this. 
This  circular,  incision  is  carried  only  beneath  the  connective 
tissue  of  the  cervix. 

2.  Laying  aside  the  cautery,  the  cervix  is  detached  from  the 
bladder  in  front  and  the  rectum  behind  by  the  finger.  In  this 
wray  the  peritoneal  cul-de-sac  is  reached,  and  the  operation  is 
continued  either  with  the  finger  or  the  scissors. 


Fig.  5. 


3.  Two  small,  medium-sized  forceps  then  secure  the  uterine 
arteries.  The  forceps  being  locked,  the  cervix  is  freed  by  two 
cuts  of  the  scissors.  During  this  time,  and  up  to  the  end  of  the 
operation,  the  tenacula  are  in  the  hands  of  an  assistant,  who 
makes  strong  traction  with  them. 

When  the  cervix  is  freed,  if  the  uterus  be  small,  it  can  be 
inverted  in  front  or  behind.  It  is  sufficient  for  this  to  intro- 
duce two  fingers  into  the  opposite  cul-de-sac  and  push  the  body 
of  the  uterus  toward  the  cervix.  It  is  then  seized  with  a  tena- 
culum and  drawn  outside,  making  with  the  cervix  a  very  acute 
angle. 
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4.  The  fundus  draws  with  it  the  broad  ligaments  and  the  ap- 
pendages. Two  medium-sized  forceps  are  placed  upon  each 
side,  and  an  incision  is  then  made  with  the  scissors  in  the  long 
axis  of  the  uterus.  Following  this,  as  the  uterus  will  have  been 
inverted  in  front  or  behind,  the  forceps  will  be  placed  from 
above  downward  or  from  below  upward  on  the  broad  ligaments. 
The  hysterectomy  will  be  completed  by  the  section  of  the  liga- 
ments. We  will  then  have  placed  three  medium-sized  forceps 
on  the  right,  three  on  the  left,  and  two  above  on  the  ligaments 
and  appendages. 

5.  The  tubes  and  ovaries  can  then  be  found  with  the  fingers ; 


Fig.  6. 


they  can  be  freed,  if  there  are  any  adhesions,  and  drawn  out- 
side. The  two  forceps  above  can  be  easily  replaced  by  a  strong 
medium-sized  forceps,  which  will  hold  the  ligament  at  its  base 
and  permit  the  removal  of  the  appendages.  Then,  after  a 
thorough  washing  with  sterilized  water  and  drying  with  a  steril- 
ized pad,  I  put  on  the  dressings  without  paying  any  further  atten- 


FlG. 


tion  to  the  peritoneum  or  the  old  method  of  vagino-peritoneal 
sutures. 

Dressings. — A  pledget  of  sterilized  gauze  is  placed  in  the 
wound  so  as  to  cover  the  jaws  of  the  forceps.  Other  gauze 
serves  to  protect  the  vaginal  walls.  A  thick  layer  of  padding  is 
placed  on  the  external  portion  of  the  instruments,  and  all  is  held 
in  place  by  a  strongly  tied  knot.  A  self-retaining  catheter  is 
placed  in  the  urethra,  the  patient  is  put  to  bed,  and  the  legs 
kept  separated  and  raised  up  by  means  of  pillows  and  bandages. 

The  forceps  are  removed  forty-eight  hours  later  very  carefully, 
the  gauze  dressings  in  the  vagina  are  removed  with  equal  care  ; 
the  self-retaining  catheter  is  left  in  place.  On  the  third  day  a 
purgative  is  given,  the  last  piece  of  gauze  is  removed.     Aseptic 
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vaginal  douches  are  prescribed  every  two  or  three  days.  My 
patients,  as  a  general  thing,  get  up  in  five  or  six  days,  and  usually 
the  vaginal  wound  is  healed  in  about  twenty-four  days. 

Technical  details.  Thermocautery. — T4ie incision  through  the 
vaginal  mucous  membrane  by  the  thermocautery  knife  offers 
not  only  the  advantage  of  avoiding  hemorrhage  at  the  time  of 
operation,  but  it  assures  also — more  than  an  ordinary  knife  can 
do — continuous  drainage  afterward.  In  short,  union  of  the  lips 
of  the  wound  by  first  intention  being  impossible,  the  opening 
remains  patent  and  permits  drainage  of  fluids.  After  the  use 
of  the  knife  alone  one  often  has  to  regret  peritonitis,  due  to  the 
retention  of  materials  brought  about  by  union  of  the  lips  of  the 
wound  and  the  early  closure  of  the  vagina.  Even  if,  after  the 
employment  of  the  knife,  drainage  could  be  assured,  pelvo- 
vaginal  dressings  are  required  for  several  days,  all  of  which  are 
rendered  unnecessary  by  this  method  of  procedure. 

Cancer  of  the  cervix. — It  is  best,  in  case  of  cancer  of  the  cer- 
vix, to  curette  the  diseased  tissue  and  afterward  grasp  it  firmly 
with  tenacula.     In  place  of  using  two  tenacula  I  employ  five  or 
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six,  in  order  to  distribute  the  violence  of  traction  and  to  avoid 
lacerating  the  tissues. 

First  incision. — I  have  said  that  the  first  incision  should 
keep  on  the  vaginal  cervix,  for  there  is  nothing  easier  than  pene- 
trating the  bladder  or  the  rectum  if  one  deviates  from  the  vagi- 
nal portion. 

Opening  the  culdesae.— Detaching  the  cervix  and  opening 
the  cul-de  sac  is  done  with  the  finger.  Before  this  it  is  often 
necessary  to  make  use  of  the  scissors.  Here  also  it  is  necessary 
to  keep  as  close  as  possible  to  the  uterus,  and  not  to  open  the 
peritoneum  against  the  bladder  or  the  rectum.  The  immediate 
inconvenience  will  be  but  little,  but  afterward,  when  the  peri- 
toneum of  the  cul-de-sac  is  reunited,  the  very  greatest  discomfort 
from  distention  of  the  bladder  will  follow. 

Opening  of  the  bladder  or  rectum. — If  the  bladder  or  rec- 
tum should  happen  to  be  opened,  the  best  thing  to  do  is  to  close 
it  immediately,  or,  in  case  you  cannot  succeed  in  this,  it  should 
be  done  at  a  later  operation. 

Progressive  " pincement "  of  the  broad  ligaments. — If  the  body 
of  the  uterus  cannot  be  inverted  either  in  front  or  behind,  after 
having  freed  the  cervix,  two  or  three  forceps  should  be  placed 
on  the  ligaments  on  either  side  (always  guiding  the  forceps  with 
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two  fingers  passed  into  the  peritoneal  cul-de-sac)  until  the  uouer 
portion  of  the  ligament  is  reached.     Each  time  that  a  force  s  is 
put  on,  the  corresponding  portion  of  the  uterus  should  be  freed 
by  the  scissors.     Pace  a  forceps  alternately  on  the  nVht  and 
left,  or,  better,  catch  up  all  the  ligament  oiioiip  «£?«  IV- 
attention  to  the  ligament  on  the  oLT^Ti^hftrS^n 
as  the  end  of  the  ligament  is  reached,  the  fundus  uter   is  seized 
frXd  Tf^  aDd!  hem01'r\V  f^m' the  opposite  ligament  coit 
trolled  by  two  or  three  medium-sized  forceps.     For  the  puroose 
of  preventing  hemorrhage,  forceps  with  long  jaws  are  soSes 
used  to  grasp  the  entire  ligament.     I  have  abandon* Ub£ Z 
cedure,  believing  that  hemorrhage  can  be  controlled  morfsurelv" 
with  smaller  or  shorter-jawed  instruments.     Lastly,  the  fore epI 
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organ.  P  PO'tlon  of  ln'<*tine  or  some  other  pelvic 

^ltlVLttTatim-~Jhh  Siml*  hysterotomy  em- 

for  ta  comp Son   TI    fh:;neaC\Step  takeS  0ne  t0  tw0  m'nnt<» 
minutes  TSf  i he  operation  ean  easily  be  done  in  six 

Vaginal  Hysterectomy  by  Single  or  Multiple  Sfttt™ 

view  here  all  th»  „T  ™g'  i»-     It  is  not  my  intention  to  re- 

sXeTt  to    ay0nt  fo^fl^Ti;0  I'1'"  T^ V™  in  itS  fa™ 
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hysterectomy.  It  is  the  same  for  submucous  fibromata,  which 
can  more  often  be  removed  by  or  from  the  uterine  cavity  with- 
out primary  or  secondary  hysterectomy. 

According  to  the  location  of  the  fibroma  or  fibromata,  we 
will  find  the  cervix  uteri  in  its  normal  place  or  turned  to  the 
right  or  to  the  left,  in  front  or  behind.  In  the  first  case  the 
fibromata  are  situated  or  developed  in  the  upper  part  of  the 
uterine  walls;  in  the  other  cases  they  are  situated  either  between 
the  layers  of  the  broad  ligaments  or  in  the  lower  part  of  the 
uterine  walls. 

When  the  fibromata  are  developed  between  the  layers  of  the 
broad  ligaments  we  should  always  remove  the  tumor  piecemeal 
before  we  can  do  a  hysterectomy;  when  they  are  developed  in 
the  walls  of  the  uterus,  ablation  of  the  tumor  and  its  matrix 
are  done  simultaneously. 

For  this  operation  we  shall  have  to  add  several  instruments 
to  our  previous  armamentarium — several  tenacula  of  different 
styles,  and  twenty  medium  sized  forceps  of  all  dimensions  (Figs. 
8  and  9). 

Operation. — First  and  second  steps  :  The  first  two  steps  in  the 


Fig.  11. 


operation — that  is  to  say,  the  incision  into  the  vaginal  mucosa  of 
the  cervix  and  the  detaching  of  the  cervix — are  done  precisely  as 
in  the  preceding  description.  The  cervix  having  been  disen- 
gaged up  to  the  internal  os,  we  place  our  two  small  forceps  on 
the  uterine  arteries  and  free  the  cervix  with  scissors. 

Third  :  If  the  tumor  is  not  too  large  there  is  an  advantage  in 
proceeding  according  to  the  method  of  Doyen,  as  follows  : 

After  opening  the  peritoneal  cul-de-sac  a  retractor  is  intro- 
duced into  the  cul-de-sac  anteriorly  for  the  purpose  of  protecting 
the  bladder.  Then  placing  two  tenacula  on  the  lips  of  the  cer- 
vix laterally,  a  section  of  the  cervix  and  anterior  wall  is  made 
by  the  scissors  from  before  backward,  up  to  the  fundus  of  the 
organ.  As  soon  as  this  section  is  completed  each  lip  of  the  in- 
cision is  strongly  pulled  out  by  means  of  tenacula  placed  succes- 
sively higher  and  higher,  for  the  purpose  of  producing  a  veritable 
ectropion  of  the  whole  organ  by  an  antero-posterior  section. 

Fourth  :  The  uterus  and  the  tumor  or  tumors  coining  down 
into  the  vagina,  several  forceps  are  rapidly  placed  upon  the  liga- 
ments and  appendages,  and  a  section  is  made  with  the  scissors 
close  to  the  uterine  walls. 

Fifth  :  If  the  tumor  is  too  large,  in  place  of  only  making  a 
single  section  of  the  anterior  wall  it  is  bifurcated,  the  uterine 
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tissue  forming  a  V-shape,  which  is  drawn  out  en  bloc  or  piece- 
meal before  the  fundus  of  the  organ  is  reached. 

In  these  procedures  forcipressure  is  consecutive  to  the  opera- 
tion proper.  This  operation  takes  from  ten  to  twenty  minutes. 
The  dressings  and  after-treatment  are  the  same  as  for  the  opera- 
tion previously  described. 

Hysterectomy  "par  Morcellement"  in  cases  or  Fibromata. 
— If  the  tumor  is  very  large  the  proceedings  we  have  just  de- 
scribed are  futile,  and  we  must  have  recourse  to  removing  the 
tumor  piecemeal. 

Pean'a  method.— Kemoval  piecemeal  will  be  done  by  small 
incisions,  after  disengaging  the  cervix  and  securing  the  uterine 
arteries  with  forceps.  The  anterior  and  posterior  culs-de-sac 
being  opened,  the  cervix  is  cut  transversely  for  the  purpose  of 
making  two  flaps,  an  anterior  and  a  posterior.  This  last  is  done 
at  once  by  scissors. 

A  forceps  is  placed  on  the  most  accessible  portion  of  the  liga- 
ments as  high  up  as  possible  on  each  side,  and  the  section  is 
made  as  near  the  uterus  as  possible.     A  part,  large  or  small,  of 


Fig.  12. 


the  uterus  is  freed  in  this  way,  and  is  taken  out  either  in  pieces 
or  en  bloc,  according  to  its  size ;  each  section  is  preceded  by 
placing  a  tenaculum  on  that  part  of  the  organ  next  to  the  part 
thatis  to  be  cut.  Morcellement  is  done  either  by  scissors  or  knife 
(Figs.  10  and  11).  By  continuing  thus,  whether  on  the  anterior 
or  posterior  surface,  the  fundus  is  gradually  reached.  This  is  re- 
moved, and  the  appendages  also  in  the  manner  I  have  already 

described.  .  , 

The  fibromatous  nuclei  are  taken  out  as  soon  as  met  with,  and 
it  is  worthy  of  remark  that  the  debris  of  tumors  or  of  the  uterus 
grows  larger  and  larger  as  the  operation  proceeds.  According 
to  the  case,  certain  modifications  in  the  method  of  procedure 
can  be  utilized.  . 

When  the  tumor  is  posterior  the  whole  anterior  wall  can  be 
taken  away  up  to  the  fundus  uteri,  and  the  posterior  wall  can 
be  taken  out  piecemeal  from  above  downward  from  the  base  to 
the  cervix,  after  the  modification  of  Kichelot.  When  the  fibro- 
ma is  developed  in  the  layers  of  the  ligaments,  or  if  by  trac- 
tion on  the  cervix  the  uterus  does  not  come  down,  traction 
forceps  should  be  placed  on  the  right  and  left,  and  enucleation 
done  by  vertical  or  oblique  section  in  the  median  line.     This 
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is  the  conoidal  method  of  Segond.  I  have  been  compelled  to 
enucleate  the  organ  in  one  case  by  taking  out  "  coins"  or  wedge- 
shaped  pieces  having  a  central  base.  M tiller,  after  the  uterus  is 
detached,  cuts  it  into  two  symmetrical  parts  from  below  upward 
and  places  forceps  on  the  end  of  each  half  or  part.  Quenu  di- 
vides the  cervix  into  two  lateral  halves  ;  then,  by  progressive 
traction,  he  draws  down  one  part,  upon  which  he  continues  to 
make  antero-posterior  sections,  and  so  on. 

Last  step  :  The  removal  of  the  appendages,  the  dressings  and 
after-treatment,  differ  in  no  respect  from  that  given  in  the  pre- 
vious description. 

It  is  thought  that  this  operation  cannot  be  done  with  the  same 
rapidity  described  in  the  previous  operations.     This  all  depends 


Fig.  ] 3.— Jacobs'  operating  table  for  vaginal  hysterectomy. 

on^the  size  of  the  tumor ;  thus  it  may  last  from  fifteen  minutes 
to  an  hour  and  a  half. 

Hysterectomy  "  par  Morcellement  "  in  Pelvic  Suppuration. 
— Assume  the  small  pelvis  to  be  occupied  by  a  mass  made  up  of 
the  appendages  and  the  adjacent  organs,  in  which  the  uterus  is 
enclosed.  The  question  then  is  to  get  the  uterus  out.  and,  if 
possible,  the  appendages,  in  order  to  open  the  pus  pockets  and 
permit  of  drainage.  As  the  uterus  cannot  be  brought  down  be- 
cause of  adhesions,  the  incision  into  the  vaginal  mucous  mem- 
brane, done  as  I  have  before  described,  presents  more  difficulties. 
Releasing  the  cervix  and  securing  the  uterine  arteries  is  done 
the  same  as  before.  These  preliminaries  over,  the  removal  of 
the  cervix  is  immediately  accomplished,  and  tenacula  grasp  the 
body  of  the  uterus.  The  operation  is  then  continued  by  succes- 
sive steps  or  stages,  done  with  great  care.     Each  step  compre- 
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bends  the  liberation,  by  means  of  the  finger,  of  the  anterior  and 
posterior  walls  of  the  uterus,  the  pinching  up  of  a  portion  (large 
or  small)  of  the  broad  ligaments,  la  section  eqicivalente  of  these 
ligaments,  the  excision  by  fragments  of  the  corresponding  por- 
tion of  uterine  tissue.  It  is  important  never  to  lose  sight  of  the 
cavity  of  the  uterus,  and  for  its  position  to  be  determined  by 
the  uterine  sound.  When  the  fundus  uteri  is  reached  two  me- 
dium-sized forceps  grasp  the  appendages  ;  section  is  made  inter- 
nally by  the  forceps.  It  often  happens,  at  the  beginning  of  the 
operation,  that  pus  pockets  are  opened  near  the  uterus.  The 
•finger,  which  is  the  guide  to  the  whole  operation,  will  easily 
find  the  position  of  these  pockets  and  will  open  them  as  soon 
as  possible.  Some  pockets  may  communicate  with  the  intestines 
or  bladder,  but  this  is  very  rare.  The  surgeon  need  not  bother 
himself  about  these,  for  the  fistulse  should  close  up  quite  rapidly 
after  the  operation  (fifteen  to  twenty  days).  As  soon  as  the 
uterus  is  removed  it  becomes  necessary  to  attempt  the  removal 
of  the  appendages.  Here  the  operation  becomes  delicate,  diffi- 
cult, and  demands  the  greatest  patience.  I  have  often  been  able 
to  demonstrate  that  here,  as  in  the  case  of  abdominal  section, 
these  adherent  appendages  can  be  freed  by  doing  clivage.  Coils 
of  intestine  can  be  drawn  down  into  the  vagina  (with  the  appen- 
dages), and  the  adhesions  can  be  broken  up  without  danger  by 
scissors  or  thermocautery, after  which  the  intestines  are  returned 
to  the  abdominal  cavity.  If,  however,  all  the  efforts  of  the  sur- 
geon cannot  free  them,  he  should  decide  to  leave  them,  after 
having  incised  them  in  order  to  permit  of  drainage.  Likewise, 
if  the  fundus  of  the  uterus  be  very  adherent  to  the  intestines  and 
there  is  danger  in  continuing  the  extirpation,  it  will  be  necessary 
to  abandon  it — a  procedure  that  presents  few  inconveniences  if 
all  the  neighboring  pus  cavities  are  opened.  However,  it  has 
happened  that  these  residues  thus  abandoned  have  by  degrees 
brought  on  new  complications.  Dressings  and  after-treatment 
are  the  same  as  for  the  preceding  operations. 
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Stated  Meeting,  March  5th,  1895. 

The  President,  Bache  McE.  Emmet,  M.D.,  in  the  Chair. 

Dr.    George  C.  Freeborn  presented  several  specimens,  as 
follows : 

OVARIAN    HYDROCELE. 

Bland  Sotiw,  in  his  work  on  the  "Surgical  Diseases  of  the 
Ovaries   and   Tubes,"  describes   a   form    of   tubo-ovarian   cyst 
46 
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under  the  name  of  ovarian  hydrocele.  According  to  this  author 
these  cysts  have  the  following  characteristics:  "1.  The  Fallo- 
pian tube  opens  by  its  abdominal  ostium  into  a  sac  on  the  poste- 
rior aspect  of  the  broad  ligament. 

"2.  The  tube  is  elongated,  dilated,  and  tortuous,  the  general 
outline  resembling  •  a  retort  with  a  convoluted  delivery  tube.' 

•"  •">.   As  a  rule  there  is  no  evidence  of  inflammation. 

"4.  In  small  cysts  the  ovary  will  be  found  projecting  on  the 
floor  of  the  sac.  In  larger  specimens  it  will  be  incorporated 
with  the  wall  of  the  cyst,  and  in  very  large  specimens  is  unrec- 
ognizable." 

In  the  human  subject  the  ovary  lies  in  a  shallow  recess  in  the 
mesosalpinx,  the  ovarian  sac.  In  many  of  the  lower  animals 
this  sac  is  much  more  pronounced,  and  in  some  it  completely 
envelops  the  ovary.  Its  cavity  communicates  with  that  of  the 
peritoneum  by  a  small  opening.  In  rats  and  mice  the  abdom- 
inal ostium  of  the  tube  opens  directly  into  the  sac. 

Ovarian  hydrocele  in  the  human  subject  is  probably  due  to 
an  exaggeration  of  the  folds  of  the  peritoneum  forming  the 
walls  of  the  normal  ovarian  recess.  These  folds,  extending 
around  the  ovary,  completely  enclose  it  and  include  the  fimbri- 
ated end  of  the  tube.  Fluid  accumulating  in  this  now  closed 
sac  causes  distention  and  thinning  of  the  wall  of  the  sac,  and 
finally  the  pressure  of  the  fluid  may  be  the  cause  of  the  disap- 
pearance of  the  ovary.  The  Fallopian  tube  is  found  drawn  out 
and  adherent  to  the  upper  surface  of  the  cyst  wall,  its  fimbriated 
end  being  lost  in  its  Mali.  Upon  section  of  the  cyst  the  ab- 
dominal opening  of  the  tube  is  found  to  open  directly  into  the 
cavity  of  the  cyst,  the  edges  of  the  opening  being  bordered  by 
a  radiating  zone  of  elongated  and  thin  fimbriae  which  are  adhe- 
rent to  the  internal  surface  of  the  cyst. 

I  present  two  specimens,  removed  from  the  same  woman,  that 
answer  to  the  above  description  of  ovarian  hydrocele. 

The  first  specimen  is  from  the  right  side  of  the  uterus.  It  is 
a  pear-shaped  cyst  with  thin  walls.  Its  external  surface  is  rough 
from  adhesions.  It  measures  ten  centimetres  in  its  long  and 
seven  and  a  half  centimetres  in  its  short  diameter.  The  tube, 
which  is  elongated  and  tortuous,  is  firmly  adherent  to  the  sur- 
face of  the  cyst,  its  fimbriated  end  being  lost  in  the  cyst  wall. 
Dissection  of  the  specimen  shows  the  lumen  of  the  tube  open- 
ing directly  into  the  cavity  of  the  cyst,  the  edges  of  the  opening 
being  surrounded  by  a  radiating  zone  of  thin,  elongated  folds. 
These  folds  upon  microscopic  examination  prove  to  be  thinned- 
out  and  elongated  fimbria?.  Xo  traces  of  the  ovary  could  be 
found  in  this  specimen. 

The  second  specimen  is  from  the  left  side.  It  is  an  oval- 
shaped  cyst  with  thin  walls.  It  measures  eleven  centimetres  in 
its  long  and  eight  centimetres  in  its  short  diameters.  Its  exter- 
nal surface  is  rough  from  adhesions.     The  Fallopian  tube,  very 
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much  enlarged,  elongated,  and  tortuous,  is  adherent  to  the  sur- 
face of  the  cyst,  its  fimbriated  end  merging  into  the  cyst  wall. 
Dissection  of  the  specimen  shows  a  similar  condition  to  that 
found  in  the  first  specimen.  The  structure  of  the  radiating  folds 
around  the  opening  of  the  tube  was  apparent  to  the  unaided 
eye.  The  remains  of  an  ovary  are  attached  to  the  wall  of  the 
cyst  at  its  internal  side. 

To  show  how  this  form  of  cyst  differs  from  those  usually 
found  in  this  region,  I  also  present : 

1.  A  specimen  of 

CYST   OF    THE    PAROVARIUM. 

In  this  specimen  the  dilated  Fallopian  tube,  with  its  fimbriated 
end  occluded  and  rounded  off,  is  adherent  to  the  surface  of  the 
cyst.  The  cyst,  which  is  thin-walled,  oval  in  shape,  lies  in  the 
mesosalpinx  between  the  tube  and  ovary.  The  tube  is  laid  open 
longitudinally  and  shows  its  lumen  dilated  and  its  walls  thinned. 
There  is  no  communication  between  it  and  the  cavity  of  the 
cyst. 

2.  A  specimen  of 

TUBO-OVARIAN    CYST. 

The  cyst,  which  is  of  an  oval  shape,  measures  eight  centimetres 
in  its  long  diameter.  Its  external  surface  is  very  rough  and  its 
wall  is  moderately  thin.  The  latter  upon  microscopic  examina- 
tion shows  ovarian  tissue.  The  Fallopian  tube,  which  is  enlarged 
and  tortuous,  is  adherent  to  the  surface  of  the  cyst.  Upon  sec- 
tion of  the  cyst  and  tube  the  latter  was  found  to  have  its  lumen 
much  dilated,  and  it  opens  directly  into  the  cavity  of  the  cyst. 

3.  A  specimen  of 

HYDROSALPINX. 

The  Fallopian  tube  in  this  specimen  is  enlarged  throughout  its 
entire  extent.  The  internal  half  averages  fourteen  millimetres 
in  diameter,  the  external  half  is  dilated  into  an  oval-shaped  cyst. 
Section  shows  the  lumen  of  the  internal  portion  of  the  tube  to 
be  dilated  and  continuous  with  the  cavity  of  the  cystic  end. 

TWISTING   AND    STRANGULATION    OF   PEDICLE    OF    OVARIAN   TUMOR. 

Dr.  Brooks  H.  Wells,  in  presenting  a  specimen,  said  he  did 
so  with  some  hesitation,  because  it  was  so  common,  yet  the  case 
possessed  interesting  features.  He  was  called  to  see  a  patient 
in  Harlem,  and  on  arriving  found  a  woman  who  had  been 
taken  four  days  before  with  very  sharp  pain  through  the  ab- 
domen and  had  developed  a  high  temperature.  When  he 
saw  her  the  temperature  was  a  little  above  103°  F.,  the  pulse 
very  rapid  ;  the  abdomen  above  the  umbilicus  was  distended 
with  a  mass  which  seemed  clearly  to  be  a  thin-walled  ovarian 
cyst.  There  was  a  large  amount  of  tympanitic  distention  and 
exquisite  tenderness,  although  the  woman  had  been  given  a 


724  TRANSACTIONS    OF    THE 

grain  and  a  half  of  morphine  during  the  day.  He  diagnosed 
it  as  a  case  of  ovarian  cyst  with  a  twist  in  the  pedicle,  with  be- 
ginning peritonitis.  He  had  the  patient  sent  directly  to  the 
Polyclinic  Hospital,  where  he  operated  next  day  and  found  the 
condition  as  he  had  expected.  The  twist  in  the  pedicle  had  shut 
the  circulation  off  as  absolutely  as  if  a  ligature  had  been  tied 
tightly  around  it.  The  tumor  was  universally  adherent  by  fresh 
adhesions,  which  were  easily  peeled  loose.  The  peritonitis  had 
spread  to  the  intestines  at  a  distance,  causing  adhesion  by  fibrous 
threads.  Having  broken  up  the  adhesions  and  put  in  a  gauze 
drain,  the  patient  was  returned  to  bed  and  made  an  excellent 
recovery.  The  temperature  fell  steadily  and  after  forty-eight 
hours  became  normal,  the  pulse  dropped  from  120  to  76^,  the 
bowels  moved  freely  on  the  second  day.  The  gauze  drained 
freely  for  three  days ;  wTas  removed  on  the  fourth.  Wound  healed 
throughout  aseptically. 

Dr.  Paul  F.  Mdnde  thought  the  cases  belonging  to  the  class 
narrated  by  Dr.  Wells  were  of  interest  because  they  were  so 
common.  Small  ovarian  cysts  were  very  liable  to  have  their 
pedicle  twisted  on  very  slight  occasion.  Regarding  the  sudden- 
ness with  which  this  might  take  place,  he  referred  to  a  case 
which  he  saw  in  his  office  some  years  ago,  in  which  the  diagnosis 
was  doubtful,  and  during  his  manipulations  of  the  tumor  to  es- 
tablish the  diagnosis  the  patient  was  seized  with  \erj  severe 
pain,  began  to  vomit  as  soon  as  she  reached  her  carriage,  and 
developed  an  acute  attack  of  peritonitis.  Not  knowing  exactly 
what  had  happened,  he  did  not  operate  until  a  week  later  when 
the  acute  symptoms  had  subsided,  and  then  found  a  twisted 
pedicle.     The  patient  made  a  good  recovery. 

Dr.  Munde  had  operated  in  many  cases  of  twisted  pedicle, 
some  of  which  had  proceeded  almost  to  gangrene,  yet  the  pa- 
tients recovered  with  scarcely  an  exception.  His  experience 
had  taught  him  that  when  a  woman  with  an  ovarian  cyst  of  the 
size  of  the  fist  to  that  of  an  adult  head  was  seized  with  severe 
abdominal  pain,  which  was  followed  by  rapid  increase  in  the 
size  of  the  tumor,  the  explanation  was  probably  a  twist  in  the 
pedicle.  A  rise  of  temperature  does  not  always  accompany  the 
other  symptoms. 

This  winter  he  had  had  a  case  of  a  fluctuating  enlargement 
of  the  abdomen  on  the  left  side  which  reached  from  the  crest 
of  the  ilium  up  to  the  diaphragm,  the  pelvic  organs  being  ap- 
parently quite  free.  He  was  much  in  doubt  about  the  diagnosis, 
especially  since  the  lady's  physician  told  him  that  the  tumor 
was  recently  solid.  Not  knowing  but  what  it  might  be  an  extra- 
peritoneal abscess,  he  made  an  incision  in  the  left  semilunar 
line,  but  on  coming  down  to  the  tumor  he  saw  at  once  from 
its  peculiar  bluish  appearance  that  it  was  intraperitoneal  and 
ovarian.  It  proved  to  be  a  cyst  of  the  right  ovary,  although  the 
greatest  prominence  was  on  the  left  side  where  he  had  made  his 
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incision.  The  pedicle  was  six  inches  long,  as  thin  as  a  knitting 
needle,  absolutely  without  vessels,  the  tumor  having  evidently 
been  nourished  by  its  attachments  to  the  abdominal  walls  and 
intestine.  The  pedicle  broke  while  he  was  detaching  the  tumor, 
and  there  was  absolutely  no  hemorrhage  from  it.  He  had  seen 
in  another  instance  a  double  twist  several  inches  apart  in  the 
same  pedicle. 

The  point  which  he  wished  to  impress  was  the  necessity  for 
immediate  celiotomy  in  cases  of  abdominal  tumor  with  acute 
pain,  rise  of  temperature,  and  rapid  increase  in  size. 

Dr.  A.  M.  Jacobus  mentioned  a  case,  a  single  woman,  seen 
by  him  in  January  for  the  first  time,  as  illustrating  the  points 
made  by  Dr.  Munde.     Though  the  abdomen  was  very  tense,  a 
fixed  tumor  the  size  of  an  adult's  head  was  made  out,  centrally 
situated  and  apparently  a  part  of  the  uterus,  simulating  preg- 
nancy, but  thought  to   be  ovarian,  though  there  was  no  history 
of  the  latter  condition.     The  patient  had  recently  been  exam- 
ined by  her  old  family  physician  in  another  State.     He  told  her 
she  had  a  "  misplacement-  of  the  womb"  and  that  he  had  re- 
placed it,  but  he  did  not  apparently  discover  any  tumor.     The 
peculiar  symptoms  were  severe  intermittent  pains,  normal  tem- 
perature and  pulse,  slight  nausea,  marked  flatulence  and  consti- 
pation, and  in  the  latter  respect  suggesting  obstruction  of  the 
bowel  from  twisting  or  intussusception.     Salines  and   hot  tur- 
pentine stupes  and  enemata  relieved  the  patient  so  much  that  it 
was  thought  she  would  soon  be  well,  excepting  the  tumor,  which 
it  was  intended,  she  consenting,  should  be  removed  later.     On 
the  third  clay  there  was  marked  softening  of  the  tumor,  and 
early  on  the  fourth  the  patient  was  suddenly  seized  with  intense 
colicky  pains,  followed  by  symptoms  of  general  peritonitis,  and 
the  tumor  had  become  indistinct  and  doughy.     A  prominent 
surgeon  was  called  in  consultation.     He  agreed  with  the  narra- 
tor that  an   operation  was  imperative,  and'  that  there  was  prob- 
ably a  gangrenous  tumor  which  had  ruptured  and  was  starting 
up  a  general  peritonitis,  though  he  was  inclined  to  believe  there 
might   also    be   an    appendicitis.     Circumstances    necessitated 
sending  the  patient  to  a  hospital,  where  a  few  hours  later  she 
was  removed  and  operated  upon.     Just  previous  to  the  opera- 
tion another  prominent  surgeon  and  a  physician  connected  with 
the  hospital  examined  the  patient,  and,  while  agreeing  there 
was   general    peritonitis,    they   were   inclined   to   think" it  had 
started  in  an  appendicitis.     At  the  time  of  the  operation  the 
temperature  and  pulse  had  just  begun  to  rise,  each  then  being 
slightly  over  100.     On   opening   the   abdominal  cavity  it  was 
found  rilled  with  dark  blood  and  clots,  and  a  purplish  tumor  pre- 
sented from  which  was  oozing  a  thick,  yellow,  oleaginous  fluid. 
The  tumor  was  found  to  be  a  ruptured  large  dermoid  cyst  with 
walls  over  an  inch  thick,  covered  with  large  veins,  and  having 
a  pedicle  twisted  tightly  once  around,  and  was  easily  removecT. 
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There  was  do  appendicitis,  but  considerable  peritonitis,  several 
feet  of  the  small  intestines  being  agglutinated,  quite  granular, 
flabby,  and  covered  with  fresh  flakes  of  lymph.  The  soft  adhe- 
sions were  broken  up,  the  abdominal  cavity  was  thoroughly 
douched  with  sterilized  water,  large  rubber  drainage  tubes  were 
inserted  in  each  flank,  and  the  central  incision  sutured.  The 
patient,  as  reported  by  Dr.  Munde  of  his  cases,  made  a  rapid 
and  uninterrupted  recovery. 

COMPLETE   PROLAPSUS   VAGINJE  ;    DOUBLE    LACERATION    OF    THE 

CERVIX    UTERI  ;    LACERATION    OF    THE    ANTERIOR   AND 

POSTERIOR    VAGINAL    WALLS. 

Dr.  J.  Duncan  Emmet  presented  the  case  and  a  photograph 
of  the  condition  (represented  in  cut),  showing  the  cystocele,  ante- 
rior lip  of  the  cervix,  and  rectocele  presenting  at  the  ostium  va- 
ginae.    He  then  read  the  following  history  : 

Mrs.  S.,  aged  29  years;  menstrual  history  normal;  married 
six  years;  occupation,  domestic.  One  year  after  marriage  she 
was  delivered,  without  instruments,  at  term,  after  thirty-six 
hours  of  labor,  by  a  midwife.  Nursed  her  child  six  and  a  half 
months,  when  she  "  ran  dry."  She  remained  in  bed  a  week 
after  her  labor,  which  she  supposed  was  normal.  Six  months 
thereafter,  while  lifting  a  heavy  weight,  "  everything  seemed 
to  give  way  "  in  the  pelvis.  In  a  day  or  two  the  uterus  pro- 
truded from  the  vagina  when  she  stood  upright,  and  this  condi- 
tion has  persisted  and  increased,  until  now  the  entire  organ  hangs 
out  between  her  thighs  whenever  she  stands  upon  her  feet. 
Her  symptoms  since  this  accident  have  been  sense  of  dragging 
and  weight  in  the  pelvis,  with  a  feeling  of  great  weakness,  con- 
stipation, and  frequent,  scanty  urination.  She  has  never  had 
pain  referable  to  the  pelvis. 

For  the  relief  of  these  symptoms  she  entered  a  hospital  in 
this  city  three  and  a  half  years  ago.  Laparatomy  was  performed 
upon  her,  and  she  was  told  by  the  surgeon  who  operated  that  he 
had  removed  her  left  ovary.  At  the  end  of  a  month  she  was 
discharged  and  told  to  return  in  a  year.  As  the  condition  for 
which  she  had  entered  the  hospital  had  not  been  benefited,  and 
as  she  was  obliged  to  work  for  her  living,  she  did  not  return. 
A  day  or  two  ago  she  came  to  my  office.  My  object  in  showing 
you  this  case,  and  my  excuse  for  calling  your  attention  to  a  con- 
dition with  which  all  of  you  are  familiar,  are  that  we  have  fre- 
quently heard  the  practical  efficacy  of  plastic  operations  upon 
the  uterus  and  vagina/0/'  the  permanent  cure  of  such  an  injury 
derided,  of  late,  by  some  members  of  this  Society,  and  total  hys- 
terectomy has  been  advocated  as  the  only  certain  and,  after  or 
near  the  menopause,  the  most  available  means  for  the  relief  of 
these  symptoms.  This  has  been  a  virtual  acknowledgment  of 
inability  to  cure  prolapsus  by  plastic  work  which  is  both  me- 
chanically and  physiologically  appropriate  to  that  end.     It  is  as 
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a  protest  against  the  application  of  this  acknowledgment  to 
gynecologists  in  general,  and  in  order  to  limit  it  to  a  question  ot 
personarequation,  that  I  now  state  that  I  propose  to  perform 
three  plastic  operations  upon  this  patient,  viz.  Emmet  s  opera- 
tion for  laceration  of  the  cervix,  Emmet's  modification  ot  bims 
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Complete  prolapsus  uteri  presenting  at  ostium  vagina.  The  upper  prot ™  is  the 
cystocele  ;  the  middle,  the  anterior  lip  of  cervix  ;  the  lower,  the  rectocele,  natural  size 
From  a  photograph. 

operation  upon  the  anterior  wall,  and  Emmet's  operation  for  the 
repair  of  the  posterior  wall ;  and  by  means  of  these  three  opera- 
tions  I  intend  to  cure  her.     I  do  not  mean  simply  to  relieve  her 
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symptoms  or  to  restore  the  vagina  to  a  condition  which  is  "good 
enough,"  but  I  mean  to  cure  her — to  restore  the  parts  practically 
to  the  condition  in  which  they  were  before  the  injury  was  re- 
ceived. I  appreciate  the  fact  that  this  is  a  bold  announcement, 
but  I  know  from  experience  that  the  principles  underlying  the 
operations  I  propose  to  do  are  the  only  ones  indicated  in  such 
a  case.  Therefore  1  have  brought  the  patient  herself  before 
you  that  you  may  see  her  present  condition,  have  told  you  her 
name,  have  exhibited  a  photograph  of  the  prolapse,  and  shall 
ask  the  President  of  this  Society  to  appoint  a  committee  to  ex- 
amine this  woman  and  to  report  upon  her  condition.  In  the 
course  of  a  few  months  I  shall  again  have  the  privilege  of  pre- 
senting her  to  you  and  of  requesting  the  same  committee  again 
to  examine  her  and  to  report  to  you  the  effect  of  the  operations 
I  shall  have  then  performed  upon  her.  At  a  still  longer  interval 
I  shall  enable  you  to  observe  the  permanent  result. 

Dr.  W.  E.  Porter  said  he  had  had  a  number  of  such  cases  as 
Dr.  Emmet's  in  which  he  had  attempted  to  rely  exclusively  upon 
operations  on  the  genital  tract.  But  he  must  confess  that  in 
one  or  two  instances  the  result  had  been  disappointing.  Al- 
though one  performed  a  very  thorough  operation,  jet  if  the  pa- 
tient were  particularly  stout  the  intra-abdominal  pressure  would 
be  likely  to  cause  a  return  of  the  prolapsus.  By  adding  to  the 
operation  either  that  of  shortening  the  round  ligaments  within 
the  abdominal  cavity  or  that  of  ventral  fixation — preferably  ven- 
tral fixation  in  such  cases  as  this — the  result  would  be  much 
more  likely  to  remain  permanent. 

Dr.  Mttnde  thought  Dr.  Emmet's  remarks  ought  not  to  be 
allowed  to  go  on  record  as  a  refutation  of  the  ground  supposed 
to  -be  taken  by  this  Society,  that  in  cases  of  the  kind  presented 
hysterectomy  was  indicated,  for,  so  far  as  he  knew,  the  Society 
had  taken  no  such  ground.  Personally  he  had  treated  many 
such  cases  by  plastic  operations  on  the  vaginal  walls  and  by 
shortening  the  round  ligaments,  several  times  by  ventral  fixation 
also,  and  had  always  cured  his  patients.  He  saw  no  indication 
for  hysterectomy  in  prolapse  of  the  uterus. 

Dr.  Herman  L.  Collyer  thought  it  would  not  be  fair  to 
assume  that  the  ovaries  and  tubes  had  been  removed,  before  Dr. 
Emmet  saw  this  case,  for  the  relief  of  prolapsus.  Any  person 
who  knew  enough  to  do  such  an  operation  mast  also  know  that 
it  would  not  cure  prolapsus  of  the  uterus,  and  the  presumption 
was,  therefore,  that  there  had  been  disease  of  the  adnexa  which 
the  gynecologist  had  found  necessary  to  treat  before  trying  to 
raise  the  uterus.  He  supposed  Dr.  Emmet's  strictures  upon 
hysterectomy  in  prolapsus  had  been  incited  by  the  report  of  a 
case  by  a  member  who  was  not  present.  His  own  recollection 
of  that  case  was  that  hysterectomy  was  not  done  until  about 
every  other  procedure  had  been  tried  and  failed — hysteror- 
rhaphy,  perineorrhaphy,  Alexander's  operation,  etc.     And  the 
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ground  had  been  taken  by  the  relator  of  the  case  that  there  were 
circumstances  under  which  hysterectomy  was  the  best  procedure; 
not  however,  that  he  would  advocate  removal  of  the  uterus  for 
prolapsus  in  general,  any  more  than  that  any  of  us  would  advo- 
cate the  same  operation  for  lacerated  cervix.'  He  felt  sure  that 
Dr  Emmet  would  relieve  this  patient  by  plastic  operations. 

Ihe  President,  Db.  Bache  Emmet,  said  he  had  not  under- 
stood L)r.  J.  D.  Emmet  to  state  that  the  adnexa  had  been  re- 
movedm  this  case  to  cure  prolapsus,  nor  that  it  was  the  general 
view  ol  the  Society  that  hysterectomy  should  take  the  place  of 
plastic  operations. 

Dr.  J.  D  Emmet  said  that  Dr.  Collver  had  entirely  mis- 
understood his  object  in  mentioning  the  fact  that  the  ovary  had 
been  removed.  He  had  not  meant  at  all  that  it  was  taken  out 
to  cure  prolapsus;  he  had  simply  stated  that  the  patient  had 
gone  to  the  hospital,  as  she  had  told  him,  to  have  the  symptoms 
ot  prolapsus  relieved.  She  had  complained  of  no  pain  in  her 
ovaries,  had  had  no  symptoms  referable  to  them  so  far  as  she 
knew,  and  yet  the  operation  clone  for  her  relief  was  to  take  out 
the  ovary.  It  was  fair  to  assume  that  it  was  diseased,  although 
he  knew  nothing  about  it.  But  the  reason  why  he  had  men- 
tioned this  point  in  the  history  was  the  fact  that  it  complicated 
any  operation  to  be  undertaken  hereafter  for  the  cure  of  the  pro- 
lapsus, because  the  left  broad  ligament  had  been  shortened  and 
bad  formed  an  adhesion  on  that  side. 

Regarding  Dr.  Collyer's  reference  to  hysterectomy,  he  con- 
fessed he  was  unable    to  understand    his  point  of  view      Dr 
Coilyer  spoke  as  though  it  were  a  matter  of  election  whether  hys- 
terectomy or  plastic  operations  should  be  done.     This  was  not 
the  case.     If  it  were  possible  to  cure  the  patient  by  restoring  the 
parts,  plastically,  to  their  normal  state,  hysterectomy  was  unjus- 
tifiable;  if  on  the  other  hand,  it  was  impossible  to  accomplish 
this  result  by  plastic  work,  then  the  latter  should  be  abandoned 
and  hysterectomy  alone  was  indicated.     No,  it  was  not  a  matter 
ot  election,  but  a  matter  of  indication.     Personally  he  believed 
that  decapitation  was  as  much  indicated  for  the  cure  of  a  head- 
ache as  was  hysterectomy  for  the  relief  of  prolapsus  uteri      In  a 
paper  read  two  weeks  ago  before  this  Society  he  had  emphasized 
the  fact  that  when  an  operation  which  was  mechanically  and 
physiologically  adapted  to  the  cure  of  an  injury  failed,  the  fault 
lay  with  the  operator  and  not  with  the  operation.     He  himself 
tailed  with  such  plastic  operations,  but  when  he  did  he  knew  the 
fault  lay  only  with  him.     A  radical  operation  where  plastic  work 
was  indicated  could  never  be  a  cure;  it  is  only  a  confession  of 
inability  to  cure. 

Drs.  Joseph  E.  Janvrin  and  Andrew  F.  Currier,  who  had 
been  appointed  by  the  President  to  examine  the  patient,  reported 
that  they  had  found  the  condition  as  described  by  Dr  Emmet 
and  added  that  in  the  upper  portion  of  the  left  broad  ligament 
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there  was  quite  an  extensive  mass  which,  in  their  opinion,  would 
have  to  be  resolved  before  doing  the  plastic  operations  for  relief 
of  the  prolapsus. 

INCURABLE    VESICOVAGINAL    FISTULA:    A    NEW    METHOD    OF 
TREATMENT.1 

Dr.  Thomas  Addis  Emmet  read  the  paper. 

Dr.  A.  J.  C.  Skene,  being  called  upon  to  make  some  remarks, 
said  he  had  done  no  original  work  in  this  direction.  He  had 
always  known  that  in  many  cases  of  loss  of  the  base  of  the  blad- 
der and  of  the  urethra  he  could  not  cure  the  patients,  and  there- 
fore he  had  been  in  the  habit  of  sending  them  to  Dr.  Emmet,  who 
had  successfully  operated  on  a  number  of  such.  Of  course  he 
had  no  difficulty  with  simple  cases  of  vesico-vaginal  fistula.  He 
felt  himself  exceedingly  indebted  to  Dr.  Emmet  for  this  new 
application  of  suprapubic  cystotomy,  and  also  for  the  modification 
which  enabled  the  surgeon  to  maintain  the  opening.  He  could 
conceive  where  it  would  be  of  vast  advantage.  He  thought  that 
Dr.  Emmet  would  be  able,  as  he  had  said,  to  get  a  sufficiently 
large  opening  by  making  a  median  incision,  not  a  semilunar  one. 
At  any  rate  it  had  been  his  experience  that,  although  the  peri- 
toneum dipped  well  over  the  fundus  of  .the  bladder,  yet  it  could 
be  easily  separated  and  pushed  out  of  the  way,  and  he  thought 
that  in  this  manner  an  opening  could  be  made  in  the  viscus  far 
enough  away  from  the  pubic  bones  to  enable  one  to  attach  the 
bladder  to  the  skin  in  the  way  that  Dr.  Emmet  had  suggested. 
In  nearly  all  cases  of  malignant  disease  operated  upon  by  him- 
self, he  had  been  able  to  get  space  enough  for  an  inch  or  an 
inch  and  a  quarter  incision  in  the  bladder  anteriorly  by  pushing 
the  peritoneal  covering  up  out  of  the  way. 

Pie  would  also  take  the  opportunity  of  saying  that  in  a  paper 
read  before  the  American  Gynecological  Society  about  eighteen 
years  ago  he  had  described  the  method  of  treating  scar  tissue  in 
the  vagina  referred  to  in  the  paper,  without  knowing  that  Dr. 
Emmet  had  preceded  him  in  this  matter.  He  also  felt  great 
pleasure  in  recalling  the  fact  that  while  Dr.  Emmet  had  done 
more  for  the  surgical  treatment  of  the  bladder  than  any  one,  he 
was  the  only  surgeon  who  had  taught  us  how  to  prevent  such 
grave  injuries. 

Dr.  A.  P.  Dudley  suggested  that  the  opening  in  the  bladder 
might  be  made  higher  up,  even  if  it  involved  the  peritoneal 
coat.  The  danger  would  not  be  much  greater,  while  the  liability 
to  contraction  and  closure  of  the  opening  would  be  diminished. 

The  President,  Dr.  Bache  Emmet,  described  a  method  which 
he  had  adopted  with  success  in  one  case  of  the  kind  under  dis- 
cussion. Such  cases  were  so  rare  that  one  had  not  opportunity 
to  test  the  value  of  any  method  extensively,  still  he  hoped  to 
put  this  one  into  further  practice. 

1  See  original  article,  p.  593. 
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In  Lis  case  the  base  of  the  bladder  was  destroyed,  with  the 
exception  of  a  narrow  bridge  anterior  to  the  uterus,  and  the 
urethra  was  entirely  lost. 

The  neck  of  the  uterus  projected  into  the  bladder  behind  the 
bridge,  while  the  body  of  the  organ  was  displaced  completely 
backward. 

He  first  freed  the  uterus  from  the  cavity  of  the  bladder  and 
united  the  anterior  lip  of  the  cervix  to  the  back  edge  of  the 
bridge  ;  then,  utilizing  a  very  prominent  posterior  vaginal  wall, 
he  denuded  the  back  crest  of  it  and  stitched  it  to  the  anterior 
edge  of  the  bridge,  also  denuded.  "When  this  was  firmly  united 
he  punctured  through  the  redundant  posterior  vaginal  wall, 
stretched  the  canal  thus  made,  forming  a  median  portion  to  the 
vagina  and  reaching  into  the  posterior  portion,  hitherto  shut  in. 
This  done,  he  united  the  abundant  tissue  thus  set  free  to  the 
tissues  beneath  the  arch  of  the  pubes  on  either  side,  and  built 
up  a  urethra  by  that  means. 

This  urethra  could,  of  course,  have  no  fulness  within  to  repre- 
sent a  neck  of  bladder,  nor  any  sphincter  action.  Furthermore, 
there  was  a  constant  tendency  on  the  part  of  the  vagina  to 
contract,  it  being  an  artificial  one.  Such  being  the  case,  the 
patient  was  fitted  with  a  glass  ball,  which  served  to  prevent  the 
escape  of  urine  by  pressing  upon  the  new  urethra  behind  the 
pubic  bone.  This  answered  well  enough  for  its  one  purpose, 
but,  in  order  to  prevent  atresia  of  the  vagina,  she  was  supplied 
with  a  Sims  vaginal  plug  made  with  a  swelling  upon  it  to  take 
the  place  of  the  ball  in  preventing  the  escape  of  urine.  By 
simply  pressing  the  tube  back  the  urine  can  escape. 

Dr.  T.  A.  Emmet  said  that  in  operating  on  the  male  the 
usual  way  was  to  distend  the  bladder,  which,  of  course,  raised  the 
peritoneum  and  gave  plenty  of  room  below  it.  But  where  the 
base  of  the  bladder  was  lost,  as  in  this  case,  it  was  impossible  to 
distend  it,  and  one  had  to  deal  with  the  peritoneum  where  he 
found  it.  As  to  opening  the  peritoneum,  he  could  see  no  ad- 
vantage in  this  where  it  could  be  avoided,  and  he  had  no  doubt 
that  in  another  case  he  could  push  it  up  out  of  the  way,  leaving 
plenty  of  room.  The  mistake  made  in  the  present  case  lay  in  not 
making  the  opening  large  enough.  It  was  much  better  to  have 
the  skin  turn  in  toward  the  bladder  than  to  have  the  bladder  out 
on  the  skin  where  it  would  be  rubbed,  irritated,  and  exposed  to 
the  air. 

He  had  nothing  further  to  say,  except  that  the  method  was 
one  which  needed  to  be  tested.  Its  great  advantages  of  course 
consisted  in  attaching  the  two  surfaces,  bladder  and  skin,  to- 
gether, and  he  supposed  it  would  probably  be  used  more  in 
general  surgery,  more  on  men  than  on  women.  At  least,  for 
our  credit,  such  cases  as  he  had  described  ought  not  to  occur 
often  in  the  experience  of  any  one  man. 
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Dr.  Matthew  D.  Mann,  of  Buffalo,  read  a  paper  on 

INTRA-ABDOMINAL   SHORTENING    OF   THE    ROUND    LIGAMENTS    FOR 
RETRODISPLACEMENTS    OF   THE    UTEKUS. 

The  treatment  of  posterior  displacements  of  the  uterus  by 
operative  procedure  has  come  to  be  recognized,  under  certain 
conditions,  as  fully  justifiable.  The  plans  followed  by  most  ope- 
rators in  this  country  may  be  grouped  under  two  heads:  first, 
those  having  for  their  object  the  shortening  of  the  round  liga- 
ments outside  of  the  abdomen  (Alexander's  operation  and  its 
mod  ideations);  and,  secondly,  those  in  which  either  the  uterus 
is  fixed  to  the  abdominal  walls,  or  the  round  ligaments  are  short- 
ened between  the  uterus  and  the  sides  of  the  pelvis  within  the 
abdominal  cavity. 

Of  Alexander's  operation  I  have  nothing  to  say  ;  it  has  its 
advocates,  while  there  are  many  who. unhesitatingly  condemn  it. 
My  experience  has  not  been  sufficient  to  allow  me  to  give  a 
qualified  judgment ;  I  therefore  refrain  from  giving  any.  As 
regards  ventral  fixation,  it  has  always  seemed  to  me  to  induce  an 
onphy siological  condition.  The  uterus  is  not  normally  attached 
to  the  abdominal  walls,  and  it  is  hard  to  understand  how  attach- 
ments made  in  this  way  can  take  the  place  of  the  natural  sup- 
ports. I  have  therefore  always  preferred  an  operation  which 
accomplishes  the  shortening  of  the  round  ligaments  from  within. 
A  number  of  plans  have  been  suggested,  notably  those  of  our 
members,  Drs.  Wylie  and  Polk.  1  have  no  new  plan  to  suggest, 
but  simply  a  modification  of  one  of  the  old  ones.  It  is  not  neces- 
sary for  me  to  review  the  various  steps  by  which  I  arrived  at  the 
procedure  which  I  now  follow,  but  I  will  at  once  describe  it. 

Operation. — First  a  moderate-sized  opening  is  made  in  the 
abdominal  wall.  Any  adhesions  which  may  bind  down  the 
uterus  are  broken  up,  and  diseases  of  the  tubes  or  ovaries  which 
may  demand  attention  are  properly  treated,  either  by  the  con- 
servative method  or  the  diseased  organs  are  removed.  The 
patient  is  then  placed  in  the  Trendelenburg  position,  a  large, 
fiat  sponge  spread  over  the  intestines,  and  the  uterus  pulled  up 
as  near  the  abdominal  wound  as  possible.  By  pulling  the  uterus 
to  one  side  the  round  ligament  on  the  opposite  side  is  put  more 
or  less  upon  the  stretch  and  made  distinctly  visible.  The  liga- 
ment is  then  seized  with  two  long-handled  hemostatic  forceps, 
the  points  of  seizure  dividing  the  ligament  as  nearly  as  possible 
into  three  equal  portions.  A  little  lapping-over  of  the  parts 
and  comparing  will  tell  whether  the  division  is  equal. 

The  next  step  consists  in  passing  a  needle  threaded  with  silk- 
worm gut  through  the  loop  nearest  to  the  abdominal  wall,  the 
needle  being  then  made  to  pass  under  the  point  where  the  round 
ligament  is  inserted  into  the  uterus,  a  considerable  quantity  of 
uterine  tissue  being  included  in  the  suture.  The  hemostatic  is 
then  removed  and  the  loop  of  ligament  tied  to  the  uterus.     It  is 


NEW    YORK    OBSTETRICAL    SOCIETY.  733 

necessary,  when  the  ligature  is  first  pulled,  that  it  should  not  be 
drawn  too  tightly;  but  the  second  half  of  the  knot  should  be 
tied  as  tightly  as  possible,  in  order  to  prevent  slipping.  The 
ordinary  square  knot  is  the  one  used.  The  ends  of  the  silk- 
worm gut  are  cut  off  quite  close  to  the  knot. 

A  second  stitch  is  passed  through  the  ligament  just  as  it 
leaves  the  abdominal  wall,  and  then  through  the  loop  in  that 
portion  of  the  ligament  nearest  to  the  uterus.  The  ligature  is 
tied  and  cut  as  before.  In  this  way  the  ligament  is  doSbled  on 
itself  twice,  and  three  thicknesses  of  round  ligament  are 
stretched  between  the  sides  of  the  pelvis  and  the  front  wall  of 


the  uterus  The  same  thing  being  done  on  the  opposite  side,  the 
wound  is  closed  as  usual.  Reference  to  the  cut  will  make  it  clear. 
m  Ine  material  used  for  ligature  may  be  silkworm  gut,  as  I  have 
indicated  or  ordinary  silk.  I  prefer  the  former,  but  have  some- 
times used  silk.  I  have  done  the  operation  many  times,  upward 
of  thirty,  and  have  never  seen  any  harm  resulting  from  the  silk- 
worm gut.  It  seems  to  me  better  to  use  a  ligature  which  will 
not  be  absorbed,  and  to  trust  to  its  sustaining  power,  rather  than 
to  use  an  absorbable  ligature  and  trust  to  adhesions  alone  The 
adhesions  will,  I  believe,  eventually  be  absorbed  and  the  end  of 
the  operation  defeated. 

The  point  at  which  the  needle  should  pierce  the  ligament  i^ 
of  some  importance.  The  artery  runs  just  below  the  ligament 
and  if  it  be  included  in  the  ligature  harm  might  result  By 
penetrating  the  ligament  so  as  to  include  about  two-thirds  in  the 
grasp  of  the  needle,  the  artery  will  certainlv  be  avoided 
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The  results  of  this  operation  in  my  hands  have  been  eminently 
satisfactory.  I  have  seen  but  one  failure,  and  in  this  the  failure 
was  only  partial,  there  being  a  certain  amount  of  prolapse  and 
very  slight  retroversion.  The  uterus  was  very  large  and  heavy. 
It  was  one  of  my  earlier  cases,  and  was  not  done  exactly  as  I 
have  described.  The  uterus  was  easily  held  up  by  a  pessary, 
and  the  patient  is  perfectly  comfortable,  though,  unfortunately, 
compelled  to  wear  the  support. 

The  advantages  which  I  claim  for  the  operation  are,  in  the 
first  place,  that  it  cannot,  primarily,  fail.  One  is  perfectly  cer- 
tain of  finding  the  ligaments  and  of  shortening  them  to  any  re- 
quired degree.  Secondly,  the  uterus  is  left  in  its  natural  posi- 
tion and  supported  by  its  normal  ligaments.  There  are  no  loops 
or  holes  for  intestines  to  enter,  thus  causing  intestinal  obstruc- 
tion. Should  pregnancy  occur  the  uterus  is  left  free  to  move 
and  to  rise  as  may  be  required.  By  the  use  of  a  non-absorbable 
ligature  the  result  is  likely  to  be  permanent.  The  only  way 
failure  can  result  is  through  the  cutting-out  of  the  ligature  ; 
and,  if  it  is  not  tied  too  tightly,  this  is  very  unlikely  to  occur. 

The  indications  are  as  follows  :  first,  whenever  the  lower  por- 
tion of  the  abdomen  is  opened,  in  the  case  of  retrodisplacement, 
for  any  object  whatsoever;  second,  when  the  retroverted  uterus 
is  adherent;  third,  when  there  is  coincident  disease  of  the  appen- 
dages ;  fourth,  in  simple  cases  where  a  pessary  does  not  accom- 
plish the  desired  result,  and  where  the  operator  prefers  this  ope- 
ration to  Alexander's. 

The  objections  to  the  operation  are  that  it  opens  the  abdomen 
for  what  may  seem  a  comparatively  unimportant  disease,  the 
dangers  being  those  inherent  to  any  celiotomy.  The  actual  dan- 
gers to  life  are,  in  my  opinion,  so  trifling  as  to  be  scarcely  worthy 
of  notice.  Nor  are  they  greater,  I  believe,  than  in  Alexander's 
operation.  There  are  cases  recorded  where  Alexander's  opera- 
tion has  been  followed  by  peritonitis  and  death,1  and  in  many 
instances  the  peritoneal  sac  has  been  opened  in  peeling  it  from 
the  ligament.  A  properly  performed  celiotomy  is  as  little  dan- 
gerous as  almost  any  operation  which  is  performed  under  an 
anesthetic. 

The  real  objection,  to  my  mind,  is  the  presence  of  a  wound 
in  the  abdominal  wall.  That  this  is  a  real  objection  cannot  be 
denied.  The  dangers  of  abscess,  of  ventral  hernia,  and  adhe- 
sions of  intestines  causing  obstruction  are  very  real,  and  I  must 
confess  to  having  met  with  all  of  them  more  than  once.  Their 
infrequency,  however,  where  the  operation  is  carefully  performed, 
so  far  diminishes  the  risk  that  they  ought  not  to  count  very 
heavily.  If  we  compare  the  operation  with  Alexander's  opera- 
tion, for  instance,  there  is  an  equal  danger  of  suppuration,  al- 
most equal  danger  of  peritonitis,  and  unquestionably,  if  Alex- 

1  British  Gynecological  Journal,  November,  1894,  vol.   x.,  p.  408. 
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ander's  operation   is  performed    by  opening   up   the   inguinal 
canals,  there  is  a  danger  of  hernia,  this  having  been  observed. 

I  do  not  wish  to  compare  this  operation  with  Alexander's 
operation,  but  merely  to  show  that  it  is  not  in  reality  much  more 
dangerous.  Where  the  abdomen  has  to  be  opened  these  objec- 
tions all  vanish,  and  it  remains,  to  my  mind,  the  best  operation 
yet  proposed  for  sustaining  the  uterus  in  its  normal  position. 
The  tendency  in  these  days  is  to  give  up  the  abdominal  incision, 
making  all  operations  per  vaginam.  A  great  objection  to  this 
mode  of  operating  is  that  with  it,  as  yet,  no  thoroughly  reliable 
method  of  fastening  up  the  retroverted  uterus  has  been  invented. 
Dr.  Polk,  I  know,  has  reported  some  cases  in  which  a  suture 
was  passed  through  a  partial  abdominal  incision  into  the  fundus. 
It  seems  to  me  that  this  cannot  be  relied  upon  for  certain  suc- 
cess. Adhesions  formed  in  this  way  will,  I  am  sure,  soon  be 
absorbed,  and  the  uterus  be  allowed  to  drop  back  as  badly  as  be- 
fore. Doubtless  some  method  will  be  invented  to  overcome  this 
difficulty,  but,  until  it  is  done,  the  advantages  seem  to  me  to  lie 
with  celiotomy  when  retroversion  exists. 

It  may  be  objected  that  the  amount  of  shortening  of  the  liga- 
ments by  this  plan  will  be  too  great.  I  can  only  answer  that  I 
have  not  found  it  so.  The  ligaments  in  these  cases  are  always 
greatly  relaxed.  Moreover,  they  are  elastic  and  will  bear  the 
necessary  stretching  very  well. 

In  conclusion,  I  can  only  ask  that  you  give  the  operation  the 
test  of  experience.  I  am  sure  you  will  find  it  easy,  certain,  and 
effective. 

Dr.  Clement  Cleveland  had  never  felt  that  one  was  justified 
in  opening  the  abdomen  merely  to  shorten  the  round  ligaments 
for  retrod isplacement. 

In  doing  Alexander's  operation  he  had  found  in  a  good  many 
cases,  on  cutting  down  upon  the  canal,  that  the  ligaments  were 
frayed  out  and  weak  for  a  distance  of  an  inch  or  more,  but  by 
gradually  drawing  them  out  the  solid  portion  would  be  reached. 
This  fact  had  demonstrated  to  him  that  the  ligaments  were  often 
torn  and  frayed  out  rather  than  merely  stretched,  and  he  believed 
that  this  was  the  condition  of  the  ligaments  in  most  cases  of 
retrodisplacements  of  long  standing.  If  this  be  so,  of  what  avail 
would  be  the  intraperitoneal  method  of  shortening? 

Dr.  Cleveland  said  he  certainly  believed  in  shortening  the 
round  ligaments  by  Alexander's  operation.  They  had  more  to 
do  with  supporting  the  uterus  than  any  or  all  the  other  uterine 
ligaments.  He  had  not  for  some  years  practised  slitting  up  the 
canal,  as  he  thought  it  was  unnecessary  and  increased  the  danger 
of  hernia.  For  a  year  or  two  he  had  practised  a  method  of 
anchoring  the  end  of  the  ligaments,  which  he  had  not  yet  pub- 
lished, and  which  had  been  generally  successful.  Except  in  very 
fat  subjects,  he  never  made  an  incision  more  than  an  inch  long, 
or  just  long  enough  to  admit  his  finger  tip  down  to  the  canal. 
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The  finding  the  ligament  was  then  completed  more  by  touch  than 
by  sight.  After  passing  the  two  sutures  through  the  ligament 
at  the  incision  in  the  usual  way,  he  passed  the  ligature-carrier 
under  the  lower  extremity  of  the  incision,  beneath  the  fascia  at 
the  spine,  and  brought  it  out  an  inch  or  more  below  the  lower 
end  of  the  incision.  A  loop  of  silk,  catgut,  or  silkworm  gut  was 
then  placed  in  the  grasp  of  the  carrier  and  drawn  back  with  it 
into  the  incision.  The  end  of  the  ligament  was  then  put  through 
the  loop  and  drawn  with  it  out  of  the  small  opening  made  by 
the  carrier  below  the  lower  end  of  the  incision.  The  carrier  was 
preferable  to  a  needle,  because  it  stretched  the  fascia  a  little, 
otherwise  the  ligament  was  likely  to  be  torn  in  drawing  it 
through.  By  this  method  an  inch  or  more  anchorage  was  given 
for  the  ligament. 

Dk.  William  T.  Lusk  said  the  Alexander  operation  was  with 
him  the  favorite  one.  It  had  been  so  satisfactory  in  its  results 
that  he  should  not  think  of  substituting  any  other  method  for 
it  in  those  cases  where  the  uterus  was  movable  and  could  be 
replaced  without  an  incision  made  through  the  abdominal  walls 
or  vagina.  However,  all  of  us  did  see  cases  from  time  to  time 
in  which  we  had  to  resort  to  one  of  these  methods.  He  con- 
fessed to  an  aspiration  for  the  time  when  he  could  in  all  cases 
do  work  as  well  through  the  vagina  as  by  celiotomy,  but  thus 
far  he  could  not.  Six  weeks  ago  he  had  had  occasion  to  operate 
upon  a  patient  who  had  been  suffering  many  years.  Both  tubes 
were  thickened  and  contained  pus,  the  uterus  was  retroverted, 
and  all  the  organs  were  matted  together.  The  operation  through 
the  vagina  would  have  involved  removal  of  both  ovaries  and 
uterus,  and  perhaps  that  would  have  been  the  best  procedure; 
but  he  decided  to  make  the  abdominal  incision,  and  without  much 
difficulty  the  tubes  were  removed,  and  with  considerable  diffi- 
culty the  uterus  was  separated  from  the  rectum.  He  felt  quite 
sure  that  he  would  have  perforated  the  rectum  had  he  operated 
from  below.  He  sewed  the  uterus  to  the  abdominal  wall,  but 
had  he  heard  Dr.  Mann  read  his  paper  beforehand  he  would 
have  tried  his  method.  Cases  arose  now  and  then  in  which  he 
thought  we  would  be  glad  to  have  Dr.  Mann's  method  added  to 
our  resources. 

Dk.  P.  F.  Munde  thought  that,  as  the  first  man  in  the  United 
States  to  do  Alexander's  operation,  and  one  who  had  performed 
it  altogether  on  about  eighty  patients,  he  wTas  in  a  position  to 
speak  with  some  authority  upon  it.  He  was  unqualifiedly  in 
favor  of  Alexander's  operation  in  suitable  cases,  and  he  had 
already  placed  his  views  on  record  as  to  what  constituted  suit- 
able cases.  They  were  cases  in  which  the  uterus  was  movable, 
the  appendages  not  adherent,  the  patients  could  not  be  made 
comfortable  by  a  support  and  desired  to  be  cured  and  freed  from 
the  annoyance  of  a  pessary.  When  he  could  make  women  com- 
fortable with  a  vaginal  support,  and  they  did   not  insist  on  a 
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radical  operation,  he  was  content;  but  if  they  objected  to  wear- 
ing a  supporter  he  performed  Alexander's  operation.  He  did 
not  perform  it  for  prolapsus,  unless  it  were  in  connection  with 
plastic  operations  on  the  vagina. 

Dr.  Munde's  first  Alexander  operation  was  performed  in 
December,  1884.  He  had  operated  nearly  eighty  times  since, 
and  had  seen  several  of  the  patients  become  pregnant  and  go  to 
term  without  a  return  of  the  displacement.  One  had  borne  five 
children  since  the  Alexander  operation,  aud  the  uterus  was  still 
in  position. 

He  had  twice  performed  Dr.  Mann's  operation  of  intra-ab- 
dominal shortening  of  the  round  ligaments.  In  the  first  case  he 
believed  that  he  made  the  ligaments  too  taut,  and  the  consequence 
was  that  an  abscess  formed,  which  fortunately  discharged  through 
the  abdominal  wound.  But  the  result  was  good.  The  second 
case  was  a  perfect  success.  But  he  would  never  open  the  abdo- 
men where  the  uterus  was  movable  and  the  appendages  normal. 
He  wished  that  all  the  gentlemen  who  had  criticised  Alexander's 
operation  had  manliness  enough  to  stand  up  like  Dr.  Mann  and 
acknowledge  that  they  had  not  done  it  often  enough  to  give  an 
opinion  upon  it. 

Dr.  Munde  thought  that  the  method  of  opening  Douglas' 
pouch  and  freeing  the  adherent  appendages  and  uterus  was  an 
excellent  one,  for  certainly  an  incision  into  the  pouch  was  not 
dangerous,  and  he  meant  to  try  it  on  cases  in  which  this  pro- 
cedure might  be  substituted  for  abdominal  section. 

So  far  as  Mackinrodt's  and  Sehucking's  operations  are  con- 
cerned, Dr.  Munde  would  utterly  condemn  substituting  a  retro- 
displaced  movable  uterus  for  an  immovable  anteflexed  one.  He 
had  seen  a  few  cases  in  which  such  an  operation  had  been  done, 
but  those  few  were  failures.  These  operations,  in  his  opinion, 
are  anatomically  and  practically  illogical,  and  on  these  grounds 
he  would  never  perform  them. 

Dr.  Charles  P.  Noblk,  of  Philadelphia  (by  invitation), 
understood  the  subject  to  be  the  radical  treatment  of  retrover- 
sion under  different  conditions.  When  the  uterus  was  movable 
and  a  pessary  would  make  the  patient  comfortable,  his  practice 
had  been,  like  that  of  Dr.  Munde,  to  do  no  operation  unless  the 
patient  lived  out  of  town  and  insisted  upon  a  cure,  so  that  fur- 
ther attention  would  not  be  necessary.  It  was  his  opinion  that 
in  general  practice  the  pessary  would  answer  in  the  large  major- 
ity of  cases  of  retroflexion  with  mobility.  When,  however,  an 
operation  was  demanded  in  these  cases,  he  thought  shortening 
the  round  ligamentsbest  met  the  indications.  When,  on  the 
other  hand,  the  uterus  was  adherent,  he  preferred  decidedly  to 
open  the  abdomen  from  above,  so  that  he  could  see  definitely 
what  he  was  about.  Where  the  appendages  were  not  diseased 
he  thought  the  operation  of  Dr.  Mann  might  be  appropriate,  for 
it  impressed  him  as  being  a  very  interesting  one,  and  he  was 
47 
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glad  to  know  that  it  had  been  tested  in  a  sufficient  number  of 
cases  to  justify  the  author  in  attaching  the  amount  of  import- 
ance to  it  winch  lie  did.  In  this  class  of  cases  Dr.  Noble  had 
suspended  the  uterus,  and  he  must  say  the  results  had  been  all 
that  he  could  desire,  and  he  knew  the  same  was  true  of  the 
practice  of  others  who  had  done  suspension  in  many  cases.  He 
thought  there  was  a  misconception  about  suspension,  or  ventral 
fixation,  as  it  had  been  called,  and  it  was  his  belief  that  the 
cause  of  it  was  the  term  itself,  viz.,  ventral  fixation.  As  a  mat- 
ter of  fact,  the  result  of  sewing  the  fundus  of  the  uterus  to  the 
abdominal  wall  was  that  in  a  few  months  the  peritoneum 
stretched,  forming  a  suspensory  ligament,  and  instead  of  having 
a  fixed  uterus  there  was  a  mobile  uterus  with  an  inch  or  two  of 
play  backward  and  forward.  In  other  words,  it  was  absolutely 
a  misnomer  to  call  it  ventral  fixation.  A  number  of  cases  had 
been  reported  in  which  pregnancy  had  gone  to  terra  after  sus- 
pension and  no  trouble  had  arisen.  He  regarded  suspension  of 
the  uterus  as  a  most  excellent  and  a  very  simple  operation.  It 
has  an  advantage  over  the  operation  done  by  Dr.  Mann,  in  that  it 
can  be  done  through  a  short  incision. 

In  the  third  class  of  cases  mentioned,  when  the  uterus  was 
retroflexed  and  adherent,  and  the  appendages  so  diseased  as  to 
require  their  removal,  he  would  do  hysterectomy  as  well,  in 
preference  to  removing  the  appendages  and  doing  any  additional 
operation  for  the  retroflexion.  The  patient  is  more  certainly 
cured  and  the  pelvis  is  left  in  better  condition. 

Dr.  M.  D.  Mann  reported  several  cases  of 

PERFORATION    OF    THE     UTERUS     AFTER    ABORTION    WITH    PROLAPSE 
OF    THE    INTESTINE.1 


Meeting  of  March  19th,  1895. 
The  Vice-President,  H.  Marion  Sims,  M.D.,  in  the  Chair. 

REMOVAL    OF    FIBROID    UTERUS    AFTER    UNSUCCESSFUL    REMOVAL     OF 

THE  ADNEXA  ;    GAUZE  PAD  LEFT  IN    ABDOMINAL  CAVITY  AT 

FIRST    OPERATION. 

Dr.  Henry  C.  Coe  exhibited  the  specimen,  and  gave  the  fol- 
lowing history  of  the  case  :  The  patient,  aet.  44,  was  first  seen  by 
me  in  consultation  a  year  ago,  when  she  was  flowing  so  pro- 
fusely that  she  had  become  almost  exsanguinated.  She  had 
been  thoroughly  curetted  a  few  weeks  before  without  the  slight- 
est benefit.  I  found  a  symmetrical  interstitial  fibroid  extend- 
ing midway  to  the  umbilicus,  giving  rise  to  no  symptom  except 
monorrhagia,  which  was  so  severe  that  the  patient  did  not  re- 
cover her  strength  during  the  intermenstrual  periods.  After 
some  delay  she  entered  the  hospital,  where  I  operated,  finding 
a  simple,  non-adherent  tumor  the  size  of  a  large  grapefruit, 
with  diseased  and  adherent  tubes  and  ovaries.  On  account  of 
1  See  original  article,  p.  603. 
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the  patient's  extreme  weakness  I  did  not  venture  to  extirpate 
the    uterus    but   merely  removed    the   adnexa.     Although  the 
operation  did  not  last  over  half  an  hour,  she  was  in  collapse  at 
its  termination   and  did  not   rally   for   several   hours.     I   had 
ski  led    assistants  and    a  most  careful  and  conscientious  nurse, 
uniy  three  or  tour  gauze  pads  were  introduced  into  the  cavity, 
which  were  all  accounted  for  (apparently)  before  the  sutures  were 
tied.     I  he  atter-history  of  the  case  was  most  discouraging,  as 
the  patient  showed  evidences  of  sepsis  during  the  first  week- 
evening  elevation  of  temperature  101°  to  103°  F.,  sweating,  and 
general  disturbance— and  continued  in  the  same  condition  for 
hve  weeks      Repeated  examinations  failed  to  reveal  the  source 
ot  the  infection.     The  patient  had  no  pain,  nothing  could  be 
ielt  per  vaginam,  and  on  abdominal  palpation  the  only  abnor- 
mality was  a  peculiar  crepitus,  but  no  induration,  just  above  the 
upper  border  of  the  tumor.     An  examination  under  anesthesia, 
with  curettage  of  the  uterus,  was  equally  unsatisfactory.     Fin- 
ally a  large  mural  abscess  developed  at  the  upper  angle  of  the 
wound,  which  was  opened  by  the  house  surgeon  in  my  absence, 
when  a  peculiar  mass  presented  in  the  wound;  which  proved  to  be 
a  gauze  pad  four  by  six  inches  in  size.    It  was  removed,  when  the 
febrile  symptoms  at  once  disappeared,  the  wound  closed  rapidly 
and  the  patient  was  able  to  go  home  within  ten  days  afterward 

bhe  soon  recovered  her  health,  spent  the  summer  in  the  coun- 
try, and#  reported  to  me  in  the  fall  in  excellent  condition,  free 
trom  pain,  and  with  no  return  of  the  hemorrhages.     There  was 
absolutely  no  diminution  in  the  size  of  the  tumor,  and  I  was 
disposed  to  believe  that  the  cure  would  be  purely  symptomatic 
boon  after  resuming  her  occupation  she  began  to  have  monor- 
rhagia more  severe  than  before,  in  spite  of  the  persistent  use  of 
ergotin  and  hydrastin,  and  within  three  months  after  her  return 
she  was  reduced  to  the  same  weak  and  anemic  condition  as  be- 
fore her  operation.     I  suggested  abdominal  hysterectomy  as  the 
only  means  of  relief,  and  performed  the  operation  four  weeks 
ago.     On  opening  the  abdomen  numerous  intestinal  and  omen- 
tal adhesions  were  found  just  below  the  umbilical  region,  show- 
ing that  the  pad  had  rested  at  this  point  beneath  the  omentum. 
1  he  tumor  was  as  large  as,  or  even  larger  than,  it  was  seven 
months  before,  and  was  adherent  to  the  rectum  and  small  intes- 
tines.    A  large  exudate  around  the  right  stump  rendered  the 
ligation  of  the   corresponding   broad   ligament   quite   difficult 
Ihere   being  an  extensive  raw   surface,  the  pelvis  was  packed 
with  gauze,  one  end   being  carried  into  the  vagina,  after  which 
the  omentum  was  drawn  down  over  the  intestine,  separating  the 
latter  from  the  pelvic  cavity.     Time  of  operation,  about  forty 
minutes.     The  patient  rallied  better  than  after  the  former  ope- 
ration, convalesced  rapidly  (with  some  elevation  of  temperature 
during  the  second  week,  apparently  due  to  inflammation  at  the 
site  of  the  right  stump),  and  was  discharged  in  good  condition 
early  m  the  fifth  week. 
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The  case  presents  several  features  of  interest — viz.,  there  is 
reason  to  believe  (judging  by  my  former  experience  in  identical 
cases)  that  removal  of  the  adnexa  would  probably  have  caused 
diminution  in  the  size  of  the  tumor,  and  relief  or  cure  of  the 
hemorrhage,  had  it  not  been  for  the  adhesions  resulting  from 
the  attack  of  localized  peritonitis,  which  led  to  persistent  con- 
gestion of  the  uterus.  The  accident  mentioned  has  happened 
much  more  frequently  than  is  generally  supposed.  I  am  per- 
sonally cognizant  of  six  fatal  cases  in  which  a  flat  sponge  was 
left  in  the  cavity,  none  of  which  have  been  reported.  Gauze 
pads  can  be  rendered  absolutely  aseptic,  which  is  more  difficult 
in  the  case  of  sponges.  Hence  it  is  rare  that  the  latter  are  en- 
cysted and  discharged  without  a  fatal  termination.  The  acci- 
dent is  absolutely  inexcusable,  but  can  only  be  positively  avoided 
either  by  introducing  no  sponges  or  pads  into  the  cavity  at  all, 
or  by  establishing  the  rule  to  remove  one  pad  before  another  is 
inserted.  In  conclusion,  the  fact  should  be  emphasized  that  the 
only  sure  surgical  cure  of  uterine  fibroid  is  extirpation  of  the 
same. 

POLYPOID   TUMOK    ATTACHED   TO    SACRO-DTERINE    LIGAMENT   AND 
PROTRUDING   INTO   THE   VAGINA. 

Dr.  H.  C.  Coe  presented  a  specimen  with  the  following 
notes :  Mrs.  P.,  set.  36,  multipara,  was  sent  to  the  Cancer  Hos- 
pital with  the  diagnosis  of  probable  malignant  disease  of  the 
portio.  Correspondence  with  her  physician  had  led  me  to  believe 
that  she  had  a  primary  malignant  growth  springing  from  the 
roof  of  the  vagina.  Her  only  symptoms  were  backache  and  a 
leucorrheal  discharge  without  odor.  There  was  no  menorrhagia 
or  metrorrhagia.  On  examination  I  found  a  slight  laceration  of 
the  cervix,  with  acute  retroflexion  and  fixation  of  the  uterus. 
In  the  posterior  vaginal  fornix,  half  an  inch  behind  the  portio 
and  entirely  independent  of  it,  was  a  peculiar  mulberry-like 
nodule,  the  size  of  a  walnut,  circumscribed,  non-vascular,  and 
without  induration  of  the  surrounding  tissue.  I  inferred  that  it 
was  not  malignant,  but  advised  extirpation,  principally  to  relieve 
the  patient's  anxiety,  which  was  extreme.  An  incision  was 
made  around  its  base  and  the  tissues  were  separated  up  to  the 
peritoneum.  Contrary  to  my  supposition,  it  could  not  be  easily 
enucleated,  but  had  a  distinct  pedicle,  which  I  traced  upward 
to  its  attachment  near  the  middle  of  the  right  sacro-uterine 
ligament.  As  it  was  necessary  to  open  Douglas'  pouch,  I  took 
advantage  of  this  to  examine  the  uterus  and  adnexa,  which  were 
entirely  normal.  As  soon  as  the  pedicle  was  divided  the  uterus 
was  entirely  freed  and  was  readily  replaced.  The  hemorrhage 
was  easily  controlled  by  gauze  packing,  \vhich  was  removed  in  a 
few  days,  the  patient  being  up  at  the  end  of  a  week,  without 
reaction.  The  pathologist  reported  that  microscopically  the 
growth  should  be  characterized  as  a  fibroadenoma.  He  was 
unable  to  state  whether  it  developed  from  the  vaginal  tissue  or 


NEW    YORK   OBSTETRICAL    SOCIETY.  741 

from  the  sacro-uterine  ligament.  The  reporter  was  inclined  to 
adopt  the  former  explanation,  in  spite  of  the  fact  that  a  distinct 
pedicle  was  found  springing  from  the  ligament,  without  any 
evidences  of  inflammatory  exudate  between  the  tumor  and  the 
under  surface  of  the  sacro-uterine  folds. 

Dr.  Joseph  E.  Janvrin  inquired  how  the  tumor  could  have 
gotten  into  the  vagina  if  it  originated  above  the  vaginal  walls. 
Personally  he  was  inclined  to  think  that  it  developed  from  the 
vaginal  fornix. 

Dr.  Coe  was  unable  to  answer  the  question.  There  was  appa- 
rently no  inflammation  about  the  tumor.  It  projected  into  the 
vagina,  while  its  pedicle  extended  above. 

Dr.  Janvrin  was  reminded  of  a  case  in  which,  about  ten  years 
ago,  he  had  found,  after  removing  a  large  tumor  of  the  right 
ovary,  a  good-sized  tumor  of  the  left  ovary,  with  an  offshoot 
which  lay  in  the  lumen  of  the  rectum,  connected  with  the  der- 
moid by  a  whipcord-like  pedicle.  The  assumption  was  that  it 
had  penetrated  the  rectal  wall  by  pressure  and  absorption,  the 
rectum  closing  so  tightly  around  its  small  pedicle,  half  the  size 
of  a  lead  pencil,  that  there  was  no  leakage.  It  was  composed 
entirely  of  fibroid  tissue. 

Dr.  Freeborn  thought  from  the  pathological  description 
given  that  this  was  a  wonderful  tumor.  That  it  should  appear 
in  the  vagina  and  be  attached  by  pedicle  to  the  broad  ligament 
was  extraordinary.  Had  it  been  attached  to  the  cervix  we  could 
readily  understand  its  character.  He  would  suggest  that  it  might 
possibly  have  been  an  accessory  ovary.  Accessory  ovaries  were 
sometimes  very  small,  and  might  be  attached  to  any  portion  of 
the  surface  of  the  true  ovary  by  bands  of  fibrous  tissue,  some- 
times quite  long,  at  other  times  quite  short.  The  only  explana- 
tion of  the  case  which  he  could  suggest  was  that  the  tumor  might 
have  been  one  of  these  accessory  ovaries  which  had  undergone 
degeneration,  had  become  prolapsed  and  worked  its  way  through 
the  vaginal  wall.  There  was  nothing  anatomical  in  the  broad 
ligament  which  could  give  rise  to  a  fibroadenoma. 

FIBROMA    OF    THE    UTERUS    REMOVED   BY    MORCELLATION   THROUGH 

THE    VAGINA. 

Dr.  W.  M.  Polk. — I  have  here  two  specimens  from  different 
patients  illustrating  morcellation  of  the  uterus  for  fibroid  dis- 
ease per  vaginam.  The  first  specimen  was  taken  from  a  woman 
3">  years  of  age,  who  came  into  the  hospital  with  very  decided 
symptoms  of  pelvic  pressure,  the  bladder  symptoms  especially 
being  very  marked.  She  suffered  so  much  on  moving  about  that 
it  was  necessary  to  seek  relief  by  a  radical  operation.  The 
tumor  was  found  to  fill  the  whole  pelvis,  and  to  project  so  far 
downward  as  to  cause  the  pelvic  floor  to  descend  considerably 
below  thenormal  plane.  The  uterus  was  driven  forward  against 
the  symphysis   pubis,  showing   that   the    mass    was  developed 
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largely  from  the  posterior  aspect  of  the  organ.  There  was  like- 
wise another  offshoot  which  extended  well  up  into  the  abdomen, 
so  that  the  mass  filled  not  only  the  pelvis,  but  also  the  hypo- 
gastric region,  extending  up  to  about  the  umbilicus.  There 
had  been  no  hemorrhages  of  consequence. 

I  made  an  incision  through  the  posterior  vaginal  wall  in 
Douglas'  cul-de-sac,  which,  of  course,  was  very  much  stretched, 
and  attacked  first  the  portion  of  the  growth  situated  within  the 
pelvis.  This  I  did  because  the  tumor  was  iixed  therein,  and  I 
could  not,  by  traction  upon  the  cervix,  draw  it  down.  I  entered 
the  capsule  and  removed  the  tumor  piecemeal,  not  disturbing 
the  capsule  further  than  to  incise  it,  as  I  was  aware  that  it  was 
firmly  attached  to  the  rectum  and  pelvic  walls.  Having  gotten 
out  a  sufficient  amount  of  the  lower  portion  to  enable  me  to 
bring  down  the  uterus  proper  with  the  superimposed  mass,  I 
then  secured  the  uterine  vessels  and  continued  the  morcellation 
until  the  whole  was  removed.  Fortunately  the  character  of  the 
tumor  was  such  that  from  the  first  there  was  very  little  hemor- 
rhage. 

It  was  a  tedious  operation,  taking  about  an  hour  and  three- 
quarters,  and  furnished  an  admirable  test  of  the  effects  of  this 
method  upon  the  patient's  vital  force.  I  found  that  it  had  pro- 
duced scarcely  any  shock;  the  patient  was  out  of  bed  in  two 
weeks,  and  went  home  in  four  weeks. 

FIBROID    OF   THE   UTERUS    COMPLICATED    BY    PREGNANCY  | 
REMOVAL   BY    MORCELLATION    PER   VAGINAM. 

The  second  specimen  was  removed  day  before  yesterday,  and, 
as  you  see,  represents  fibroid  of  the  uterus  and  pregnancy,  the 
woman  having  been  four  months  pregnant.  Now,  the  physical 
conditions  presented  by  the  mass  were  almost  identical  with 
those  in  the  first  case.  That  is,  there  was  the  same  projection 
into  the  pelvis,  the  whole  pelvic  floor  being  forced  downward, 
the  uterus  driven  forward  and  upward.  There  were  some  vesi- 
cal symptoms  and  constipation  caused  by  the  pressure  of  the 
tumor.  The  patient's  general  condition  was  quite  good,  as  good 
as  the  previous  case.  By  conjoined  rectal  and  vaginal  examina- 
tion I  made  out  that  the  rectum  was  displaced  into  the  coccygeo- 
sacral  region.  Consequently  there  would  be  little  danger  of 
wounding  it,  even  if  I  made  a  free  incision  into  the  posterior 
vaginal  wall,  which  I  did,  and  found  conditions  which  seemed 
like  those  existing  in  the  first  case.  But  I  was  in  one  sense  taken 
by  surprise.  I  found  that  I  had  gotten  into  a  myomatous  por- 
tion of  the  growth,  not  the  fibrous — a  portion,  too,  which  had 
been  stimulated  by  the  process  of  pregnancy — and  the  result  was 
terrific  hemorrhage.  I  had  gone  too  far,  however,  to  retreat. 
At  first  I  had  made  an  effort  to  bring  down  the  cervix,  in  order 
to  secure  the  uterine  arteries ;  but  failing,  I  had  to  work  my 
way  through  this  mass  of  bleeding  tissue,  fighting  the  hemorrhage 


NEW   YORK    OBSTETRICAL    SOCIETY,  743 

?itc3?nQl^  making  ''T^1011  °n  the  ti88ue'  In  «■■*  way 
to  take  hold  of  f .  /ng  /1P  ?  the  Cervix-  As  soon  as  J  wa*  able 
tro  led        n  1  ^  '"S  'J**1011  the  hemorrhage  was  con- 

t he  fetes  tl  I  meantlme  J  ^.entered  the  uterus  a.fd  removed 
tne  ten,  the  presence   of  which,  only  suspected  before    py 

opZ ofanT™^  -he  8trrtareS      I  t^nlntt  my 

r  IS  ipleted/in  about  fifteen  minutes,  for  there 
Condition  bntnDS.  aS  l\  he  farst  case-  Tbe  P^ient  was  in  good 
of  sa     si  ton  %?  t°the1amonn*  °f  blood  lost  I  made  infusion 

the  o nerJ Son  A  ^  ^  ?°?e  Perfectl7  Wel1  fl'om  tbe  close  of 
tne  operation  (April  5th,  sitting  up  at  two  weeks). 

eittreoternt  °ft,Tl  ?ghia  ^  Vision  was  resorted  to  in 
which  we  hal  «r  fBot  \ot  tbem  represented  conditions  in 
rap£wLi  In  fme  *f?nbl«  ln  removing  the  tumors  by  the 
XZoppf'  -T1UVW"  esPeciallJ  true  of  the  first  case 
from  above  fn  tl        1VG  adhesions-     We  a^  know  that  working 

Both  Caser^n      SG  CaSe8fCaUSeS  f.11.  "nUS"al   am0U«t   Of  sh0CkS 

sidered d  ffi!  T'- ^T- lted  conditions  which  are  usually  con- 
eood  d  J  of  ?!t  1D.  W°rkmg  ,fr°m  above>  and  botb  required  a 
low  But  ,  tT  t0  ST,rVbe  removal  of  tbe  twmor  from  be- 
weTi  asanv  T  I  &  *]™P  S&ld'  the  first  Patient  did  3™t  as 
1^8  of  blood  vp  Trat^.lT°n'  and  tbe  second  one  bore  the 
been  ob J|a°w  f1  Ji  J6"'  ,  T'ns  loss  of  bl°od,  I  think,  could  have 
Deen  obviated  had  I  worked  in  a  different  manner 

in  vieTo?!™  Ilf  cimens1me[e]yto  make  record  of  the  cases, 

elicit Lh  12  ,Ure  Ti°rk  Which  J  have  t0  do>  and  ™  order  to 
elicit  such  comments  as  the  members  may  see  fit  to  make. 

VAGINAL    HYSTERECTOMY    FOR    OVARIAN    ABSCESS. 

from*  a^pTf^f  ^Yt  8Pecimeii  which  I  bave  to  present  is 
wish  to  a  t  gmf  h^erectomy  for  ovarian  abscess,  and  I 
cedure  Ztl  words  with  regard  to  the  technique  of  the  pro- 
the  aonlnrl  T*  °.i  Vagmal  Uterectomy  as  of  removal  of 
essendal  /n f  WW  th%  UterUS  is  left  in  dtu'  l  find  that  the 
mTde  to  ,1  Dg  "  /  Verj  irT/^'mal  incision>  which  should  be 
wfth  «  1WW S  ff  TUnd  fr°m  right  t0  left  as  is  compatible 

bl  ear^lthe  b  °°d  T^'  The  incision>  of  cou^  ^onld 
De  carried  down  as  far  as  the  recto-vaginal  junction. 

oono^nn-r6/  adraid'this  r0ute  is  one  which  gives  every 
TheTnS,  Z  exV]Ttl0n  °l  the  pelvis  and  lQwer  abdomen! 
troMini  T     •      mg  b*,eT\  made'  {t  is  a  ^reat  advantage  in  con- 

h£h if  It  IT™  ttr^  ™?  a  ^Uanti^  of  ga"ze  a"d  P^ '  it 
uf-i  WH  T'fihng  in  the  "PPer  region  posterior  to  the 
Thi  "o'„1m 1  *  J  ^"u1"?  0tt  thG  °mental  and  intestinal  field, 
and \ovzt  y  accHpl'shefd'  °ne  Proceeds  t0  rem°ve  the  tubes 
stens  ?n   tl  USt    1Gre  °ften  C°meS  in  0Tle  of  tbe  m°st  difficult 

fit; „  t  1C  P.ro.cedure-namely,  seizing  the  appendages  and 
Sated Zl Tl "t0  the/aSina-  For  this  purpose  the  bent  fenes- 
trated sponge  forceps  is  of  great  value,  as  with  it  you  can  grasp 
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(without  tearing)  the  structures  and  pull  them  down  into  the 
cul-de-sac,  and  even  into  the  vagina.  The  different  adhesions 
to  the  intestine,  the  rectum,  etc.,  can  thus  be  brought  within  easy 
reach  of  the  lingers.  In  the  present  case  there  was  no  use  trying 
to  do  a  conservative  operation,  consequently  1  removed  the 
entire  appendages  and  uterus.  You  will  find  that  Diihrssen's 
modification  of  the  Mackinrodt  operation  will  enable  one  to  do 
admirable  conservative  work  where  the  conditions  calling  for  it 
are  favorable. 

Dr.  Coe  remarked  that  while  Dr.  Polk  might  convince  us  of 
the  advantage  of  morcellation  in  the  first  case,  he  thought  we 
would  hardly  be  predisposed  to  adopt  that  method  under  the 
circumstances  existing  in  the  second  case.  He  felt  sure  that  the 
suprapubic  operation  could  have  been  completed  in  one-half  the 
time  and  withoutso  much  hemorrhage,  especially  since  pregnancy 
complicated  the  case.  The  speaker  had  recently  had  an  almost 
similar  case  in  which  he  was  able  to  complete  removal  from 
above  rapidly  and  with  no  loss  of  blood,  although  the  vessels 
were  enormously  dilated.  He  thought  vaginal  morcellation  in 
less  skilful  hands  than  Dr.  Polk's  would  have  been  very  difficult 
and  dangerous. 

Dr.  Polk  would  reply  to  Dr.  Coe  that  the  fault  was  less  with 
the  operation  than  with  the  operator.  The  blood  vessels  could 
have  been  secured  from  below  in  the  first  place  had  he  gone 
about  it  in  the  right  way.  The  difficulty  arose  simply  because 
of  a  little  too  much  confidence  engendered  by  his  success  with 
the  first  case,  and  which  had  led  him  to  attack  the  mass  directly 
in  the  second.  He  had  mentioned  the  experience  partly  as  a 
warning  to  others  that  they  should  in  the  first  instance  secure 
the  vessels  in  the  place  where  they  were  to  be  found,  and  thus 
avoid  possible  delay  from  hemorrhage.  But  Dr.  Coe,  he 
thought,  would  himself  be  willing  to  take  a  little  risk  in  operat- 
ing in  this  manner,  could  he  have  seen  the  excellent  recovery 
made  by  the  patients. 

Dr.  Cleveland  inquired  of  Dr.  Polk  whether  he  favored 
removal  of  fibroids  generally,  even  very  large  ones,  by  the  va- 
gina. 

Dr.  Polk  replied  that  he  was  not  taking  any  stand  with  re- 
gard to  that  question.  He  was  simply  reporting  experience  as 
it  occurred.  But  he  would  confess  that  he  was  still  an  experi- 
mentalist. He  had  been  very  much  impressed  with  the  method, 
but  he  would  advise  no  one  to  undertake  it  unless  he  was  capable 
of  standing  a  good  deal  of  fatigue.  It  was  a  very  trying  opera- 
tion, and  if  one  had  not  patience  he  had  better  let  it  alone.  But 
if  one  were  willing  to  work  slowly  he  could  by  this  method  get 
good  results.  All  the  cases  which  he  had  operated  upon  up  to 
the  present  time  had  given  him  just  as  good  results  as  he  had 
obtained  by  suprapubic  operation,  and  by  this  method  his  ulti- 
mate results  had  been  about  like  those  of  other  gynecologists. 
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Dr.  E.  B.  Cragin  said  that  within  the  last  six  or  eight 'weeks 
lie  had  become  a  convert  to  the  method  advocated  by  Dr.  Polk, 
and  had  attempted  it  several  times,  obtaining  results  which  had 
pleased  him  very  much  indeed.  He  could  also  speak  favorably 
ot  the  sponge  forceps  to  which  Dr.  Polk  had  alluded.  That 
afternoon  he  had  operated  upon  a  case  through  the  vagina  which, 
to  his  mind,  proved  the  feasibility  and  adaptability  of  that  route 
where  the  tumor  was  low  in  the  pelvis.  The  case  was  that  of  a 
pregnant  woman  with  a  tumor  so  blocking  the  pelvis  that  all 
the  consultants  were  agreed  that  she  could  not  be  delivered  at 
term  unless  the  tumor  was  removed.  Throughout  the  operation 
Dr  Cragin  had  occasion  to  congratulate  himself  that  he  had 
undertaken  removal  through  the  vagina  instead  of  from  above. 
The  tumor  was  a  dermoid  with  a  rotten  sac.  and  he  felt  sure  that 
the  intestines  would  have  been  literally  smeared  with  the  seba- 
ceous matter  and  hair  had  he  opened  above.  As  it  was,  enuclea- 
tion was  completed  without  special  difficulty,  and  he  had  no 
doubt  thepatient  would  make  a  smooth  recovery. 

Regarding  conservative  work  through  the  vagina,  about  a 
week  ago  he  had  had  a  case  in  which  he  was  able  to  excise  a  por- 
tion of  the  ovary,  leaving  the  healthy  portion,  by  this  method. 
He  was  much  in  favor  of  the  operation  in  cases' adapted  to  it, 
and  he  believed  that  Dr.  Polk  himself  was  of  opinion  that  only 
about  fifty  per  cent  of  the  cases  were  so  adapted.  In  his  opinion 
the  operation  was  destined  to  grow  in  favor. 

Dr.  J.  R.  G-offe,  remembering  the  argument  in  favor  of  the 
vaginal  operation,  its  ease,  freedom  from  shock,  and  smooth 
convalescence,  undertook  it  recently  in  a  case  of  dermoid  cyst 
similar  to  the  one  described  by  Dr.  Cragin.  The  tumor  was 
about  as  large  as  a  cocoanut  and  adherent.  By  making  an  inci- 
sion into  Douglas'  pouch  he  was  able  to  get  hold  of  it,  bring  it 
down,  evacuate  its  contents,  finally  reaching  the  pedicle,  ligating 
it,  and  removing  the  sac.  The  woman  being  poor  and  anxious 
to  get  back  to  work,  he  at  the  same  sitting  curetted  the  uterus, 
sewed  up  a  bilateral  cervical  tear,  and  repaired  the  perineum. 
The  patient  recovered  without  any  unpleasant  symptoms  and 
was  discharged  at  the  end  of  three  weeks.  From  his  observation 
of  several  of  Dr.  Polk's  cases,  as  well  as  his  own  single  expe- 
rience, he  was  in  a  position  to  bear  witness  to  the  smooth  con- 
valescence and  freedom  from  shock  in  the  vaginal  operation. 

Dr.  H.  1ST.  Vineberg  washed  to  make  a  few  remarks  on  the 
method  of  taking  out  the  tubes  and  ovaries  through  an  anterior 
vaginal  incision,  which  he  had  practised  in  six  or  more  cases. 
In  one  of  the  cases  he  had  removed  the  appendages  on  both 
sides,  and  could  easily  have  removed  the  uterus  also  had  it  been 
necessary.  The  advantage  of  the  anterior  incision  was  that  it 
also  permitted  of  vaginal  fixation,  for  in  the  majority  of  cases 
calling  for  conservative  work  there  was  backward  displacement 
of  the  uterus.     In  one  case  the  adhesions  proved  to  be  so  strono- 
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that  lie  could  not  complete  the  operation  through  an  anterior 
vaginal  incision,  but  sewed  up  the  wound  and  performed  celiot- 
omy. The  patient  made  just  as  good  recovery  as  she  could  pos- 
sibly have  done  had  no  prior  attempt  been  made  through  the 
vaginal  route.  Perhaps  with  a  little  more  experience  he  might 
have  accomplished  the  work  even  in  such  a  case,  with  such  dense 
and  extensive   adhesions,  by  the  anterior  vaginal  method. 

Dr.  II.  J.  Boldt  thought  the  mind  of  the  members  of  the 
Society  was  coming  to  a  slightly  different  status  from  what  it 
had  occupied  some  time  ago.  He  had  observed  that,  with  Dr. 
Polk,  a  number  of  other  gentlemen  had  changed  their  minds 
with  regard  to  the  different  methods  of  attacking  pathological 
conditions  of  the  pelvis.  But  the  subject  which  was  of  greatest 
importance  from  his  point  of  view,  and  he  supposed  from  that 
of  others,  did  not  relate  to  salpingitis,  for  in  that  disease  the 
results  had  previously  been  almost  invariably  good,  even  when 
operating  by  the  abdominal  method.  It  related  rather  to  cases 
of  multiple  pelvic  abscess  and  dense  adhesions  of  the  adnexa, 
where,  as  in  a  case  of  his  in  which  the  exudate  reached  almost 
up  to  the  umbilicus,  it  would  have  been  impossible,  in  his 
opinion,  to  obtain  a  successful  result  by  the  abdominal  method. 
By  making  the  attack  through  the  vagina  in  such  cases  the 
recovery  was  so  smooth  as  to  resemble  the  normal  puerperium. 
The  anterior  vaginal  incision  would  not  answer  here ;  indeed, 
one  could  not  treat  any  complicated  pyosalpinx  case  through  the 
anterior  vaginal  incision.  It  was  necessary  to  enter  through  the 
posterior  cul-de-sac.  It  had  been  his  custom  in  such  cases  also 
to  take  out  the  uterus.  He  would  like  to  see  everybody  who 
was  opposed  to  vaginal  work  attempt  it  here  and  observe  how 
nicely  the  patients  convalesced.  Cases  of  dermoid  cystomata 
could  also  be  operated  upon  through  the  vagina.  He  had  had 
two  cases  of  this  variety,  in  which  peritonitis  followed  the  ope- 
ration ;  however,  no  case  was  lost. 

Dr.  Polk. — Dr.  Boldt  is  inclined  to  rally  us  a  little  on  our 
change  of  ground.  Well,  I  am  willing  to  be  rallied,  because 
when  I  learn  of  a  good  thing  I  like  to  accept  it.  But,  if  I  mis- 
take not,  the  doctor  reported  here  several  years  ago  a  case  of 
removal  of  the  uterus  for  pyosalpinx,  and  when  he  was  asked 
whether  he  favored  that  procedure  as  the  treatment  of  the  con- 
dition named,  my  recollection  is  that  he  said  he  did  not.  It  ap- 
pears that  he  has  also  changed  his  ground  in  regard  to  that  matter. 
This  is  simply  a  bit  of  humor  on  my  part,  but  I  could  not  resist 
taxing  my  memory  in  order  to  get  even  with  him  in  the  matter 
of  change  of  ground. 
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THE   SURGICAL   TREATMENT   OF    RETRODJSPLACEMENT   OF   THE 
UTERUS,    WITH    SPECIAL   REFERENCE    TO    VAGINAL- 
AND    VENTRO-FIXATION.1 

Dr.  Francis  Foerster  read  the  paper. 

f   "^  °A  M^  Edebohls  said  *hat,  so  far  as  his  knowledge  ex- 
tended  Dr.  Foerster  had  presented  a  novel   procedure,  and   he 
did  not  wish  to  offer  any  criticisms  in  that  direction  ;  it  would 
be  unfair,  coming  from  one  who  had  not  tried  the  method      He 
was  perfectly  willing  to  admit  the  fact  that  the  posterior  vaginal 
cul-de-sac  could   be  opened;  that  the  appendages  could  be  re- 
moved through  this  route  ;  that  adhesions  could  be  broken  up 
Ihese  were  well-known  facts  and  within  the  personal  experience 
of  most  of  us.     And  he  was  willing  to  admit  further,  as  proven 
by  Dr.  Foerster,  that  the  anterior  wall  or  the  fundus  of  the 
uterus  could  through  the  same  route  be  fastened  to  the  anterior 
abdominal  wall  by  suture   passed    through  the ' surface  of   the 
uterus  and  out  through  the  anterior  abdominal  wall.     He  did 
not  wish  to  criticise  the  paper  upon  any  of  those  points,  but  he 
did  wish  to  offer  the  criticism  that  the  Alexander  operation  was 
perfectly  adapted  to  just  these  cases,  as  well  as  to  those  in  which 
it  had  long  been  conceded  to  be  applicable.     Having  opened  the 
cul-de-sac  and  treated  the  conditions  present  according  to  the 
indications,  whether    by    breaking  up   adhesions  alone   or   by 
removal  ot  the  ovaries,  etc..  close  the  vaginal  incision  and  pro- 
ceed to  dp  Alexander's  operation,  instead  of  fixing  the  uterus  to 
the  anterior  abdominal  wall  through  the   vaginal  route,  as  sug- 
gested in  this  paper.  g 

Dr.  Polk  inferred  from  the  fact  that  there  was  a  proposition 
to  limit  the  meetings  of  the  Society  to  one  a  month  that  the 
proceedings  were  losing  some  of  their  interest  to  certain  mem- 
bers and  that  idea  was  strengthened  by  the  fact  that  the  re- 
marks of  Dr.  Foerster  and  of  Dr.  Edebohls  showed  that  thev 
had  not  read  the  Transactions,  for  if  they  had  they  would  have 
found  that  the  operations  performed  by  Dr.  Foerster,  and  which 
LJr.  bdebonls  said  were  novel  to  him,  had  been  done  by  himself 
on  a  patient  presented  to  the  Society  about  a  month  ao-o 

Dr  Polk  said  he  was  sorry  that  the  author  had  expressed  the 
wish  that  A  exander's  operation  be  excluded  from  the  discussion 
tor  he  would  take  precisely  the  ground  taken  by  Dr.  Edebohls 
lliree  times  he  had  done  Alexander's  operation  after  openino- 
the  posterior  vaginal  cul-de-sac  for  adhesions,  etc.  Two  of  the 
cases  had  already  been  reported,  and  the  results  had  been  fully 
as  good  as  where  the  Alexander  operation  had  been  done  for 
movable  uterus.  In  other  words,  opening  into  the  vagina  and 
freeing  the  uterus  from  such  adhesions  as  had  heretofore  been 
considered  a  contraindication  to  Alexander's  operation  had  pro- 
T  ,*l\  e*;remeIy  simple  proceeding.  There  was  no  doubt  but 
wnat  Dr.  foerster  s  very  ingenious  plan  would  enable  one  to  fix 
1  See  original  aiticle,  p.  622. 
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the  uterus  to  the  anterior  abdominal  wall  by  way  of  a  poste- 
rior vaginal  incision,  but  the  question  really  at  issue  was,  What 
were  the  comparative  results  of  ventral  fixation  versus  Alexan- 
der's operation?  His  own  experience  with  the  two  methods  had 
led  him  to  regard  the  therapeutic  results  of  Alexander's  opera- 
tion as  far  superior  ;  the  women  had  hardly  any  after-symptoms, 
whereas  after  ventral  fixation  nearly  all  of  them  had  some  symp- 
toms. Then,  ventral  fixation  was  liable  to  give  way,  whereas 
anchoring  the  ligaments  remained  permanent. 

So  far  as  the  method  of  performing  vaginal  fixation  was  con- 
cerned, he  thought  Dr.  Foerster  should  be  congratulated  upon 
the  ingenuity  which  lie  had  displayed  in  devising  this  instru- 
ment. He  thought  it  was  superior  to  the  method  which  he  had 
adopted  in  the  case  already  alluded  to,  where  he  used  a  Hage- 
doro  needle  and  the  finger  for  a  guide.  But,  whatever  the 
method,  he  regarded  it  as  simply  ventral  fixation  and  nothing 
else,  and,  being  such,  he  thought  it  was  inferior  to  Alexander's 
operation,  and  therefore  he  had  employed  the  latter  in  subse- 
quent cases. 

Dr.  Boldt  said  it  had  always  been  a  puzzle  to  him  why  short- 
ening the  round  ligaments  should  have  so  many  opponents.  He 
felt  that  the  real  question  at  issue  was  ventral  fixation  versus 
the  Alexander-Adams  operation,  and  on  this  question  he  took 
the  same  ground  as  Drs.  Edebohls  and  Polk.  When,  some  years 
ago,  he  first  tried  shortening  the  round  ligaments,  he  was  not  so 
favorably  impressed  with  it,  for  the  reason  that  he  had  not  then 
been  taught  to  draw  up  the  horns  of  the  uterus  sufficiently  far 
— that  is,  to  the  internal  inguinal  ring.  Since  then  he  had 
found  the  method  entirely  satisfactory,  much  superior  to  abdom- 
inal fixation.  He  was  inclined  to  the  opinion  that  the  reason 
why  so  many  of  our  German  confreres  adopted  some  other 
procedure  than  the  Alexander  operation  was  their  failure  to 
carry  out  the  latter  in  the  proper  manner.  That  was  not  the 
fault  of  the  operation,  but  of  the  operator. 

Dr.  Boldt  said  he  had  no  criticism  to  offer  upon  the  ingenious 
procedure  adopted  by  Dr.  Foerster,  so  far  as  the  technique  was 
concerned.  The  needle  shown  was,  he  thought,  the  same  as 
Schiicking's,  except  that  the  curve  had  been  made  different  in 
order  to  meet  another  purpose.  He  should  suppose  that  it  was 
too  weak  and  was  liable  to  cause  mischief  by  breaking. 

Dr.  Vineberg  felt  himself  forced  to  take  a  stand  in  defence 
of  vaginal  fixation,  for  his  experience  had  been  in  some  degree 
different  from  that  of  the  other  gentlemen  who  had  spoken  on 
this  point.  He  did  not  think  the  argument  offered  by  Dr. 
Foerster  in  favor  of  abdominal  fixation,  that  the  uterus  was  an- 
chored high  and  with  advantage  sank  again,  was  a  good  one.  If 
the  uterus  had  to  sink  again  in  order  to  give  the  greatest  benefit, 
why  not  fix  it  at  the  lower  level  in  the  first  place?  In  the 
natural  condition  we  found  the  uterus  so  situated  that  its  ante- 
rior wall  could  be  felt  through  the  anterior  fornix  of  the  vagina. 
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An  operation  which  would  restore  that  relation  could  be  pro- 
nounced ideal,  and  he  had  found  it  to  consist  in  vaginal  fixation. 
He  would  not  say  that  the  operation  was  always  successful. 
Neither  had  Alexander's  operation  always  been  successful  at 
first,  and  it  was  given  up  by  men  who  afterward  returned  to  it 
when  they  had  become  better  acquainted  with  its  technique.  He 
thought  this  would  prove  true  of  vaginal  fixation.  He  felt  that 
the  latter  was  an  operation  which  had  come  to  stay.  His  later 
operations,  in  which  he  had  somewhat  modified  the  technique, 
were  almost  invariably  attended  with  success — that  is,  the  uterus 
remained  forward  in  good  position  and  the  women  were  relieved 
of  their  symptoms.  He  now  had  two  patients  who  had  become 
pregnant ;  one  was  at  the  sixth  month,  the  other  at  the  fifth,  and 
there  had  been  no  disturbance  from  the  vaginal  fixation  of  the 
uterus.  It  seemed  to  him  rather  strange  that  this  method  had 
been  criticised  as  illogical  when  indeed  it  was  the  most  logical 
one  at  our  disposal.  The  Alexander  operation  was  certainly  not 
logical,  inasmuch  as  it  fixed  the  uterus  in  an  abnormal  position, 
pressing  it  up  against  the  pubes,  and  as  a  matter  of  fact  causing 
disturbance  from  the  malposition  similar  to  that  witnessed  at 
times  after  ventral  fixation.  He  had  seen  a  number  of  cases  at 
the  dispensary  suffering  from  irritation  of  the  bladder  on  this 
account.  As  a  rule  there  was  no  bladder  irritation  following 
vaginal  fixation. 

Dr.  W.  E.  Porter,  having  had  uniformly  good  results  from 
shortening  the  round  ligaments  within  the  abdominal  walls, 
could  not  avoid  speaking  a  few  words  in  favor  of  that  method 
of  lifting  the  uterus  where  there  was  retrodisplacement  with 
adhesions  which  called  for  abdominal  section.  The  dangers  were 
very  slight.  His  own  results  from  Wylie's  method  had  been 
particularly  good,  and  those  reported  by  Dr.  Mann  at  the  last 
meeting,  in  which  he  had  taken  up  two  loops  in  the  cord,  were 
also  excellent.  But  where  there  was  procidentia  calling  for 
plastic  operations  on  the  vagina  he  thought  ventral  fixation 
would  be  proper,  and  it  was  only  in  such  cases  that  he  believed 
it  would  be  justified  Where  there  were  no  adhesions  he  would 
do  Alexander's  operation.  Adhesions  being  present,  he  would 
prefer  Wylie's  or  Mann's  procedure  to  ventral  fixation. 

Dr.  Clement  Cleveland  regarded  shortening  the  round  liga- 
ments inside  the  abdomen  as  illogical.  He  believed  a  frequent 
cause  of  failure  with  the  Alexander  method  was  failure  to  find 
more  than  a  few  fibres  of  the  ligament  on  cutting  down  to  the 
external  ring.  The  expanse  of  the  ligament  upon  the  pubes 
had  become  frayed  out,  and  unless  one  found  the  solid  cord  and 
anchored  that  securely  the  uterus  would  not  be  retained  in  the 
improved  position. 

Dr.  Joseph  Brettauer  remarked  that,  while  it  was  not  fair 
or  courteous  to  discuss  a  new  operation  with  which  one  had  had 
no  experience,  yet  he  would  mention  a  point  in  the  technique 
which  he  thought  it  would  be  hard  to  carry  out  in  certain  cases. 
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He  referred  to  bringing  the  uterus  down  to  the  vulval  outlet  in 
order  to  introduce  the  sutures  into  the  anterior  surface  of  the 
fundus,  and  expressed  the  opinion  that  one  would  meet  with 
cases  of  repeated  attacks  of  pelvic  peritonitis  with  firm  adhesions 
in  which  this  step  would  prove  almost  impossible  without  ligat- 
ing  and  cutting  the  base  of  the  broad  ligaments. 

Dr.  Polk  inquired  of  Dr.  Foerster  whether  he  thought  the 
suggestion  originally  made  by  J.  Marion  Sims,  to  anchor  the 
uterus  by  suture  passed  through  its  cavity,  would  have  a  place 
if  carried  out  through  the  vagina,  as  he  had  described  in  his 
cases  of  vaginal  fixation.  Again,  were  there  not  cases  of  deep 
pelvis,  so-called  male  pelvis,  and  also  of  short  adhesions,  in  which 
one  could  not  fix  the  uterus  against  the  abdominal  walls  with 
hope  of  its  remaining  ? 

Dr.  Foerster  said  he  must  admit  that  he  had  not  been  fami- 
liar with  the  modification  of  Alexander's  operation,  and  that  was 
probably  the  reason  why  he  had  excluded  it  from  consideration 
in  his  paper.  He  should  have  read  the  Transactions  of  the  So- 
ciety more  closely.  According  to  the  modification  as  he  had 
heard  it  to-night,  consisting  in  the  opening  of  Douglas'  pouch 
prior  to  shortening  of  the  round  ligaments,  he  could  not  say  but 
what  the  modified  Alexander  operation  may  be  as  suitable  in 
these  cases  as  the  one  which  he  had  described.  He  had  only 
one  doubt  with  regard  to  it — namely,  whether  where  there  were 
many  adhesions  and  bands  they  could  be  so  freed  as  to  overcome 
all  tension  on  the  round  ligaments. 

Regarding  the  possibility  of  suturing  through  the  uterus,  that 
method  had  been  brought  forward  again,  he  believed,  by  a  gen- 
tleman in  Kansas  City  who  had  reported  a  series  of  perhaps 
eight  or  ten  cases.  But  Dr.  Foerster  thought  the  method  was 
illogical.  To  anchor  the  uterus  with  a  suture  passed  through  it  in 
the  form  of  a  loop  would,  in  his  opinion,  cause  trouble  sooner  or 
later.  He  believed  this  procedure  had  been  only  proposed  by 
Dr.  J.  Marion  Sims;  that  he  had  not  himself  applied  it. 

The  only  resemblance  which  the  needle  which  he  had  pre- 
sented bore  to  Schiicking's  was  that  it  was  used  in  connection 
with  a  canula.  Schiicking's  was  not  original  in  this  regard. 
The  points  of  difference  between  the  two  were  striking. 

In  reply  to  Dr.  Yineberg's  criticism  that  in  ventral  fixation 
the  uterus  did  not  remain  in  position,  he  could  state  that  it  re- 
mained in  much  better  position  than  after  vaginal  fixation.  In 
answer  to  Dr.  Brettauer's  criticism  he  would  say  that  he  would 
perform  ventral  fixation  through  the  vagina  only  in  suitable  cases, 
not  in  cases  in  which  the  adhesions  were  of  a  nature  to  forbid  it. 
Dr.  Ervin  Alden  Tucker  presented  a  paper  entitled 

DEFORMED    COCCYX    CAUSING    DYSTOCIA    AND    DEATH    OF   CHILD,1 

Official  Transactions.  Arthur  M.  Jacobus, 

.Recording  Secretary. 
1  This  paper  will  appear  in  the  June  number. 
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Meeting  of  December  6th,  1894. 

The  President,  Thomas  P.  White,  M.D.,  in  the  Chair. 

_  A  series  of  papers  was  read  discussing  the  various  manifesta- 
tions of 

HYSTERIA.1 

<  Dr.  Wenning-.— If  I  rise  first  it  is  not  that  I  have  anything 
important  to  say,  but  in  honor  to  the  gentlemen  I  think  it  is 
due  that  we  compliment  them  on  the  elaborate  manner  in  which 
the  papers  have  been  prepared. 

In  reference  to  the  increased  irritability  of  the  spinal  cord  in 
the  experiments  on  rabbits,  noted  in  Dr.  Kachford's  paper,  I 
believe  the  doctor  opened  the  abdomen  and  irritated  the  intes- 
tine and  found  increased  irritability.  This,  it  seems  to  me,  may 
explain  why  we  have  a  worse  condition  afterward,  instead  of  an 
improvement,  in  some  cases  where  the  ovaries  have  been  removed 
for  neurotic  conditions. 

A  case  I  have  had  under  treatment  demonstrates,  it  seems  to 
me,  one  point  Dr.  Johnstone  made— namely,  the  dependence  of 
certain  reflex  troubles  on  pelvic  disease.  Some  months  ago  I 
had  a  young  lady  with  extreme  prolapsus  of  the  uterus  and 
elongation  of  the  cervix.  She  seemed  to  be  in  so  precarious 
a  condition  that  I  feared  some  other  organic  trouble  and  that  she 
would  not  be  able  to  stand  the  drain  of  an  operation.  When  I 
noticed  a  slight  improvement,  however,  I  performed  the  ope- 
ration, and,  to  my  surprise,  from  that  moment  the  other  symp- 
toms disappeared  and  she  was  apparently  entirely  restored. 
_  Dr.  Taylor. — I  am  ready  to  believe  that  the  disorders  men- 
tioned by  Dr.  Kachford  are  secondary  and  result  from  the 
peripheral  nerves,  and  I  think  we  should  bear  in  mind,  as 
brought  out  by  Dr.  Forchheimer,  that  many  of  these  disorders 
have  their  origin  in  disturbances  of  the  digestive  tract.  It 
impresses  us  with  the  importance  of  a  thorough  investigation  of 
every  case,  and  that  we  should  not  assume,  because  there  are 
pelvic  disturbances,  that  they  are  necessarily  primary ;  possibly 
they  may  be  secondary. 

Conditions  that  we  may  at  first  class  as  functional,  and  that 

possibly  may  give  no  evidence  of  local  organic  changes,  from  the 

long-continued  disturbance  and  from  the  oft-repeated  transitory 

changes  may  lead  to  permanent  changes,  and  what  may  at  first 

i  See  original  articles,  p.  635  et  seq. 
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seem  to  be  a  nervous  disturbance,  as  we  call  it — making  a  dis- 
tinction winch  probably  is  not  borne  out  by  modern  physiology — 
may  lead  to  changes  which  are  persistent  and  not  curable. 

Dr.  E.  Ricketts. — I  have  a  very  interesting  case  under  obser- 
vation at  the  present  time  bearing  upon  the  subject  of  reflexes. 
The  patient,  set.  -fti,  married  twenty-two  years,  mother  of  two 
children,  the  youngest  17  years  of  age,  consulted  me  six  weeks 
ago.  I  found  her  suffering  from  nasal  hydrorrhea.  With  this 
she  had  gastritis.  At  that  time,  six  weeks  ago,  I  made  an 
examination  of  the  uterus,  finding  an  endometritis  and  a  hyper- 
plastic cervix.  I  sent  her  home,  in  order  to  have  her  under 
treatment  for  the  nasal  hydrorrhea  and  the  gastritis.  She  re- 
turned ten  days  ago  very  much  improved  of  the  nasal  hydrorrhea 
and  the  gastritis,  and,  on  making  an  examination  of  the  uterus, 
to  my  surprise  the  endometritis  had  improved  wonderfully  and 
the  hyperplastic  condition  of  the  neck  was  reduced  to  such  an 
extent  that  I  called  the  attention  of  my  assistant,  Dr.  Robinson, 
to  the  fact.  This  was  five  weeks  after  she  had  been  under  treat- 
ment for  the  hydrorrhea  and  gastritis.  The  hydrorrhea  had 
been  improved  in  a  marked  manner  by  a  rhinologist,  and  the 
condition  of  the  cervix  also  had  improved  without  treatment 
for  the  same. 

Dr.  Palmer. — In  reference  to  the  Stevenson  wave,  personally 
I  have  no  doubt  about  it,  but  some  of  the  members  here  may 
have  their  doubts  about  the  existence  of  one.  For  years  I  have 
been  in  the  habit  of  speaking  of  it  to  my  classes.  I  have  even 
gone  so  far  as  to  state  the  following :  Not  only  does  the  body 
weight  increase  during  the  menstrual  interval  up  to  the  time  of 
the  menstrual  flow,  but  also  the  vascular  tension  and  nervous 
tension  then  increase ;  these  decrease  after  the  menstrual  time. 
Probably,  too,  there  is  an  elevation  of  temperature  to  perhaps 
two-tenths  of  a  degree,  the  maximum  being  about  the  time 
menstruation  begins,  and  the  minimum  after  the  menstruation. 
\Ye  see  unmistakable  evidences  of  that  in  the  body  at  large. 
One  can  tell  almost  certainly  by  the  appearance  of  the  face  and 
body  when  the  menstruation  is  to  begin.  Before  the  menstru- 
ation the  woman  looks  plethoric ;  she  gradually  declines  in 
weight  and  color  of  face  after  it.  Doubtless  all  here  have  had 
repeated  experiences  with  menstrual  headaches.  These  attacks 
occur  prior  to,  or  during,  or  following  that  time.  I  have  no 
doubt  that  the  occurrence  of  the  menstrual  headache  is  due  to 
the  nervous  changes  as  with  other  changes  in  the  body  at  large. 
The  effect  of  the  bromide  of  potassium  is  probably  explained  by 
this  fact,  as  is  probably  also  the  action  of  antipyrin.  Dr.  John- 
stone had  something  to  say  in  reference  to  cases  of  intermen- 
strual pain.  I  had  devoted  considerable  time  to  this  subject  and 
presented  a  paper  before  this  Society  on  the  subject  at  one  time. 
I  think  the  Stevenson  wave  has  nothing  to  do  with  these  peri- 
odical attacks  of  pain,  but  I  do  think  the  pains  are  due  to  organic 
morbid  changes  round  about  the  ovary. 
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Dr.  Whittaker. — I  would  very  much  like  to  make  an  inquiry. 
It  would  be  of  interest  to  the  general  practitioner  to  know  the 
opinion  of  this  body  as  to  the  relation  of  vicarious  menstruation 
to  tuberculosis,  or  whether  any  of  these  cases  subsequently 
become  tuberculous.  My  experience  has  been  that  most  of 
these  patients  are  subjects  of  latent  tuberculosis. 

Dr.  Palmer. — It  seems  to  me  that  the  so-called  Stevenson 
wave  explains  very  lucidly  how  these  conditions  of  vicarious 
menstruation  take  place.  When  we  take  into  consideration  how 
the  blood  pressure  varies,  and  how  the  wave  acts  during  the 
menstrual  and  non-menstrual  time,  if  the  menstrual  flow  does 
not  come  from  the  uterus,  then  the  blood  pressure  may  cause  it 
to  occur  from  some  other  weak  part  of  the  body  ;  generally  it  is 
from  the  nose,  or  the  bronchial  tubes,  or  the  rectum. 

Dr.  Stewart. — This  question  of  vicarious  menstruation  calls 
to  my  mind  a  case  which  bears  directly  on  the  subject  under 
consideration,  and,  with  all  its  faults  of  investigation,  etc.,  it 
might  answer  the  question  of  our  distinguished  visitor  this 
evening.  Some  seven  years  ago  I  was  called  to  see  a  girl  who 
was  having  violent  hemorrhages  from  the  mouth.  She  was  so 
exhausted  that  no  examination  could  be  made  at  the  time,  ex- 
cept the  most  superficial  one,  which  did  not  yield  any  results. 
She  finally  got  over  it  and  was  able  to  get  up  and  go  about. 
Those  hemorrhages,  however,  have  occurred  from  time  to  time 
during  the  last  seven  or  eight  years,  but  there  has  been  no  re- 
ference to  any  epoch,  nothing  whatever  that  could  be  attributed 
to  Stevenson's  wave.  The  most  careful  examination  of  the 
lungs  afterward  revealed  but  little  trouble  ;  there  was  no  dul- 
ness,  there  were  perhaps  some  rales  which  might  have  come 
from  other  causes,  and  even  from  some  blood  itself,  I  suppose ; 
but  there  was  no  evidence  of  any  cavity,  and  there  was  no 
evidence  of  consolidation,  and  there  were  found  no  evidences  of 
the  tubercle  bacillus  in  the  sputum,  although  several  examina- 
tions were  made.  After  perhaps  a  year's  treatment,  in  which 
she  had  recurrence  of  this  bleeding  some  three  or  four  times, 
and  each  time  to  the  extent  of  absolute  prostration,  she  was  in 
such  a  condition  that  she  began  to  menstruate.  The  menstrua- 
tions came  on  at  intervals  of  five  or  six  weeks,  but  without 
absolute  regularity.  Now,  almost  every  member  of  her  family 
is  a  victim  of  what  I  should  call  tuberculosis  in  one  form  or 
another.  I  have  not  had  any  other  member  of  the  family  under 
treatment,  but  one  brother  has  had,  a  physician  tells  me,  all  the 
symptoms  of  tuberculosis,  and  is,  I  understand,  dying,  and  has 
been  for  three  or  four  years,  and  one  of  the  symptoms  he  has  is 
very  profuse  hemorrhage  from  the  lungs.  Two  sisters  suffer 
from  amenorrhea,  without  any  menstruation  whatever.  All  the 
children  are  pale,  weak,  and  rather  chlorotic.  They  all  live 
under  the  worst  hygienic  conditions  imaginable,  and  yet  they 
have  had  no  vicarious  menstruation.  Examinations  for  tubercle 
48 
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bacilli  have  been  made  subsequently,  but  there  has  been  no 
symptom  of  consolidation  at  any  time,  and  the  patient  is  in 
better  condition  to-day  than  at  any  time  before. 

Dr.  Zinke. — Dr.  Johnstone  cited  a  number  of  instances  where 
a  diseased  condition  of  the  stomach  and  of  the  liver  was  due 
directly  to  a  pathological  condition  of  the  uterus,  and  that  these 
were  cured  by  simple  attention  to  the  uterine  disease.  I  would 
like  to  ask  :  How  many  times  do  we  not  see  cases  directly  the 
opposite,  where  there  is  no  disturbance  in  any  other  organ,  and, 
so  far  as  the  condition  and  complaints  are  concerned,  one  would 
not  even  suspect  a  serious  uterine  affliction  ?  Only  recently 
have  I  seen  a  case  of  well-developed  carcinoma  uteri  in  a 
woman,  28  years  old,  who  was  to  all  appearances  in  the  best  of 
health.  She  was  rosy,  her  physique  was  all  that  anybody  could 
desire,  and  when  I  made  an  examination,  which  was  made  only 
for  the  purpose  of  finding  the  cause  of  an  offensive  discharge 
which  she  had  had  for  several  months,  I  found  that  at  least 
one-third  of  the  cervix  had  sloughed  away,  and  upon  the  re- 
moval of  a  small  particle  for  microscopic  examination  it  proved 
to  be  carcinoma.  The  patient  was  otherwise  in  perfect  health  ; 
she  slept  well,  she  ate  well,  and,  as  I  said  before,  no  one  would 
for  a  moment  have  suspected  malignant  disease  in  her  case.  I 
saw  a  similar  case  in  Vienna,  in  Prof.  Chrobak's  clinic,  several 
years  ago.  Everybody  present,  even  the  professor  himself,  was 
surprised. 

As  to  vicarious  menstruation,  permit  me  to  say  that  I  have 
seen,  perhaps,  in  all  my  experience,  but  five  or  six  cases  of 
so-called  vicarious  menstruation.  I  believe,  howrever,  that  many 
cases  of  vicarious  menstruation  are  really  accidental  hemor- 
rhages coincident  with  the  menstrual  period.  How  can  we 
explain,  for  instance,  cases  of  hemoptysis  which  we  occasionally 
observe  in  young  men  not  the  subjects  of  tubercular  disease  of 
the  lungs,  and  which  come  on  at  intervals  of  three  or  four 
weeks  ?  They  all  recover.  A  good  many  of  these  individuals 
are  sent  away  for  fear  of  developing  consumption,  and  I  have 
in  mind  now  three  cases,  two  young  men  and  one  young  lady, 
who  have  been  subject  to  occasional  expectoration  of  moderate 
quantities  of  blood,  lasting  for  five  or  six  days  each  time,  at 
intervals  of  from  three  to  four  weeks,  and  at  present,  after  an 
interval  of  from  six  to  ten  years,  are  still  in  the  best  of  health. 

I  will  not  say  that  vicarious  menstruation  does  not  exist ;  but 
that  it  is  not  as  frequent  as  many  would  have  us  believe,  of  that 
I  am  sure. 

Dr.  Johnstone. — Perhaps  I  did  not  make  it  clear  about  the 
vicarious  menstruation.  We  will  refer  to  the  hydraulic  system 
again  :  an  old  rusty  pipe  will  make  it  worse.  I  think  the  re- 
mark of  Dr.  Whittaker  is  very  applicable.  Very  frequently  we 
have  a  deposit  of  tubercle  bacilli,  and  I  have  no  doubt  a  good 
many  of  these  cases  of   hemoptysis   are   helped   along  by  the 


CINCINNATI    OBSTETRICAL    SOCIETY.      •  755 

Stevenson  wave — just  like  a  ease  of  this  sort  I  saw,  which  came 
every  twenty-eight  days.  One  case  I  remember,  which  I  knew 
of  some  years  ago,  did  have  vicarious  menstruation  and  after- 
ward died  of  phthisis. 

My  definition  of  vicarious  menstruation  would  be  a  hemorrhage 
that  takes  place  with  the  menstrual  flow  regularly  every  twenty- 
eight  days,  but  at  some  other  place  than  the  uterus. 

Dr.  Zinke. — I  think  by  vicarious  menstruation  we  mean  that 
the  menstrual  wave  is  directed  into  some  other  channel,  due  to 
the  decided  inability  of  the  uterus  to  relieve  itself  of  the  con- 
gested condition  of  the  part.  The  hemorrhage  of  the  lung  or 
nose  would  depend  on  a  pathological  lesion. 

Dr.  Johnstone. — In  one  of  the  cases  I  spoke  of,  for  instance, 
instead  of  the  menstruation  coming  from  the  uterus  it  came  from 
the  nose.  In  another  case  there  was  no  uterus  for  it  to  come 
from,  but  it  came  from  the  rectum. 

Dr.  Zinke. — That,  then,  was  a  vicarious  menstruation  ? 

Dr.  Johnstone. — Yes;  but  there  was  ahemorrhoid  there. 

Dr.  A.  B.  Richardson. — Much  might  be  said  upon  the  texts 
that  the  discussion  this  evening  has  given  us.  1  shall  not  con- 
sume the  time  of  the  Society,  however,  by  a  lengthy  reply.  I 
desire  first  to  say  reflex  irritation  does  unquestionably  destroy  or 
consume  nutritive  material  in  the  central  brain  cell  and  does  con- 
tribute to  degenerative  changes.  What  I  do  desire  to  impress 
is  that  the  local  manifestations  of  the  hysterical  state,  when  not 
connected  with  evidences  of  local  organic  disease,  do  not  justify 
local  surgical  interference,  and  that  the  expectation  that  in  this 
manner  the  hysterical  state  can  be  removed  will  be  doomed  to 
disappointment.  I  desire  further  to  express  the  belief  that  there 
is  no  other  connection  between  hysteria  and  the  pelvis  than  such 
as  is  evidenced  by  actual  local  organic  disease.  Even  when 
there  is  local  disease,  while  its  removal  is  unquestionably  indi- 
cated, we  must  not  expect  complete  recovery  in  many  cases 
from  its  removal.  In  most  cases  where  there  is  evidence  of 
mental  derangement  the  central  cell  degeneration  cannot  be 
wholly  removed,  but  has  already  reached  a  stage  that  will  pre- 
vent complete  recovery.  I  want  also  to  assure  our  friends  who 
are  enthusiastic  over  the  benefit  to  be  derived  from  local  opera- 
tive interference  that  their  labor  has  been  by  no  means  lost  on 
the  public.  There  is  a  belief  widely  prevalent  that  insanity  is 
usually  caused  by  some  local  disease  elsewhere  than  in  the  brain. 
Time  after  time  I  have  had  to  resist  the  pleading  for  some  kind 
of  an  "  operation  "  when  there  is  no  rational  indication  whatever 
for  it.  I  assuredly  believe  in  consulting  the  gynecologist  in  the 
treatment  of  mental  disease  whenever  there  is  any  rational  indi- 
cation for  the  need  of  his  services.  This  has  been  our  custom 
at  Columbus,  and  we  have  not  hesitated  to  employ  them  and  to 
pay  them  by  the  State.  We  ought  always  to  treat  mental  dis- 
ease through  the  correction  of  physical  states,  but  we  must  be 
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prepared  often  to  find  the  treatment  of  local  disease  in  such  con- 
ditions disappointing.  The  changes  in  the  nerve  cells  are  too 
far  advanced  to  permit  of  recovery. 

Dr.  Reed  challenged  Dr.  Johnstone's  authority  that  only  five 
per  cent  of  insanity  in  women  is  due  to  pelvic  causes.  In  many 
reports  it  goes  to  fifteen  per  cent.  On  the  contrary,  pelvic  dis- 
ease, whether  contributed  as  a  cause  or  concomitant,  is  about 
forty  per  cent.  Rohe,  of  Catonsville,  found  the  pelves  packed 
full  in  the  women  incarcerated  in  that  institution.  Recoveries 
took  place  in  about  thirty  per  cent  and  mental  improvement  in 
about  eighty  per  cent.  With  regard  to  surgery,  I  have  never 
seen  a  case  of  insanity  occur  after  surgery  of  the  pelvis,  yet  I 
do  know  that  it  has  occurred.  I  do  not  believe  that  it  amounts 
to  one  per  cent. 

Dr.  Johnstone. — The  great  lesson  taught  us  hy  the  papers  of 
Drs.  Ransohoff*  and  Richardson  is  that  we  obstetricians  and 
gynecologists  should  learn  that  all  nervous  troubles  are  not  set 
up  in  the  pelvis.  Dr.  Richardson  showed  beautifully  what  ner- 
vous disease  and  nervous  exhaustion  amount  to.  My  experience 
with  rest  cure  is  that  it  is  the  greatest  humbug  foisted  upon  a 
credulous  community.  The  causes  are  in  the  brain  and  cannot 
be  cured  by  rest,  but  the  physical  lesion  at  the  bottom  of  the 
trouble  must  be  relieved.  Neurasthenia  is  a  cloak  for  error  in 
diagnosis.  The  cure  for  neurasthenics  is  more  sure  if  we  send 
them  away,  giving  them  change  of  air,  scenery,  and  surround- 
ings. I  was  in  Philadelphia  when  the  rest  cure  first  sprang  up, 
and  received  it  with  joy,  but  in  my  hands  it  has  been  a  failure. 

Dr.  Taylor. — The  more  we  study  this  subject  the  more  we 
must  believe  that  no  disease  is  entirely  independent  of  all  other 
organs  of  the  body.  On  the  other  hand,  there  is  disease  which 
seems  to  originate  trouble  independently  of  the  parts  not  af- 
fected. We  are  certainly  coming  to  that  point  where  we  must 
recognize  that  organic  disease  in  the  insane  must  be  treated  as  in 
the  sane. 

Dr.  Ransohoff  queried  if  five  per  cent  of  patients  operated 
on  had  subsequent  insanity  or  hysteria. 

Dr.  Ricketts. — With  all  the  faults  of  gynecology  and  obstet- 
rics, I  do  not  feel  like  making  any  apology  for  our  work.  Three 
years  ago  it  was  my  fortune  to  see  a  girl  15  years  old  in  her  first 
attack  of  epilepsy,  supposed  by  the  family  to  be  stomach  trouble. 
I  found  and  removed  pus  tubes;  nothing  was  promised  the 
patient  and  the  operation  did  no  good.  In  another  case  no  bene- 
fit occurred  from  the  removal  of  the  tubes.  In  a  third  case,  three 
years  ago,  the  patient  fully  recovered  and  is  now  married.  The 
ligature  of  the  stump  in  the  future  will  not  be  applied  as  now. 
I  do  not  see  why  the  arteries  cannot  be  ligated  separately. 

(To  be  continued.) 
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Twentieth  Century   Practice  :  An  International  Encyclo- 
pedia of  Modern  Medical  Science.     By  Leading  Authorities 
of  Europe   and    America.     Edited  by  Thomas  L.   Stedman 
M.D.,   New  York  City.     In   twenty  volumes.     Volume  I. 
Diseases  of  the  Uropoietic  System.     Pp.  736.     New  York 
Win.  Wood  &  Company,  1895. 

This  volume  is  the  initial  number  of  what  promises  to  be  the 
crowning  achievement  of  the  closing  century  in  medical  litera- 
ture—one which  will  embody  the  most  advanced  thought  and 
practice  in  the  various  departments  of  medicine.  Its  writers 
are  from  among  the  best  known  and  most  progressive  authori- 
ties of  both  continents,  and  their  names  give  weight  to  the 
promise,  read  between  the  lines  of  the  volume  now  before  us, 
that  it  will  be  for  many  years  an  authoritative  treatise.  "  To 
those  who  realize  the  many  and  radical  changes  that  have  taken 
place  in  the  healing  art  during  the  closing  years  of  this  century 
no  apology  is  needed  for  the  work  here  presented.  Within  but 
little  over  a  decade  a  new  science  has  arisen  and  a  new  theory 
of  infectious  diseases  has  been  established,  while  the  advances 
made  in  many  other  branches  of  internal  medicine  have  been 
hardly  less  remarkable.  Indeed,  it  is  not  too  much  to  say  that 
a  new  era  has  begun,  one  in  which  the  rational  treatment  of 
disease  engages  the  best  thought  of  the  best  workers,  supple- 
menting, while  not  supplanting,  the  study  of  pathological  ana- 
tomy by  which  the  preceding  era  was  characterized.  The 
science  of  medicine  has  been  in  great  part  recast — the  time  is 
now  ripe  for  it  to  be  rewritten." 

The  twenty  volumes  will  appear  at  the  rate  of  four  each  year, 
the  subjects  being  arranged  so  that  the  infectious  diseases  will 
be  considered  last,  in  the  hope  that  by  the  time  they  are  pub- 
lished a  solution  of  some  of  the  problems  in  the  pathogenesis 
and  therapy  of  these  affections,  now  but  partly  worked  out,  will 
have  been  reached. 

Volume  I.  takes  up  in  turn  the  various  affections  of  the  uri- 
nary tract,  beginning  at  the  kidneys  and  ending  at  the  urethra. 

The  first  paper  is  by  Francis  Delaneld,  of  New  York,  on  Dis- 
eases of  the  Kidneys.  This  is  short,  only  one  hundred  and  nine 
pages,  but  is  exceedingly  comprehensive,  clear,  and  practical. 
It  is  marked  by  the  presence  of  a  number  of  beautiful  and  in- 
structive illustrations. 

The  second  paper,  by  Reginald  Harrison,  of  London,  takes  up 
the  surgical  diseases  of  the  kidneys  and  ureters.     We  find  here 
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the  most  recent  developments  in  plastic  ureteral  work.  The 
third  chapter,  by  the  same  well-known  author,  is  a  practical 
exposition  of  our  present  knowledge  of  vesical  disorders.  The 
next  two  hundred  pages,  by  G.  Frank  Lydston,  of  Chicago, 
describe  in  a  very  practical  way  the  diseases  of  the  prostate  and 
male  urethra. 

E.  Hurry  Fenwick,  of  London,  gives  a  very  complete  section 
on  diseased  conditions  of  the  urine.  The  closing  sixty  pages  are 
occupied  with  a  description  of  diseases  of  the  female  bladder  and 
urethra  by  Howard  Kelly,  of  Baltimore.  This  section  is  of 
especial  value  to  those  interested  in  the  diseases  peculiar  to 
women,  as  it  opens  up  a  field  hitherto  unexplored  and  never 
before  described  in  any  text  book.  Its  author  certainly  deserves 
the  greatest  credit  for  having,  by  means  of  his  original  methods 
of  examination,  advanced  this  branch  of  gynecology  from  neg- 
lect and  obscurity  to  a  plane  within  the  easy  reach  of  intelligent 
and  certain  diagnosis.  The  method  of  examination  and  explora- 
tion described  is  similar  to  that  published  in  this  Journal  for 
January,  1894,  but  is  somewhat  simplified  and  perfected.  It  is 
essentially  an  atmospheric  dilatation  of  the  bladder  induced  by 
posture,  together  with  examination  by  reflected  light  through  a 
straight  cylindrical  speculum.  This  gives  direct  access  to  every 
part  of  the  bladder  and  to  the  mouths  of  the  ureters,  and  allows 
examination  and  treatment  of  every  part  of  the  urinary  tract 
to  the  pelvis  of  the  kidney  itself.  As  an  example  of  the  great 
value  of  the  method  and  of  what  it  may  enable  us  to  accomplish, 
we  refer  the  reader  to  the  February  number  of  the  Johns  Hop- 
kins Bulletin,  where  Dr.  Kelly  reports  a  case  of  gonorrheal 
pyelitis  and  pyo-ureter,  a  serious  and  not  infrequent  condi- 
tion, heretofore  incurable,  cured  by  irrigation  of  the  meter  and 
kidney  with  antiseptic  solutions.  In  the  same  number  of  the 
Bulletin  Dr.  Kelly  reports  another  case  where  a  ureteral  fistula 
had  been  left  after  a  vaginal  hysterectomy.  It  was  impossible 
to  determine  from  vaginal  inspection  from  which  side  of  the 
cicatrix  the  flow  came,  but  by  means  of  the  cystoscope  the  ure- 
teral orifices  were  inspected  from  the  bladder,  and  it  was  demon- 
strated, by  a  slender  probe  passed  into  either  ureter,  that  the 
left  was  intact  while  the  right  was  occluded  two  centimetres 
from  its  orifice.  The  injured  ureter  having  been  determined,  an 
operation  was  done  by  which  it  was  again  connected  with  the 
bladder. 

The  work  is  printed  with  clear-faced  type  on  good  paper,  and 
is  substantially  bound.     Each  volume  has  its  own  index. 


ABSTRACTS. 


ABSTRACTS. 


759 


1.  Hofmeier:  The  Influence  of  Fibroid  Tomorsof  the 
Uterus  upon  Conception,  Pregnancy,  and  Labor  (Zeitschrift 
fur  Gebwrtshulfe  und  Qynakologie,  Bd.  xxx.,  4,  1).— It  is  the 
usually  accepted  opinion  that  uterine  fibroids  interfere  with  con- 
ception and  that  they  form  serious  complications  during  labor 
and  the  pnerperium.  The  author  shows  that  these  tumors  are 
a  disease  of  later  sexual  life,  when  the  majority  of  women  are 
naturally  less  likely  to  conceive.  He  says  that  the  myomata 
themselves  have  lio  influence  upon  the  fecundityof  women. 
Yes,  strange  as  it  may  seem,  he  gives  it  as  his  opinion,  based 
upon  an  ample  experience,  that  the  presence  of  myomata  in 
women  who  marry  late  in  life  rather  favors  the  occurrence  of 
conception. 

Further,  it  is  assumed  by  nearly  all  writers  that  nbromyo- 
mata  have  a  tendency  to  interrupt  pregnancy.  But  he  writes 
that  he  observed  twenty  cases  of  pregnancy  with  fibroid  tumors, 
of  which  only  two  were  delivered  before  full  term.  This  is 
hardly  a  figure  above  the  average. 

The  danger  from  hemorrhage  during  miscarriage  is  not  greater 
than  in  other  abortions. 

Hofmeier's  experience  leads  him  to  conclude  that  the  dangers 
from  fibroid  tumors  in  labor  are  greatly  magnified  and  that  in 
most  cases  parturition  passes  off  perfectly  normally. 

If  the  uterus  contains  large  tumors  labor  may  be  tedious,  and 
there  are,  during  and  after  delivery,  dangers  from  hemorrhage 
which  one  must  be  prepared  to  meet  ;  but  he  cites  a  number  of 
cases  in  which  successive  pregnancies  and  labor  in  uteri  contain- 
ing fibromyomata  terminated  perfectly  normally. 

Although  admitting  that  a  softening  of  the  tumor  during  the 
pnerperium  has  been  observed  and  that  it  can  lead  to  serious 
consequences,  he  believes  this  complication  mainly  due  to  in- 
fection. 

His  final  conclusions  are  as  follows  : 

"The  presence  of  myomata  during  pregnancy,  labor,  andpuer- 
perium  is  rarely  the  cause  of  serious  consequences,  and  the 
dangers  may  be  essentially  diminished  through  patience,  proper 
judgment,  and  an  antiseptic  management  of  the  case." 

J.    R. 

2.  Myomata  complicating  Pregnancy.— Dr.  Jesset  read  a 
paper  with  the  above  title  at  a  recent  meeting  of  the  British 
Gynecological   Society.  October    11th,    1894,  and  reports   two 
ases  which  had  come  under  his  observation. 
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A  primipara,  30  years  old,  married  eighteen  months,  aborted 
when  about  ten  weeks  pregnant.  The  placenta  did  not  come 
away  and  was  removed  with  ovum  forceps.  The  uterus  re- 
mained large  and  soft,  and  she  showed  symptoms  of  sepsis. 
When  about  eight  weeks  pregnant  the  woman  noticed  an  ab- 
dominal tumor,  which  rapidly  increased  in  size.  This  rapid 
growth  continued  after  the  abortion,  and  it  was  thought  ad- 
visable to  remove  it.  Upon  the  opening  of  the  abdomen  the 
tumor  was  seen  to  be  a  uterine  fibroid,  which  had  so  many  adhe- 
sions to  the  surrounding  viscera  that  the  attempt  at  its  removal 
was  abandoned.  Since  then  the  tumor  has  rapidly  been  growing 
smaller  and  is  no  longer  painful.     She  menstruates  regularly. 

The  second  case  concerns  a  woman,  ast.  40  years,  who  was 
married  twenty  years  and  never  had  been  pregnant.  The  pa 
tient  discovered  an  abdominal  tumor  when  about  two  months 
pregnant,  which  grew  quickly.  The  tumor  caused  much  pain. 
After  observing  the  case  four  weeks  and  finding  that  she  was 
getting  worse,  operation  was  decided  upon,  and  both  the  preg- 
nant uterus  and  tumor  were  removed.     The  woman  recovered. 

Based  upon  the  experience  of  these  two  cases,  the  author 
formulates  the  following  rules  for  one's  guidance  in  the  treat- 
ment of  fibroid  tumor  of  the  pregnant  uterus  : 

1.  "That  in  cases  of  subperitoneal  myomata,  pedunculated 
or  situated  in  the  corpus  uteri,  if  growing  rapidly  or  of  large 
size,  one  is  justified  in  opening  the  abdomen  and  enucleating  the 
growth. 

2.  "When  there  are  a  large  number  of  subperitoneal  and  in- 
terstitial myomata  of  considerable  size  studded  over  the  uterus, 
which  are  found  to  be  increasing  in  size,  the  whole  organ  with 
its  tumor  should  be  removed. 

3.  "  In  cases  of  interstitial  or  submucous  myomata  compli- 
cated with  pregnancy,  statistics  seem  to  show  that  the  risk  to 
the  patient  is  greater  if  left  to  go  to  full  term  than  if  abortion 
is  induced  or  the  whole  organ  removed. 

4.  "  Cases  in  which  the  tumor  is  located  in  the  cervix  may  be 
allowed  to  go  to  full  term,  as  the  growth,  if  presenting  in  the 
vagina,  may  be  either  enucleated  or  removed  morcellement  at 
the  end  of  pregnancy." 

The  discussion  upon  Dr.  Jesset's  paper  is  exceedingly  interest- 
ing and  instructive,  and  a  brief  abstract  of  it  is  certainly  ad- 
visable. 

Dr.  Routh  related  the  case  of  a  woman  who,  when  six  months 
pregnant,  was  admitted  to  the  hospital.  A  fibroid  the  size  of  a 
fetal  head  occupied  the  lower  portion  of  the  uterus,  and  delivery 
per  vias  naturales  appeared  impossible.  It  was  decided  to  let 
the  woman  go  to  term  and  then  perform  Cesarean  section.  But 
one  fine  day  the  tumor  rose  out  of  the  pelvis,  the  head  de- 
scended, and  a  living  child  was  delivered  without  difficulty. 

Dr.  Bantock  was  of  the  opinion  that  text  books  would  bear 


ABSTRACTS.  761 

a  considerable  amount  of  revision.  He  had  seen  a  large  number 
of  cases  of  pregnancy  associated  with  uterine  fibroids,  single  and 
multiple,  and  he  had  not  seen  any  of  the  accidents  usually 
ascribed  to  this  condition.  The  presence  of  one  or  more  fibroids 
seemed  to  have  little  or  no  influence  in  preventing  conception, 
and  his  experience  went  to  show  that  hemorrhage  or  placenta 
previa  was  not  abnormally  common.  A  tumor  involving  the 
lower  segment  of  the  uterus  may  obstruct  delivery.  But  it  is 
remarkable  how  Nature  even  provides  for  these  cases.  He  then 
quoted  a  case  in  which  his  opinion  was  requested  as  to  the  ad- 
visability of  surgical  interference  in  a  large  fibroid  occupying 
the  left  side  of  the  pregnant  uterus.  He  advised  non-interfer- 
ence, in  the  belief,  founded  upon  experience,  that  as  pregnancy 
advanced  the  tumor  would  rise  out  of  the  pelvis  and  allow  the 
passage  of  the  child  ;  and  that  was  just  what  happened.  He  was 
present  at  the  delivery,  and  the  labor  proceeded  perfectly  nor- 
mally. He  examined  the  woman  post  partum,  and  had  he  not 
known  that  she  had  a  fibroid  he  would  have  believed  the  uterus 
to  be  normal. 

Nor  does  he  think  that  women  with  fibroid  tumors  are  more 
liable  to  have  an  abortion,  with  the  exception  of  those  rare  cases 
in  which  the  uterine  cavity  is  surrounded  by  many  fibroids.  Yet, 
even  in  the  latter  case,  he  advises  against  the  induction  of  abortion, 
for  it  was  safer  for  the  patient  to  leave  this  operation  to  Nature. 

Dr.  Armstrong  mentioned  the  case  of  a  lady,  seen  four  years 
ago,  who  had  a  large  fibroid.  She  became  pregnant  and  was 
strongly  pressed  to  have  an  abortion  induced,  but  declined.  She 
had  an  easy  labor  and  made  an  excellent  recovery.  He  examined 
the  woman  lately  and  found  that  every  trace  of  the  tumor  had 
disappeared.  J.  R. 

3.  Uterine  Fibroids  removed  by  Enucleation  Fifteen  Days 
after  Delivery  (Transactions  of  the  London  Obstetrical  Soci- 
ety, 1891,  p.  61). — A  woman,  35  years  of  age,  had  had  five  chil- 
dren and  one  miscarriage.  The  last  birth  took  place  at  term. 
Owing  to  difficulty  in  removing  the  placenta  the  hand  was  in- 
serted into  the  uterus  and  three  fibroids  in  the  anterior  wall 
were  found.  The  patient  did  well  for  six  days,  when  labor-like 
pains  set  in,  followed  by  a  persistently  high  temperature.  These 
pains  increased  in  severity,  and  the  patient  became  exhausted  as 
in  prolonged  labor.  The  cervix  was  stretched,  the  capsule  of 
the  tumor  broken  through,  and  an  enucleation  effected.  The 
patient  after  this  did  well.  J.  R. 

4.  Fenner,  A. :  Two  Cases  of  Spontaneous  Rupture  of 
the  Uterus  {Centralllatt  fur  Gynakologie,  1895,  No.  2). — 
Case  I. :  VHpara,  ret.  35.  Shoulder  presentation,  prolapse  of 
an  arm.  Laceration  of  the  fornix  vagina? ;  the  tear  extends  up 
into  the  lower  uterine  segment.     The  peritoneal  coat  of  the  ute- 
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fus  is  not  torn  through,  but  is  raised  by  a  large  hematoma.  The 
breech  and  right  foot  project  into  the  rent.  The  left  foot  is 
seized  and  a  premature  child  is  turned  and  extracted  ;  it  is 
slightly  asphyxiated,  but  soon  revives.  Placenta  removed  by 
Credo's  method.  The  diagnosis  of  the  case  was  complete  rupture 
of  the  uterus,  and,  two  and  a  half  hours  post  partum,  laparatomy 
was  performed.  Owing  to  the  erroneous  diagnosis  the  abdomen 
was  closed  without  having  accomplished  anything.  The  tear 
was  treated  by  tamponade  per  vaginam.    The  woman  recovered. 

Case  II :  Vertex  presentation;  hydrocephalus;  rupture  of 
the  uterus  above  the  os  externum  ;  immediate  craniotomy  ; 
tamponade  and  drainage  of  the  rupture  by  the  vagina;  recovery. 

The  author  remarks  that  the  clinical  picture  of  complete  rup- 
ture of  the  uterus  is  observed  only  in  a  minority  of  cases.  In- 
complete ruptures  occur  frequently  without  marked  symptoms. 
Concerning  the  treatment  of  this  accident,  laparatomy  is  advised 
in  cases  of  complete  rupture  if  observed  in  hospitals.  In  pri- 
vate practice  he  recommends  tamponade  per  vaginam  and  a  firm 
abdominal  bandage. 

The  prognosis  depends  largely  upon  the  fact  whether  the  labor 
has  been  managed  aseptically  or  not.  j.  k. 

5.  Reissing  :  A  Case  of  Traumatic  Rupture  of  the  Uterus 
during  Pregnancy  (Centralblatt  fur  Gynakologie,  1895,  No.  2). 
— A  woman,  23  years  old,  who  was  in  the  eighth  month  of  her 
first  pregnancy,  fell  upon  the  hard  ground  a  distance  of  about 
twelve  feet.  This  fall  resulted  in  a  longitudinal  rupture  of  the 
uterus  at  the  placental  site  and  the  escape  of  the  fetus  into  the 
abdominal  cavity.  Laparatomy;  suture  of  the  rent;  drainage 
per  vaginam  ;  recovery.  j.  r. 

6.  Albers-Schoenberg  :  Rupture  of  the  Uterus  caused 
by  a  Congenital  Displacement  of  the  Left  Kidney  (Central- 
blatt fur  Gynlikologie,  1894,  No.  48). — Two  previous  labors 
were  slow,  but  terminated  naturally.  In  the  third  confinement 
a  spontaneous  rupture  of  the  uterus  took  place  after  a  labor  of 
about  fourteen  hours.  The  rent  was  situated  in  the  anterior 
uterine  wall  just  above  the  fornix  vaginae.  The  woman  was  in 
a  condition  of  collapse  ;  the  bleeding  was  slight.  The  head 
presented  in  R.  O.  A.  position,  the  greater  part  of  it  project- 
ing into  the  rent  between  the  uterus  and  the  vagina.  A  dead 
female  child  was  delivered  by  version  ;  the  placenta  was  manu- 
ally extracted.  Severe  symptoms  being  absent,  it  was  thought 
that  the  tear  did  not  extend  through  the  peritoneum,  and  lapa- 
ratomy was  postponed.  On  the  fifth  day  signs  of  a  beginning 
peritonitis  led  to  the  performance  of  laparatomy,  but  the  rent  in 
the  uterus  could  not  be  found,  it  being,  as  was  ascertained  after- 
ward, concealed  by  coagulated  blood  and  fragments  of  uterine 
tissue.     The  patient  died  soon  after  the  operation. 
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At  the  post-mortem  examination  a  complete  rupture  eight 
centimetres  long  was  found.  The  left  kidney  lay  in  the  hollow 
of  the  sacrum  and  upon  the  promontory.  The  pelvis  was  of  the 
flat,  rachitic  type,  with  a  true  conjugate  of  9.5  centimetres. 

J.    R. 

7.  Malengreau  :  The  Habit  of  Abortion  remedied  by  Mas- 
sage {Arch,  de  Toe.  et  de  Gyn.,  September,  1894).— The  author 
quotes  two  cases  whicli  occurred  in  his  own  practice.  The  first 
patient  aborted  five  times,  always  at  three  months  and  a  half. 
Curetting  followed  by  intrauterine  injections  with  the  tincture  of 
iodine  was  practised,  and  the  patient,  becoming  pregnant  for 
trie  sixth  time,  again  aborted  at  the  usual  date.  Pelvic  massage 
was  next  resorted  to,  and  while  it  was  being  applied  a  tumor 
was  found  upon  the  posterior  wall  of  the  uterus,  just  above  the 
cervix,  to  which  was  attributed  the  causation  of  the  successive 
abortions.  Daily  massage  of  the  uterus  for  three  months  re- 
duced the  tumor,  and  the  closely  following  pregnancy  went  on 
successfully  to  term. 

In  the  second  case  the  patient  had  twice  been  pregnant;  her 
pregnancies  had  been  accompanied  by  great  pain  in  the  ab- 
domen, difficulty  in  walking,  unbearable  fatigue,  sleeplessness, 
lack  of  appetite,  and  digestive  disturbances,  and  at  eight  months 
and  eight  and  a  half  months  she  had  been  prematurely  delivered 
of  a  dead  and  macerated  fetus.  She  was  again  three  months 
pregnant.  The  uterus  was  large,  deviated  to  the  right,  and 
retroverted ;  the  right  ligament  was  contractured  and  there 
were  two  adhesions  to  the  right  and  posteriorly.  Malengreau 
conjectured  that  these  adhesions  were  the  cause  of  the  trouble, 
by  their  interference  with  the  placental  circulation  at  the  period 
when  the  uterus  was  large  and  strongly  pulled  upon  by  them. 

Seven  treatments  by  massage  disposed  of  the  adhesions  and 
restored  suppleness  to  the  right  broad  ligament;  the  patient  felt 
no  further  pain  nor  fatigue,  walking  was  easy,  and  she  could 
rest  upon  either  side  and  not  only  on  the  back  as  heretofore. 
After  fifteen  treatments  she  took  a  walk  of  three  hours  without 
experiencing  the  slightest  fatigue  or  any  sense  of  weight  in 
the  abdomen.  Treatment  was  then  suspended,  and  at  term  the 
patient  was  normally  delivered  of  a  fine  living  child. 

a.  r.  s. 

8.  Choteau  :  Nervous  Disorders  following  a  Gynecologi- 
cal Operation  (Arch,  de  Toe.  et  de  Gyn.,  October,  1894). — 
The  patient,  a  woman  of  about  35  years,  was  troubled  with 
abundant  and  repeated  uterine  hemorrhages.  Personal  and 
family  history  was  negative ;  she  had  three  living  children. 
She  was  excessively  anemic  and  subject  to  frequent  syncope. 
A  fibrous  polypus  the  size  of  a  walnut  was  found  in  the  ute- 
rine cavity. 
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Rest  in  bed  caused  temporary  cessation  of  hemorrhage,  and 
the  patient  implored  Choteau  to  abstain  from  operating;  but 
finally,  although  terrified  at  the  mere  thought,  she  consented  to 
removal  of  the  polypus.  The  cervix  was  dilated  by  means  of 
laminaria  tents,  the  cavity  by  pledgets  of  iodoform  gauze,  and 
the  polypus  was  removed  by  a  Maisonneuve  ecraseur,  without 
narcosis. 

Recovery  was  normal.  Three  weeks  after  the  operation  the 
patient  became  suddenly  agitated  and  anxious  without  cause. 
Digestive  disorders  and  spasm  of  the  esophagus  occurred  ;  she 
complaiued  of  curious  pains  in  various  situations  and  of  sensa- 
tions of  heat  and  cold.  She  refused  to  walk,  fearing  imaginary 
bogs  and  pitfalls,  and  insisted  upon  having  her  friends  con- 
stantly with  her.  She  realized  the  nature  of  her  fears,  but  was 
unable  to  overcome  them.  Gradually  she  lost  her  activity  and 
interests  aud  fell  into  a  condition  of  perfect  indifference. 

Douches  night  and  morning,  bromide  of  potassium,  bromide 
of  camphor,  were  tried,  but  without  success,  aud  Choteau  finally 
sent  her  to  her  native  place  in  the  country,  which  she  had  not 
seen  for  fifteen  years,  hoping  that  a  complete  change  might 
relieve  or  cure  her  condition.  Here  was  the  case  of  a  young, 
healthy  woman  suffering  from  a  very  slight  uterine  trouble ;  the 
operation  was  easy,  antisepsis  perfect,  results  normal.  The 
hemorrhage  ceased,  strength  returned  rapidly,  and  then  the 
nervous  state  supervened. 

To  what  was  it  due?  Operatory  shock?  The  operation  was 
too  slight.  Poisoning  by  antiseptics  ?  Iodoform  and  bichloride 
only  were  used  and  with  great  caution.  No  symptoms  of  poison- 
ing occurred.  To  chloroform  ?  None  was  given.  To  alcohol- 
ism, to  hereditary  influence  ?     No  such  cause  existed. 

Choteau  believes  that  there  was  moral  shock,  such  as  Yon 
Hassel  alluded  to  before  the  Obstetrical  Society  of  Brussels  : 
"  The  mere  mention  of  an  operation  to  be  performed  makes  a 
profound  impression  upon  the  minds  of  certain  timid  women  ; 
they  lose  their  mental  balance  and  become  absorbed  in  a  tixed 
idea  of  the  terrible  experience  to  come.  Considerable  effect  is 
thus  produced  upon  the  cerebral  and  medullary  nervous  centres, 
and  depression  or  exaltation  follows  according  to  the  special 
tendency  of  the  patient." 

In  the  case  above  recorded  moral  shock  seems  to  have  played 
a  large  part  in  the  post-operatory  nervous  condition  ;  but  it 
is  very  possible  that  the  previous  hemorrhages,  which  caused 
prolonged  syncope,  may  have  predisposed  to  the  condition,  the 
dread  and  fixed  idea  of  an  operation  acting  upon  an  anemic 
brain,  causing  serious  disturbances  in  the  cerebral  functions. 

Von  Hassel  and  Gaulard  have,  however,  noticed  similar  re- 
sults in  cases  where  there  was  little  hemorrhage  either  before  or 
during  operation.     The  future  history  alone  of  the  patient  will 
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tell  whether  the  case  is  one  of  hysterical  origin  or  whether  there 
be  really  insanity.  a.  e.  s. 

9.  Hernandez,  E. :  Treatment  of  Cancer  of  the  Gravid 
Uterus  (Annates  de  Gyn.,  August  and  September,  1894). — 
The  author  sums  up  an  article  upon  this  subject,  illustrated  by 
many  cases,  with  the  following  conclusions  : 

1.  Whenever  the  fact  is  recognized  that  a  pregnant  woman  is 
affected  with  cancer  of  the  uterus,  if  this  cancer  can  be  operated 
upon  at  all,  the  uterus  and  appendages  should  be  removed  at 
once,  no  matter  what  the  date  of  the  pregnancy. 

2.  The  operator  should  take  all  precautions  necessary  to  pre- 
vent infection  of  the  wound  by  the  cancerous  products,  and  to 
remove  the  whole  of  the  neoplasm. 

3.  With  these  objects  in  view,  he  should  adopt  such  operatory 
procedures  only  as  will  enable  him  to  entirely  remove  the  uterus 
and  its  appendages,  after  having  isolated  the  neoplasm  with  a 
few  sutures.  In  the  first  three  months  vaginal  hysterectomy  is 
the  operation  to  be  preferred,  and  should  be  performed  accord- 
ing to  Martin's  method  ;  after  that  time  total  abdominal  hys- 
terectomy according  to  Mackinrodt's  method  should  be  per- 
formed. 

If  the  pregnancy  have  not  gone  beyond  seven  and  a  half 
months,  even  though  the  child  be  living,  the  uterus  should  be 
removed  ;  if  the  fetus  is  decidedly  viable,  or  if  term  has  been 
reached,  Cesarean  section  should  be  resorted  to,  followed  by  ex- 
tirpation of  uterus  and  appendages. 

4.  If  the  cancer  is  beyond  operation,  all  energy  should  be  de- 
voted to  saving  the  child. 

5.  An  early  diagnosis  alone  can  give  hope  of  definitive  cure, 
wherefore  it  is  well  in  every  case  of  pregnancy  to  look  for  ute- 
rine cancer. 

6.  The  measures  recommended  all  have  for  their  object  not 
only  a  prolongation  of  life,  but,  wherever  possible,  a  radical 
cure.  It  is  to  be  desired  that  in  every  case  careful  note  should 
be  made  of  (1)  the  condition  of  the  patient,  the  extent  of  the 
neoplasm  at  the  time  of  intervention,  the  date  of  pregnancy,  and 
the  time  which  has  elapsed  between  a  recognition  of  the  can- 
cerous condition  and  the  operation  ;  (2)  whether  cancerous 
masses  have  been  removed  and  the  neoplasm  as  far  as  possible 
isolated  by  means  of  sutures ;  (3)  whether  the  whole  cancer  has 
been  removed  with  the  uterus  and  appendages,  and  by  what 
method. 

Histological  examination  should  always  precede  operation. 

In  case  of  death  after  success  in  an  operatory  sense,  the  condi- 
tion of  the  cicatrix  should  be  observed  and  described. 

Mackinrodt's  process,  alluded  to  above,  consists,  in  the  first 
place,  of  removal  of  cancerous  matter  in  the  vagina  by  means  of 
a  sharp  curette,  followed  by  cauterization  with  a  Paquelin  cau- 
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tery,  after  which  the  neoplasm  is  isolated  from  the  cervical 
wounded  surface  by  means  of  sutures.  Strict  antisepsis  of  rec- 
tum, vagina,  and  vulva  having  been  performed,  the  patient  is 
placed  in  the  Trendelenburg  posture  and  a  median  incision  is 
made  from  near  the  umbilicus  to  the  neighborhood  of  the  pubis. 
Richelot  forceps  are  fixed  upon  the  broad  ligaments  close  to  the 
uterus  and  held  by  an  assistant,  while  the  operator  sutures  the 
ligaments  from  above  downward  with  isolated  catgut  sutures 
placed  side  by  side,  from  the  free  border  of  the  ligament,  out- 
side the  appendages,  and  following  a  curved  line  whose  con- 
cavity is  directed  externally  ;  this  line  ends  at  the  vaginal  in- 
sertion. 

The  threads,  which  are  long  enough  to  be  brought  to  the  vulva 
at  a  later  stage,  are  tied  at  once,  but  not  cut,  and  the  portion  of 
ligament  comprised  within  the  ligature  is  cut  between  the  thread 
and  the  forceps. 

To  liberate  the  cervix  a  pair  of  bullet  forceps  is  introduced 
by  an  assistant  into  the  vagina  and  the  anterior  cul-de-sac  up- 
lifted ;  a  small  opening  is  made  through  the  abdomen  into  this 
cul-de-sac,  through  which  the  forceps  are  pushed  and  spread 
open  to  enlarge  it.  The  operator,  passing  his  left  index  linger 
through  this  vagino-peritoneal  opening,  stitches  the  edges  of  the 
wound  of  the  mucosa  to  that  of  the  peritoneum.  He  then  su- 
tures and  cuts  whatever  remains  of  the  broad  ligament  on  each 
side  of  the  cervix,  and  then  the  cul-de-sac  of  Douglas  is  treated 
in  the  same  way  as  the  anterior  cul-de-sac. 

When  the  uterus  is  removed,  all  the  suture  threads  are  united 
into  a  bundle  and  drawn  down  by  means  of  forceps  into  the  va- 
gina, in  order  to  bring  the  raw  surface  into  that  canal.  The 
peritoneum  is  closed  from  above  by  a  continued  suture.  Then 
the  abdominal  walls  are  closed  ;  the  vaginal  threads  are  cut 
near  the  vulva  and  serve  for  drainage.  The  vagina  is  tamponed 
with  iodoform  gauze.  a.  e.  s. 

10.  Vulliet,  Prof.  :  Intraparenchymatotjs  Injections  of 
Alcohol  in  the  Treatment  of  Uterine  Cancer  which  can- 
not be  operated  upon  (JYouv.  Arch.  dWbst.  et  de  Gyn.,  Oc- 
tober, 1894). — Cases  to  be  treated  by  injections  of  alcohol  may 
be  divided  into  two  groups  :  1.  The  cancer  is  at  too  advanced  a 
stage  to  be  removed  by  hysterectomy.  2.  The  cancer  has  been 
removed  by  hysterectomy,  but  there  is  reason  to  suspect  infiltra- 
tion of  the  adjacent  tissues  ;  also  cases  of  return  of  the  process 
after  operation.  In  less  advanced  cases,  and  wherever  removal 
of  the  uterus  will  entirely  remove  the  cancerous  growth,  hyste- 
rectomy is  always  to  be  preferred.  Vulliet's  method  consists  in 
the  injection  of  absolute  alcohol  into  the  parenchyma  of  the 
neoplasm  and  adjacent  tissues.  He  reports  four  cases  in  which 
his  treatment  checked  the  loss  of  blood  and  seemed  to  arrest 
the  progress  of  the  disease.     As  regards  the  technique,  he  first 
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secures  asepsis  of  the  vagina,  cervix,  and  cancerous  surface  by 
spraying  these  parts  with  a  soda  solution,  followed  by  a  1:  1000 
bichloride  solution,  any  fluid  in  excess  being  absorbed  by 
tampons.  As  a  usual  thing,  no  anesthetic  isgiven.  The  patient 
is  placed  in  the  genu-pectoral  position,  and  two  or  three  Pravaz 
syringes,  rilled  with  absolute  alcohol,  are  put  within  reach  of  the 
operator. 

The  first  injections  are  made  in  the  centre  of  the  neoplasm. 
In  cases  of  scirrhous  cancer  the  needle  at  once  penetrates  a  hard, 
injectable  tissue,  but  in  encephaloid  cancer  a  soft,  friable  tissue 
incapable  of  retaining  the  fluid  is  the  first  met  with,  and  must 
be  traversed  to  reach  the  normally  resistant  tissue.  This  reached, 
three  or  four  drops  of  alcohol  may  be  injected.  Should  a 
slight  hemorrhage  attend  the  insertion  of  the  needle,  the  alcohol 
should  not  be  injected  until  the  flow  ceases.  The  first  syringe 
is  left  in  place,  and  a  second,  third,  and  fourth  injection  made 
with  as  many  syringes,  after  which  they  are  consecutively  re- 
moved ;  this  will  prevent  the  non-retention  of  the  alcohol 
wThich  often  follows  immediate  withdrawal  of  the  needle.  In 
non-sensitive  patients  nine  to  twelve  injections  from  centre  to 
periphery  of  the  neoplasm  may  be  made,  the  last  circle  of  injec- 
tions being  in  the  normal  or  apparently  normal  tissue  surround- 
ing the  growth.  As  a  rule  this  treatment  is  well  borne,  but 
exhausted,  timid  patients  and  those  addicted  to  the  use  of  mor- 
phine frequently  are  able  to  bear  only  one  or  two  injections  at  a 
time.  In  such  cases  the  treatments  should  be  less  severe,  but  at 
shorter  intervals,  or  else  anesthetics  should  be  given.  Yulliet 
would  give  an  anesthetic  once  a  month,  and  two  treatments  with- 
out anesthesia  in  the  interval. 

In  one  patient  the  injection  caused  a  grayish-white  discolora- 
tion of  tbe  zone  of  tissue  surrounding  it ;  this  was  undoubtedly 
due  to  the  dehydration  of  the  tissues,  to  the  action  of  the  alcohol 
upon  the  coloring  matters  of  the  blood,  or  to  the  coagulation  of 
albumen.  Another  patient  complained  of  a  disagreeable  sen- 
sation, "like  quicksilver  in  the  veins,"  in  the  whole  body,  but 
especially  in  the  hands.  This  passed  off  rapidly ;  it  occurred  a 
second  time,  but  caused  no  alarm. 

These  were  the  only  unpleasant  results  following  the  injections 
which  Yulliet  noted. 

The  anatomy  of  the  parts  sbould  be  borne  in  mind,  in  order 
that  neither  bladder  nor  rectum  be  needlessly  wounded.  Yulliet 
has  found  that  the  action  of  alcohol  in  the  subjacent  paren- 
chyma causes  marked  changes  in  the  ulcer ;  the  granulations 
atrophy  and  harden,  blood  vessels  cease  bleeding,  secretions  dry, 
all  these  results  being  more  quickly  attained  than  by  cauteriza- 
tions, as,  for  instance,  with  the  concentrated  chloride  of  zinc. 
Alcohol  produces  no  scar,  nor  does  it  thin  the  parenchyma  and 
walls  like  the  sharp  curette,  which  eliminates  not  only  the  dead 
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tissues  but  oftentimes  tissues  which  are  not  dead.  The  curette 
accelerates  the  formation  of  fistulas  and  favors  inoculation. 

Injections  of  alcohol  certainly  accomplish  all  that  can  be 
hoped  for  in  the  palliative  treatment  of  cancer,  nor  is  it  neces- 
sary to  use  any  other  method  of  treatment  in  conjunction  with 
it.  Occasionally,  however,  while  the  deep  layers  harden,  there 
will  be  a  thin  superficial  layer  of  tissue  which  neitherdisappears, 
hardens,  nor  forms  a  cicatrix.  This,  Vulliet  thinks,  may  consist 
of  neoplastic  elements  which  are  expressed  toward  the  surface 
by  the  contraction  of  the  sclerous  tissues.  It  may  be  removed 
with  a  blunt  curette  and  chloride  of  zinc,  or  the  thermocautery 
subsequently  applied  to  the  raw  surface. 

As  to  the  mode  of  action  of  these  injections  of  alcohol,  Vulliet 
holds  that  they  cause  a  local  cirrhosis  in  and  about  the  cancer- 
ous growth  ;  this  occasions  retraction  of  the  blood  and  lymph 
vessels,  consequently  diminishing  the  circulation  of  nourishing 
fluids.  The  formation  of  fibrous  tissue  also  forms  a  barrier  to 
extension  of  the  cancer.  The  measure  is  emphatically  palliative 
only,  since  above  the  new  growth  and  out  of  reach  of  the  needle 
the  invasion  of  tissues  will  continue  ;  but  it  is  surely  worth 
while  to  arrest  the  process  temporarily,  and  to  check  or  com- 
pletely prevent  the  most  alarming  symptom — ie.,  the  exhausting 
discharges  of  blood.  a.  r.  s. 

11.  Pean:  Fibroma  of  the  Uterus  and  Total  Extirpation 
(Ann.  de  Gyn.  et  cVObst.). — In  the  case  of  small  tumors  of  the 
uterus  not  exceeding  in  size  the  head  of  the  fetus  at  the  end  of 
pregnancy,  the  author  always  performs  the  operation  through  the 
vagina,  with  or  without  preservation  of  the  uterus,  according  to 
circumstances.  But  where  larger  fibrous  or  fibrocystic  inter- 
stitial tumors  of  the  body  require  removal  he  employs  the  com- 
bined method  devised  by  him — separation  of  the  tumor  above 
the  cervix  from  the  abdomen  ;  removal  of  the  remaining  stump 
piecemeal  through  the  vagina.  i.  f. 
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In  view  of  the  fact  that  the  cause  of  puerperal  eclampsia  is 
still  an  unknown  quantity,  the  scientific  preventive  and  curative 
treatment  of  the  condition  becomes  a  dream  of  the  future. 
We  believe  that  eclampsia  bears  a  certain  relationship  to  albu- 
minuria, but  in  some  sixteen  per  cent  of  cases  of  puerperal  con- 
vulsions no  albumin  is  found  in  the  urine  before  the  attack,  and 
in  a  certain  proportion  none  afterward. 

We  look  upon  the  condition  as  a  toxemia,8  an  autoinfection, 
an  accumulation  in  the  blood  of  a  toxic  material,  urinary  or 
fecal,  or  both,  and  we  believe  that  some  women  will  withstand 
a  much  larger  quantity  of  this  poison  than  others,  but  what  this 
toxic  material  is  we  do  not  to-day  know. 

Clinically  we  know  that  an  eliminative  treatment  secures  the 

*Read  before  the  American  Gynecological  Society,  at  Baltimore,  May  29th, 
1895. 
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best  results  for  the  toxemia  of  pregnancy,  which  usually  is  first 
indicated  by  symptoms  of  kidney  failure  ;  and  clinically,  once 
more,  we  know  that  an  eliminative  treatment  which  includes 
an  early  evacuation  of  the  uterus  gives  us  the  best  chance  of 
saving  mother  and  child  in  the  presence  of  an  actual  eclamptic 
attack.  Some  four  years  ago  Diihrssen  "  made  the  positive 
statement  that  "in  all  cases  in  which  the  defective  dilatation 
affects  only  the  vaginal  portion  of  the  cervix  and  grave  danger 
threatens  mother  or  child,  it  is  to-day  the  duty  of  every  obstetri- 
cian who  is  skilled  in  diagnosis,  technically  expert  and  antiseptic,, 
to  dilate  the  os  completely  by  from  two  to  six  deep  incisions 
reaching  as  far  as  the  attachment  of  the  vagina,  and  deliver  the 
patient." 

The  conclusions  of  Diihrssen  I0  in  the  application  of  this  mode 
of  delivery  to  cases  of  eclampsia  are  : 

1.  That  after  operation,  under  short,  not  prolonged,  deep 
anesthesia,  during  which  the  uterus  is  emptied,  eclamptic  at- 
tacks cease  in  93.75  per  cent  of  the  cases. 

2.  The  prognosis  of  operations  performed  for  eclampsia  is  not 
graver  than  the  prognosis  of  gynecological  operations  performed 
for  diseased  conditions  other  than  eclampsia. 

3.  The  prognosis  in  eclampsia  is  aggravated  by  the  number  of 
attacks,  whether  an  operation  is  performed  or  not.  In  this  con- 
nection it  must  be  remembered  that  there  are  many  instances  of 
death  after  very  few  attacks,  but  in  these  cases  cerebral  hemor- 
rhage or  fat  emboli  of  the  lungs  cause  death.  And  if  death  can 
ensue  from  a  few  attacks  from  pulmonary  emboli  or  a  cerebral 
hemorrhage,  it  only  shows  how  dangerous  it  is  to  wait  and  rea- 
son and  look  for  prognostic  points. 

4.  Again,  when  eclampsia  occurs  in  the  puerperium  the  mor- 
tality is  little  more  than  nil  f'  hence,  when  we  immediately  empty 
the  uterus  in  pregnancy  or  labor,  we  place  our  patient  in  the 
same  favorable  condition  as  the  woman  finds  herself  when 
eclampsia  occurs  after  delivery. 

Dlihrssen's  results  have  certainly  been  brilliant,  as  by  this 
treatment  applied  to  eclampsia  in  thirty-five  cases  he  saved  all 
the  mothers  and  all  but  two  of  the  children.  Such  positive 
statements  and  apparently  radical  measures  called  forth  from 
Charpentier,4- B  in  Paris,  some  two  years  afterward,  an  exhaustive 
article  including  a  statistical  analysis  of  four  hundred  and  fifty- 
four  cases  of  eclampsia  treated   by  various  methods  by  seven 
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different  observers.     In  this  article  Charpentier  claims  that  in 
eclampsia  his  statistics  prove  : 

1.  That  labor  should  be  waited  for  and  terminated  naturally 
whenever  possible. 

2.  That  induced  labor  should  be  reserved  for  exceptional  cases 
in  which  medical  treatment  has  entirely  failed. 

3.  That  interference  should  be  delayed  until  the  cervix  is 
dilated  or  dilatable,  so  as  to  avoid  danger  to  the  mother ;  that  in 
eclampsia  Cesarean  section,  manual  dilatation  of  the  cervix,  and 
especially  deep  incisions  of  the  cervix  are  absolutely  unjustifi- 
able. 

Charpentier,  in  this  statistical  analysis  of  the  different  methods 
of  treating  eclampsia  and  of  the  method  known  as  Duhrssen's 
deep  incisions  of  the  cervix,  arraigns  the  latter  in  very  forcible 
language,  characterizing  the  operation  as  brutal  and  unjustifi- 
able.* He  places  himself  in  "  resolute  opposition  to  forced  labor, 
.  .  .  and  even  to  induced  labor,  which  he  reserves  for  excep- 
tional cases  where  medical  treatment  fails."  He  rejects  abso- 
lutely forced  labor  by  deep  incisions  of  the  cervix.  From  his 
analysis  of  the  454  cases,  which  included  all  known  methods  of 
treatment  of  eclampsia,  he  has  constructed  the  following  table  : 

Mortality  from  spontaneous  labor ...  13.93  per  cent. 

Mortality  from  artificial  labor 29.13 

Mortality  from  Cesarean  section 36.26 

Mortality  from  forced  labor ..  .40.75 

The  infant  mortality  in  the  454  cases  was  164,  or  36.12  per 
cent.  Charpentier  concludes  that  the  best  treatment  in  eclampsia 
is  to  wait  until  labor  begins,  and  let  it  alone  unless  absolutely 
necessary  to  interfere.  In  the  meantime  he  administers  chloro- 
form and  bleeds  if  the  patient  be  robust. 

In  the  discussion  of  this  paper,  participated  in  by  Tarnier, 
Gueniot,  Robin,  and  others,  chloroform  and  chloral  appeared  to 
be  the  favorite  drugs.     In  no  instance  was  forced  labor  advised. 

On  the  other  hand,  however,  it  would  appear  from  the  litera- 
ture ('•  2'  12'  14~19'  21)  of  the  past  four  years  that  the  bulk  of  medical 
opinion  is  in  favor  of  emptying  the  uterus  in  as  short  a  time 
as  possible  in  instances  of  eclampsia,  whether  the  attack  occurs 

*  It  is  worthy  of  note  that  the  enthusiasm  with  which  Duhrssen  advanced 
the  operation,  and  the  wide  field  which  he  gave  to  it  in  his  original  paper,  have 
in  his  subsequent  communications  upon  the  subject  been  markedly  restricted. 
The  operation  is  now  limited  by  him  to  extreme  emergency  threatening  imme- 
diate death  to  mother  or  child. 
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before  or  daring  labor,  although  there  is  a  wide  range  of  opinion 
as  to  the  means  to  be  employed.  In  the  second  stage  of  labor, 
after  dilatation  has  been  secured,  all  authorities  are  agreed  that 
the  immediate  emptying  of  the  uterus  is  indicated  and  is  to  be 
promptly  performed  ;  the  indication  under  such  circumstances 
is  readily  carried  out  without  additional  danger  to  mother  or 
child.  In  pregnancy  and  the  first  stage  of  labor  the  undilated 
cervix  is  the  barrier  to  immediate  delivery,  and  it  is  here  that 
obstetricians  differ  so  widely  as  to  the  best  method  of  procedure. 
An  expectant  or  palliative  treatment  means  almost  certain  loss 
of  the  child,  and  something  like  one-third  of  the  mothers  are 
lost.  On  the  other  hand,  the  child  is  saved  and  the  mother 
is  practically  safe,  as  far  as  the  eclampsia  is  concerned,  if 
the  uterus  is  immediately  emptied  by  appropriate  surgical 
means. 
Two  indications  would  appear  to  be  generally  agreed  upon  : 

1.  Control  the  convulsions,  preferably  with  chloroform. 

2.  Empty  the  uterus,  under  deep  anesthesia,  by  some  method 
that  is  rapid  and  that  will  cause  as  little  injury  to  the  woman  as 
possible. 

During  pregnancy  and  the  early  part  of  labor  four  procedures 
are  offered  for  rapidly  emptying  the  uterus,  viz. : 

1.  Cesarean  section. 

2.  Mechanical  dilatation  of  the  cervix  (various  methods). 

3.  Deep  incisions  which  at  once  completely  remove  the  bar- 
rier of  the  cervix. 

4.  Cunbined  mschanical  dilatation  and  deep  cervical  incision. 
The  first  method,  Cesarean  section,  for  the  relief  of  eclampsia, 

still  carries  with  it  a  high  mortality  (36.26  per  cent  according  to 
Charpentier's  figures  4  5) ;  moreover,  there  are  many  objections  to 
its  employment,  as  uterine  atony  and  hemorrhage,  the  irritation 
of  the  uterine  and  abdominal  scars  and  of  the  curative  perito- 
nitis about  the  uterine  sutures,  all  of  which  are  to  be  avoided  as 
exciting  causes  of  subsequent  eclamptic  seizures. 

The  second  method,  the  mechanical  dilatation  of  the  cervix 
and  the  immediate  extraction  of  the  fetus,  appears  to  be  the 
popular  method  of  the  day.  Properly  performed  the  method  is 
safe  and  efficient.  Before  dilatation  is  well  advanced,  however, 
from  forty  minutes  to  an  hour  and  a  half  is  necessary  to  safely 
carry  it  out,  and  certain  conditions  of  the  cervix,  even  in  this 
time,  refuse  to  yield  to  manual  dilatation  or  result  in  lacerations 
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into  the  lower  uterine  segment.  The  third  method  of  delivery, 
by  deep  cervical  incision,  offers  us  a  surgical  means  for  emptying 
the  uterus  in  from  five  to  ten  minutes,  provided  the  supravaginal 
portion  of  the  cervix  has  disappeared  or  is  made  to  disappear  by 
appropriate  means.  The  fourth  or  combined  method  is  a  combina- 
tion of  the  second  and  third,  and  is  applicable  to  cases  in  which  the 
supravaginal  portion  of  the  cervix  is  still  present  and  rapid  emp- 
tying of  the  uterus  is  demanded.  Here  mechanical  dilatation  of 
the  os  until  the  internal  os  has  been  made  to  disappear  is  made 
use  of,  and  the  dilatation  then  in  an  instant  completed  by  the 
incisions.  The  third  method  and  its  modification,  the  fourth, 
are  'comparatively  new,  and  we  have  few  statistics  as  to  the 
results  of  the  operation.  Its  originator,  Duhrseen,  operated  in 
thirty-five  cases,  saving  all  the  mothers  and  losing  only  two  chil- 
dren. Dr.  S.  Marx,"  of  New  York,  has  operated  six  times,  sav- 
ing five  women  and  five  children  ;  the  fatal  case  was  practically 
moribund  from  eclampsia  when  operated  upon,  and  the  fetus  in 
this  case  was  macerated  and  of  the  eighth  month. 

The  three  cases  of  delivery  by  means  of  deep  cervical  incisions 
which  are  reported  to  the  Society  to-day  are,  we  believe,  worthy 
of  attention,  because  we  were  enabled,  subsequent  to  the  opera- 
tion, to  make  a  critical  study  of  each. 

In  Case  1,  operated  upon  over  a  year  ago,  mother  and  child 
were  saved,  and  the  patient,  who  is  still  under  observation,  appa- 
rently suffers  no  inconvenience  from  the  operation,  other  than 
from  a  partially  united  bilateral  cervical  laceration  that  might 
have  followed  normal  labor.  This  woman  had  eight  convulsions 
before  operation  and  delivery.  No  eclamptic  attacks  followed 
the  operation. 

In  Case  2  the  woman  was  brought  to  the  hospital  in  coma 
with  total  suppression  of  urine  and  acute  parenchymatous  ne- 
phritis. She  was  practically  moribund  from  eclampsia  when 
operated  upon,  and  died  sixteen  hours  after  delivery,  never  hav- 
ing regained  consciousness.  Her  child  was  saved.  An  autopsy 
enables  us  to  study  the  effect  of  the  incisions  upon  the  cervix. 
This  woman  had  nine  convulsions  before  the  uterus  was  emp- 
tied, and,  as  in  Case  1,  a  severe  eclamptic  attack  within  the 
half-hour  preceding  delivery.  Two  slight  convulsions  occurred 
after  the  uterus  was  emptied,  the  first  two  hours  after  delivery, 
and  the  second  three  hours  and  fifteen  minutes. 

In  Case   3  the    patient  entered  the    hospital  in    a  generally 
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water-logged  condition,  with  commencing  pulmonary  edema. 
An  eclamptic  convulsion  took  place  twenty-five  minutes  after 
admission,  and  two  convulsions  occurred  in  the  fifty  minutes 
preceding  operation,  in  spite  of  the  use  of  chloroform.  By  the 
fourth  or  combined  method  of  delivery,  above  referred  to,  the 
woman  and  her  twins  were  saved  and  are  alive  to-day. 

Case  I. — Mrs.  H.,  22  years ;  primipara  ;  eighth  month  of 
pregnancy  ;  married  one  and  a  half  years;  German  ;  housewife  ; 
brought  by  ambulance  to  the  Emergency  Hospital,  in  partial 
coma,  late  upon  the  evening  of  November  21st,  1893.  It  has 
since  been  ascertained  that  up  to  the  time  of  her  first  convulsion 
upon  the  morning  of  November  21st,  1893.  her  pregnancy  had 
been  apparently  a  normal  one,  she  not  even  having  suffered  from 
the  usual  morning  sickness.  Upon  the  morning  of  November 
21st  she  was  taken  with  severe  headache,  which  increased  in  in- 
tensity until  some  time  in  the  afternoon  of  the  same  day,  when 
she  fell  on  the  floor  in  her  first  convulsion.  A  physician  was 
called,  who  remained  with  the  patient  three  hours,  during  which 
time  several  convulsions  took  place,  for  which  morphia  was  ad- 
ministered, and  this  drug  failed  to  control  the  seizures.  During 
this  time  her  condition  was  one  of  partial  coma ;  the  urine,  drawn 
by  catheter,  was  of  low  specific  gravity  and  loaded  with  albu- 
min ;  convulsions  occurred  at  short  intervals.  The  seizures  pre- 
sented the  usual  clinical  picture  of  eclampsia.  A  vaginal  exami- 
nation then  revealed  a  rather  firm,  hard  cervix  for  the  eighth 
month  of  pregnancy ;  the  index  finger  could  be  passed  to  but 
not  through  the  internal  os,  and  the  cervical  canal  was  of  usual 
length,  there  being  no  drawing-up  of  the  supravaginal  portion 
of  the  cervix.  No  uterine  contractions  were  present.  The 
bowels  were  moved  by  croton  oil  and  high  enemata  of  sulphate 
of  magnesia ;  perspiration  was  induced  with  hot-air  baths,  and 
cups  applied  over  the  kidneys.  Full  doses  of  nitroglycerin  were 
administered  by  needle,  and  an  attempt  was  made  to  control  the 
convulsions  by  inhalation  of  chloroform  and  the  giving  of  large 
doses  of  chloral  hydrate  and  the  bromide  of  soda  by  rectum. 
This  treatment  was  only  partially  successful.  Two  bougies 
were  passed  to  the  fundus  of  the  uterus  for  the  purpose  of 
inducing  labor.  In  the  periods  of  partial  consciousness  small 
quantities  of  milk  and  hot  water  were  swallowed  by  the  patient. 

Upon  November  22d,  1893,  the  day  following,  the  case  was 
transferred    to    the    Emergency  Hospital.       At    this  time  the 
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patient  was  partially  unconscious,  and  in  spite  of  chloroform, 
•chloral,  and  bromide  had  suffered  from  several  convulsions  and 
had  just  passed  through  an  eclamptic  attack.  A  vaginal  examina- 
tion now  showed  that  the  internal  os  barely  admitted  the  index 
linger,  and  that  the  two  bougies  introduced  into  the  uterus  and 
as  high  as  the  fundus  the  day  before  had  accomplished  little 
more  than  to  cause  a  partial  disappearance  of  the  supravaginal 
portion  of  the  cervix  and  an  occasional  weak  uterine  contraction. 

Immediate  delivery  was  decided  upon,  which  was  accom- 
plished in  the  following  manner: 

The  vagina  was  scrubbed  and  cleansed  as  for  a  hysterectomy, 
the  vulva  shaved,  chloroform  given  to  the  surgical  degree,  and 
with  a  steel  dilator  the  os  was  enlarged  until  it  readily  admitted 
the  index  finger.  Digital  dilatation  of  the  os  was  then  practised 
carefully  for  twenty  minutes,  at  which  time  the  supravaginal 
portion  of  the  cervix  was  made  to  disappear.  The  os  now  ad- 
mitted the  first  and  second  fingers.  The  woman's  pulse  at  this 
point  became  weak  and  irregular,  so  with  angular  scissors  two 
deep  lateral  incisions  were  made  from  the  border  of  the  external 
os  fully  up  to  the  utero-vaginal  junction  of  each  lateral  vaginal 
fornix.  Free  hemorrhage  followed  the  incisions,  which  ceased 
when  the  hand  and  forearm  were  introduced  into  the  uterus,  the 
anterior  foot  seized,  and  the  child  rapidly  delivered  by  podalic 
version  and  extraction.  The  child,  a  male,  with  a  development 
corresponding  to  the  eighth  month,  although  deeply  asphyxiated, 
was  finally  resuscitated  by  aspiration  of  the  trachea  and  artificial 
respiration.  The  placenta  was  expressed  immediately  after  the 
extraction  of  the  child,  and  little  more  than  the  usual  amount  of 
blood  was  lost  during  the  third  stage,  the  contractions  of  the 
uterus  evidently  controlling  the  hemorrhage  from  the  two  inci- 
sions in  the  cervix.  A  vaginal  examination  then  showed  that 
the  incisions  on  either  side  reached  to  but  not  beyond  the  utero- 
vaginal junction.  No  attempt  to  repair  them  was  made,  for  fear 
drainage  would  be  imperfect  or  that  the  irritation  of  the  stitches 
would  act  as  exciting  causes  to  precipitate  further  convulsions. 
As  a  precautionary  measure  the  uterus  and  vagina,  after  irriga- 
tion, were  packed  rather  tightly  with  iodoform  gauze. 

No  convulsions  occurred  after  the  termination  of  labor,  al- 
though one  had  taken  place  in  the  hour  preceding  the  emptying 
of  the  uterus.  As  far  as  the  local  processes  were  concerned,  the 
puerperium  was  uneventful. 

The  patient  subsequently  developed  puerperal  mania  and  was 
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sent  to  the  Insane  Asylum  on  Blackwell's  Island,  where  she 
remained  four  months  ;  leaving  there  in  April,  she  returned  to 
work  in  her  husband's  bakery  in  May,  1894,  and  has  been  work- 
ing steadily  ever  since  and  enjoying  good  health. 

It  may  well  be  asked  what  effect  upon  the  puerperium,  invo- 
lution, and  the  subsequent  health  of  the  patient  such  radical 
measures  of  delivery  by  deep  incisions  of  the  parturient  cervix 
will  have.  Fortunately  we  were  able  in  this  instance  to  keep 
the  patient  under  observation  and  to  examine  the  condition  of 
her  cervix  and  uterus  December  5th,  1894,  or  about  thirteen 
months  after  the  operation. 


Fig.  1  .—Condition  of  cervix  in  Case  1  thirteen  months  after  operation.    Partial  repair  has 
taken  place  in  the  bilateral  incisions. 

At  this  time  also  a  drawing  was  made  of  the  vaginal  portion 
of  the  woman's  cervix  by  an  artist  (Fig.  1). 

Upon  returning  to  her  work  in  May,  1894,  which  consisted 
in  waiting  upon  customers  in  her  husband's  bakery,  and  in  the 
performance  of  which  she  was  upon  her  feet  most  of  the  day, 
this  woman  experienced  some  pain  in  the  pelvis  and  the  small  of 
her  back.  She  was  at  this  time  treated  for  several  weeks  by  a 
physician  in  Jersey  City  for  subinvolution  and  "laceration  of 
the  womb."  It  was  ascertained  that  the  treatment  consisted  in 
the  application  of  iodine  and  glycerine  tampons.  This  treat- 
ment relieved  the  symptoms  and  they  have  not  returned.  The 
woman  now  considers  herself  in  perfect  health,  and  works  hard 
from  early  in  the  morning  until  G  in  the  evening  without  dis- 
comfort of  any  sort. 
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On  December  5th,  1S94,  the  uterus  was  found  to  be  in  good 
position,  freely  movable,  not  sensitive,  but  rather  large.  The 
fact  that  the  woman  had,  within  a  few  days,  passed  through  a 
menstrual  period  may  account  for  the  latter  condition.  She 
menstruates  regularly  every  four  weeks,  of  the  four-day  type, 
without  pain  or  more  than  the  ordinary  disturbances,  and  has  no 
symptoms  of  renal  disease.  In  this  case  it  could  be  plainly  seen 
at  the  examination,  as  the  drawing  shows  (Fig.  1),  that  the  in- 
cisions had  extended  to  but  not  beyond  the  cervico-vaginal 
junction.  At  this  time  it  was  evident  also  that  only  partial 
repair  of  the  incision  on  the  right  of  the  cervix  had  taken  place 
through  about  one-third  of  its  length.  At  the  bottom  of  the 
sulcus  remaining  could  be  seen  also  an  eroded  surface  of  granu- 
lation tissue,  which  bled  freely  when  rubbed  with  a  probe. 

The  incision  on  the  left  side  had  healed  through  two-thirds  of 
its  entire  length,  and  the  bottom  of  the  sulcus  on  this  left  side 
was  found  smooth  and  healthy  in  appearance. 

The  short  cicatrix  on  the  right  and  the  long  one  on  the  left, 
caused  by  the  natural  repair  of  the  cuts,  could  be  readily  seen 
and  palpated  (see  Fig.  1). 

Case  II. — G.  H.,  nativity  unknown,  aged  20;  primipara ;  un- 
married. For  two  weeks  prior  to  her  ad  mission  to  the  hospital  her 
friends  stated  that  she  had  been  rapidly  losing  strength,  suffer- 
ing from  headache,  nausea,  vomiting,  and  gradually  became  so 
weak  that  she  was  unable  to  perform  ordinary  housework  and 
finally  took  to  her  bed.  Upon  the  morning  of  June  11th,  1894, 
the  patient  was  seized  with  a  severe  headache,  further  nausea 
and  vomiting,  and  later  with  convulsions.  She  was  then  seen 
by  a  physician,  who  administered  full  doses  of  morphine  ;  but  in 
spite  of  this  treatment  three  more  convulsions  occurred  during 
the  day,  and  she  was  finally  sent  by  ambulance  to  the  Emergency 
Hospital,  where  she  arrived  at  9.40  p.m.  LTp  to  this  time  live 
eclamptic  seizures  had  taken  place,  the  last  being  in  the  am- 
bulance, for  which  latter  the  ambulance  surgeon  administered 
chloroform.  At  the  time  of  her  arrival  the  woman  was  in  coma, 
and  a  vaginal  examination,  although  chloroform  was  still  ad- 
ministered, precipitated  another  convulsion,  making  the  sixth 
attack  in  all.*  At  this  examination  the  woman  was  found  to  be 
at  or  near  the  middle  of  the  ninth  month  of  gestation;  the  os 

*  This  case  has  already  been  reported  before   the  Society  of  the  Alumni  of 
Bellevue  Hospital.     See  New  York  Medical  Journal,  January  12th,  1895,  p.  55. 
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uteri  just  admitted  the  end  of  the  index  finger ;  no  decided 
uterine  contractions  could  be  detected  ;  the  supravaginal  portion 
of  the  cervix  had  almost  disappeared  ;  the  head  was  found  pre- 
senting in  the  lower  part  of  the  uterus,  in  the  L.  O.  A.  position, 
and  the  membranes  were  unruptured.  A  catheter  failed  to  ob- 
tain any  urine  from  the  bladder.  The  pulse  was  hard,  full, 
rapid,  140  to  the  minute;  the  temperature  by  rectum  105°. 
The  pupils  were  symmetrically  contracted,  and  the  legs  and 
lower  thirds  of  the  thighs  were  edematous.     The  fetal  heart. 


Fig.  2.— Photograph  from  section  of   kidney  from    Case  2.    Acute  parenchymatous 
nephritis. 

of  good  quality,  was  distinctly  heard  one  and  a  half  inches  below 
and  to  the  left  of  the  umbilicus.  A  simple  enema  was  followed 
by  good  results.  In  spite  of  the  use  of  chloroform,  in  the  fifteen 
minutes  following  the  vaginal  examination  two  more  convul- 
sions took  place,  and  at  11.35  p.m.  still  another,  thus  making 
four  convulsions  in  the  fifty-five  minutes  following  the  patient's 
arrival  at  the  hospital,  or  nine  in  all  from  the  first  convulsion. 
At  11.43,  after  thorough  antiseptic  preparation  of  the  vagina 
and  external  genitals  as  for   a   hysterectomy,  and  the  woman 
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now  beiug  fully  under  chloroform,  complete  division  of  the  cer- 
vix, from  the  edge  of  the  external  os  up  to  the  utero-vaginal 
junction,  was  made  in  four  directions,  antero-posteriorly  and 
laterally,  after  the  method  recommended  by  Diihrssen. 

A  modification  of  Emmet's  angular  scissors,  curved  on  the 
side,  was  used  for  the  operation,  the  scissors  being  grasped  in 
the  right  hand,  and  the  first  and  second  fingers  of  the  left  hand 
being  used  as  guides,  the  first  without  and  the  second  within  the 
lower  uterine  segment  (Fig.  12).  These  four  incisions,  which 
required  only  a  few  seconds  to  make,  resulted  in  full  dilatation 
of  the  os,  the  vaginal  walls  being  now  continuous  with  those  of 
the  uterus,  the  barrier  of  the  cervix  being  removed,  four  nearly 
triangular  loose  flaps  only  remaining  (Figs.  6  and  7). 

The  left  hand,  since  the  vertex  had  been  made  out  to  the  left, 
was  then  readily  passed  into  the  uterus  and  up  to  the  feet ; 
here  the  membranes  were  ruptured,  the  anterior  leg  seized, 
brought  into  the  vagina,  and  the  fetus  extracted.  Both  arms 
unfortunately  went  above  the  head,  and  some  difficulty  was  ex- 
perienced in  the  delivery  of  the  after-coming  head,  which  was 
finally  accomplished  by  combined  suprapubic  pressure,  jaw  and 
shoulder  traction.  The  delay  in  the  extraction,  as  was  shown 
from  measurements  taken  at  the  autopsy,  was  due  to  a  moderate 
flattening  of  the  pelvis,  the  true  conjugate  measuring  a  scant 
four  inches.  The  child  was  delivered  and  the  cord  clamped  at 
11.52  p.m.,  just  nine  minutes  from  the  time  the  first  incision  was 
made.  The  child,  a  male,  weighed  seven  and  a  quarter  pounds, 
and,  although  rather  deeply  asphyxiated,  was  finally  resuscitated, 
after  a  quantity  of  what  appeared  to  be  liquor  amnii  had  been 
aspirated  from  its  trachea  by  means  of  a  small  English  catheter. 
The  child,  as  far  as  known,  is  alive  to-day.  The  placenta  was 
expressed  and  the  uterus  and  vagina  irrigated.  Sharp  hemor- 
rhage followed  the  incisions,  which  stopped  immediately  upon 
the  forearm  being  introduced  into  the  vagina  for  the  version. 
No  postpartum  bleeding,  other  than  the  usual  lochia,  took 
place.  As  a  precautionary  measure  the  uterus  and  vagina  were 
rather  tightly  packed  with  iodoform  gauze.  The  temperature 
per  rectum,  at  time  of  operation,  was  105°  F.,  pulse  between 
140  and  150.  The  after-treatment  consisted  of  liigrli  enemata 
of  castor  oil,  glycerin,  and  sulphate  of  magnesia.  Full  doses 
of  nitroglycerin  were  given  by  needle,  and  stimulants  by  mouth 
and  subcutaneously.  The  skin  was  made  to  act  by  means  of  dry 
heat. 


780  EDGAR  :    DEEP    INCISION    OF    THE 

Although  the  woman  never  fully  regained  consciousness  after 
her  admission  to  the  hospital,  still  for  several  hours  after  the 
operation  she  could  be  made  to  swallow  small  quantities  of 
liquids  placed  at  the  back  of  her  tongue.  Small  quantities  of 
very  hot  water  were  thus  administered  every  few  minutes,  and 
in  this  way  several  piuts  were  swallowed.  In  addition  a  pint 
and  a  half  of  a  normal  saline  solution  was  injected  into  the  back 
and  thighs.  During  the  hour  between  3  and  4  a.m.  of  June 
12th  the  bowels  were  made  to  move  freely  twice  as  the  result  of 
the  high  enemata.  At  this  time  it  was  reported  by  the  nurse 
that  the  patient  passed  a  small  quantity  of  urine,  and  if  this 
be  true  it  was  the  only  urine  secreted  in  the  seventeen  hours 
from  the  admission  of  the  patient  to  her  death.  No  urine  could 
be  obtained  by  catheter  before  or  after  the  operation,  and  the 
case  may  practically  be  said  to  be  one  of  total  suppression  of 
urine.  Two  convulsions  took  place  after  the  emptying  of  the 
uterus  in  this  case,  the  first  at  1.45  a.m.  of  June  12th,  and  the 
second  at  3  a.m.  To  limit  these  chloroform  was  again  used. 
Oxygen  was  administered  every  twenty  minutes,  and,  after  swal- 
lowing became  impossible,  whiskey  and  hot  water  were  given 
by  rectum. 

The  lowest  temperature  recorded  was  102°  F.,  and  this  was  at 
9  a.m.  of  June  12th.  After  this  the  temperature  rose  again,, 
and  at  3  p.m.  death  occurred,  fifteen  hours  after  delivery  and 
sixteen  hours  from  the  time  of  her  admission  to  the  hospital, 
the  patient  never  having  regained  consciousness. 

Autopsy  June  13th,  twenty-four  hours  after  death.  Body 
apparently  well  nourished ;  edema  of  legs  and  thighs  ;  small 
quantity  of  serum  in  peritoneal  cavity ;  fundus  of  the  uterus  on 
a  level  with  the  umbilicus,  the  right  horn  being  nearest  to  the 
anterior  abdominal  wall.  The  lungs  were  congested  and  edema- 
tous, otherwise  nothing  abnormal  was  observed  in  the  heart  or 
lungs.  The  brain  was  not  examined.  In  the  left  broad  liga- 
ment, commencing  at  its  base  and  extending  up  for  two  inches 


DESCRIPTION  OF  PLATE.    CASE  II. 
(From  a  photograph.~) 

A,  right  lateral  incision  ;  B,  posterior  incision  ;  C,  termination  of  left  lateral  incision, 
and  point  where  extension  by  laceration  of  this  incision  begins  ;  D.  termination  of  the  su- 
perficial laceration  in  the  lower  uterine  segment,  caused  by  extension  by  tearing  of 
left  lateral  incision,  C  ;  E,  anterior  incision,  apex  of  which  has  been  cut  through  in  opening 
the  uterus  at  the  autopsy. 

F,  utero-vaginal  junction  ;  G,  lower  uterine  segment ;  H,  body  of  the  uterus  ;  I.  vagina  ; 
J,  perineum,  lacerated  to  the  second  degree;  K,  superficial  laceration  of  vaginal  mucous 
membrane. 
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between  its  folds,  was  readily  made  out  a  fresh  extravasation  of 
blood,  rather  causing  a  straining  of  the  tissue  than  an  actual 
blood  clot.  This,  as  was  afterward  seen,  corresponded  to  the 
extension  of  the  incomplete  left  lateral  incision  of  the  cervix 
upward  into  the  lower  uterine  segment.  "Without  opening  the 
uterus,  the  whole  genital  tract  from  fundus  uteri  to  perineum 
was  removed.  The  exact  length  of  the  true  conjugate,  as  already 
stated,  was  then  found  to  be  a  scant  four  inches. 

The  parts  being  laid  upon  a  table,  with  a  pair  of  blunt  scis- 
sors an  incision  was  made  from  the  anterior  commissure  of  the 
ostium  vaginae,  along  the  anterior  vaginal  and  uterine  walls, 
nearly  to  the  fundus  of  the  latter  organ.  The  iodoform  gauze 
packing  was  thus  brought  into  view,  and  was  seen  to  be  onlv 
moderately  soaked  with  blood  ;  and  two  small  clots  were  found 
in  the  whole  length  of  the  genital  tract,  and  these  were  in  the 
fundus  at  the  placental  site,  one  the  size  of  an  English  walnut, 
the  other  of  an  almond.  The  gauze  being  removed,  the  incisions 
in  the  cervix  were  brought  into  view  and  clearly  defined,  and 
within  an  hour  several  photographs  of  the  genital  tract  were 
secured  (see  plate). 

A  few  drachms  of  serum  or  urine  were  found  in  the  bladder, 
but  unfortunately  were  lost  before  being  examined.  The  kid- 
neys were  large,  soft,  mottled,  and  smooth.  The  capsules  were 
non-adherent,  and  blood  flowed  freely  from  the  cut  surfaces. 
They  were  sent  to  the  laboratory  for  microscopic  examination. 
A  report  of  acute  parenchymatous  nephritis  was  returned,  and 
Dr.  Henry  S.  Stearns  has  kindly  photographed  one  of  the  sec- 
tions, which  shows  the  condition  very  plainly  (Fig.  2). 

Case  III. — Mrs.  G.,  21  years  ;  primipara  ;  eighth  and  a  half 
month  of  gestation  ;  married  one  year  ;  Hungarian  ;  housewife  ; 
brought  to  Emergency  Hospital  by  ambulance  at  12:45  p.m.  upon 
March  10th,  1895. 

The  previous  history  of  the  patient,  obtained  from  her  family, 
shows  that  three  months  previous  to  her  admission  to  the  hos- 
pital, being  at  that  time  in  her  fifth  month  of  gestation,  edema 
of  the  feet,  ankles,  and  hands  commenced,  with  at  the  same  time 
persistent  vomiting,  the  patient  being  unable  to  retain  any  food 
upon  her  stomach.  During  the  whole  of  her  pregnancy  she  was 
accustomed  to  drink  large  quantities  of  red  wine  and  tea.  One 
month  later  the  edema  extended  to  her  knees  and  graduallv 
increased,  until  by  the  end  of  the  eighth  month  of  gestation  the 
entire  body,  including  the  face,  was  distorted  by  the  swelling. 
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Persistent  vomiting  continued  during  all  this  time,  and  severe 
headache  was  constantly  present  for  the  two  weeks  preceding 
delivery.  In  the  week  previous  to  admission  the  headache  in- 
creased in  intensity  and  was  accompanied  by  dimness  of  vision, 
"mists  and  spots"  before  the  eyes.  Swelling  of  the  body  in- 
creased during  this  time,  and  the  labia  protruded  as  two  large 
boggy  masses.  One  week  before  admission  it  was  first  noticed 
that  the  urine  diminished  in  quantity,  the  woman  passing  not 
more  than  a  tablespoonful  at  a  time.  It  was  for  this  symptom 
that  a  physician  was  first  called  in,  and  he  caused  the  woman  to 
be  sent  by  ambulance  to  Bellevue  Hospital.  Upon  admission  at 
the  hospital  the  patient  was  found  to  be  in  a  condition  of  general 
anasarca.  The  pale,  waxy  skin  was  drawn  tightly  over  the 
extremities,  body,  and  face. 

Considerable  effusion  had  taken  place  into  the  peritoneal  cav- 
ity, and  so  much  edema  had  taken  place  into  the  labial  and 
pelvic  tissues  that  the  passage  of  two  fingers  into  the  vagina 
caused  a  rupture  of  the  boggy  perineum,  which  rupture  was 
further  increased  in  the  extraction  of  the  children.  The  tem- 
perature was  99.2°;  pulse  130°,  hard  and  full ;  respirations  40, 
with  dyspnea  and  signs  of  moderate  pulmonary  edema.  The  re- 
port upon  a  few  drachms  of  urine  drawn  by  catheter  was  as  fol- 
lows :  Yellow  ;  cloudy  ;  acid  ;  1040  ;  albumin  (urine  solidifies) ; 
hyaline  and  granular  casts ;  urea  seven  grammes  to  the  litre.  Ex- 
amination now  showed  that  the  fundus  uteri  reached  to  a  point 
just  above  the  umbilicus,  that  the  uterine  body  itself  was  very 
broad,  that  a  fetal  heart  sound  could  be  made  out  in  the  median  line 
half-way  between  the  pubes  and  the  umbilicus.  Vaginal  exami- 
nation revealed  the  fact  that  the  portio  vaginalis  was  still  present 
and  of  the  usual  length  for  a  primipara,  and,  as  was  subsequently 
determined,  no  drawing-up  of  the  supravaginal  portion  of  the 
cervix  had  taken  place ;  that  no  dilatation  whatever  of  the  os 
had  occurred  ;  that  the  vagina  was  apparently  longer  than  usual 
and  markedly  narrow,  undoubtedly  from  the  presence  of  edema. 
At  1:10  p.m.,  or  twenty-five  minutes  after  admission  to  the  hos- 
pital, a  convulsion  occurred,  and  at  1:20  a  second,  and  these  were 
followed  by  post-eclamptic  stupor.  The  second  seizure  took 
place  in  spite  of  the  free  use  of  chloroform. 

Immediate  delivery  was  now  decided  upon,  and  was,  after  the 
usual  scrubbing  and  cleansing  of  the  vagina  and  vulva,  per- 
formed in  the  following  manner,  the  hospital  staff  recording 
the  steps  in  the  operation  : 
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Chloroform  was  used  for  anesthesia.  Dilatation  of  the  os  was 
begun  by  means  of  an  Ellinger-Goodell  dilator  at  2  p.m.  This 
was  practised  for  a  few  minutes,  or  until  the  os  would  admit  two 
fingers.  Manual  dilatation  was  then  kept  up  until  2.20  p.m.  ; 
at  this  time  the  supravaginal  portion  of  the  cervix  had  been 
made  to  partially  disappear,  and  although  the  edge  of  the  inter- 
nal os  could  still  distinctly  be  felt,  still,  in  view  of  the  condition 
of  the  woman,  four  deep  incisions  of  the  cervix  were  made,, 
antero-posterior  and  lateral,  reaching  as  far  as  the  utero-vaginal 
junction.  Moderate  hemorrhage  followed  the  cuts.  A  breech 
was  then  found  presenting  in  the  L.  S.  P.  position  at  the  inlet. 
The  anterior  leg  was  brought  down,  and  the  first  twin,  a  male, 
weighing  five  and  a  quarter  pounds,  was  extracted  at  2.24  p.m. 
The  second  twin  was  then  found  presenting  in  the  R.  O.  A.  po- 
sition. The  right  arm  was  introduced,  the  anterior  leg  seized, 
podalic  version  performed,  and  the  second  twin,  a  male,  weigh- 
ing four  and  three-qnarter  pounds,  was  extracted  at  2.28  p.m. 
As  there  was  now  considerable  bleeding,  the  placenta  was  im- 
mediately expressed,  and  the  utero-vaginal  canal  tamponed  with 
iodoform  gauze,  partly  to  control  the  hemorrhage,  but  more  to 
secure  good  drainage  through  the  incised  cervix.  A  uterine 
douche  preceded  the  introduction  of  the  gauze,  which  latter  was 
removed  in  seventy-two  hours  and  the  uterus  again  irrigated. 

The  following  is  a  resume  of  the  steps  of  the  operation  as  re- 
corded by  the  members  of  the  hospital  staff  present  : 

Instrumental  dilatation  begun  at  2.00  p.m. 

Manual  dilatation  begun  at 2.05  p.m. 

Incisions  in  cervix  made  at 2.20  p.m. 

First  twin  (breech,  five  and  a  quarter  pounds)  extracted  at.  .2.24  p.m. 
Second  twin  (vertex,  four  and  three-quarter  pounds)  ex- 
tracted at 2.28  p.m. 

Placenta  (expression)  delivered  at 2.29  p.m. 

Duration  of  first  stage 20  minutes. 

Duration  of  second  stage 8        " 

Duration  of  third  stage 1  minute. 

Total  duration  of  labor 29  minutes. 

In  this  case  two  convulsions  occurred  in  the  puerperium, 
the  first  precipitated  by  the  use  of  the  catheter  at  8.40  p.m.,  and 
the  second  at  11  p.m.  of  the  day  of  operation  ;  the  first  about  six 
and  the  second  about  nine  hours  after  delivery.  For  these  chlo- 
roform was  administered,  and  chloral  hydrate  and  bromide  of 
soda  given  in  starch  enema  by  rectum.  Subsequently,  although 
some  muscular    twitchings  were   noted,  no   further   eclamptic 
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seizures  took  place.  Otherwise  the  woman  passed  through  a 
smooth  puerperinm  (see  Fig.  3).  The  general  after-treatment 
consisted  in  dry  cups  followed  by  digitalis  poultices  over  the 
kidneys  ;  compound  jalap  powder  followed  by  high  enemata  of 
the  sulphate  of  magnesia  ;  the  prolonged  use  of  the  hot-air  bath, 
two  and  three  hours  at  a  time,  and  frequent  administration 
(every  two  hours)  of  glonoin  by  needle.  The  latter  failing  to 
reduce  the  high  arterial  tension  in  the  first  eight  hours  follow- 
ing delivery,  veratrum  viride  in  five-minim  doses  by  needle  was 
added  with  good  result.  For  the  first  five  days  the  urine  was 
drawn    by  catheter  after  the  patient   had  been  placed  under 
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Fig.  3.  Case  3.— Record  of  first  seven  days  of  puerperium. 

-chloroform,  as  the  first  attempt  to  draw  the  urine  without  the 
use  of  chloroform  precipitated  the  first  convulsion  above  re- 
corded. A  milk  diet  was  adhered  to  for  the  twenty-five  days 
of  the  puerperium  ;  small  and  frequently  repeated  doses  of  bi- 
tartrate  of  potash  were  administered  for  the  first  two  weeks,  and 
during  the  whole  time  the  patient  was  encouraged  to  drink  large 
quantities  of  Bethesda  water;  tincture  of  the  chloride  of  iron 
was  commenced  early  in  the  treatment  and  continued  throughout. 
Under  the  above  treatment  the  general  anasarca  rapidly  dis- 
appeared, so  that  full-length  photographs  taken  of  the  patient 
upon  the  second  and  eighth  days  of  the  puerperium  are  scarcely 
to  be  recognized  as  representing  the  same  individual. 
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Upon  the  nineteenth  day  of  the  puerperium  the  perineum 
was  repaired,  chloroform  beiDg  used.  A  good  result  was  ob- 
tained. The  children  upon  delivery  were  immediately  wrapped 
in  warm  flannel  and  placed  in  a  couveuse.  Two  wet-nurses  were 
obtained  for  them  from  among  the  puerperal  women  of  the 
hospital,  and  they  were  put  to  the  breast  soon  after  birth.  •  In 
addition  they  each  received  a  daily  inunction  of  cod-liver  oil 
until  their  discharge  upon  the  twenty-fifth  day. 

I  am  most  grateful  to  Dr.  F.  F.  Eussell,  of  the  Fourth' Medi- 
cal Division  of  Bellevue  Hospital,  for  his  care  in  carrying  out 
the  details  of  the  after-treatment  of  this  case. 

This  patient,  after  her  return  to  her  home,  has  been  kept 


Fig.  4.— Condition  of  cervix  in  Case  3  two  months  after  operation.  Partial  repair^of 
lateral  incisions  ;  almost  complete  union  in  anterior  and  posterior  ones.  Rotation  of  the 
uterus  causes  oblique  position  of  the  incisions.  1.  3,  lateral  incisions;  2,  4,  anterior  and 
posterior  incisions  ;  C,  body  of  cervix  ;  B,  cervico-vaginal  junction  ;  A,  extension  of  left 
lateral  incision  along  left  vaginal  wall  by  tearing. 

under  observation  in  order  to  note  the  effect  of  the  deep  inci- 
sions upon  the  cervix  and  involution  of  the  uterus. 

An  examination  made  May  8th,  1895,  or  eight  weeks  after  the 
operation,  shows  the  uterus  to  be  freely  movable,  in  excellent 
position,  and  its  cavity  to  be  three  inches  in  length. 

Almost  complete  repair  of  the  anterior  and  posterior  incisions 
has  taken  place,  but  only  partial  repair  of  the  two  lateral  ones. 
The  right  lateral  incision  has  closed  for  about  a  half  of  its  extent, 
and  the  left  lateral  for  about  a  third.  No  eroded  surfaces  are 
to  be  seen.  It  can  be  plainly  seen  that  the  left  lateral  incision 
50 


786 


EDGAR  I    DEEP    INCISION   OF   THJ 


Analysis  of  Three  Cases  of  Deep 
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had  extended  by  tearing  beyond  the  cervico-vaginal  junction  on 
to  the  lateral  vaginal  wall,  as  the  cicatrix,  an  inch  in  length,  can 
be  plainly  seen  (Fig.  4,  A). 

No  stronger  proof  of  the  danger  of  making  these  incisions 
before  complete  disappearance  of  the  vaginal  and  supravaginal 
cervix  can  be  offered  than  this  extension  of  the  left  lateral  in- 
cision. We  were  tempted  to  incise  in  this  case,  as  already 
stated,  before  the  cervix  was  in  proper  condition  for  the  opera- 
tion, because  of  the  desperate  condition  of  the  patient,  and,  as 
a  result,  one  incision  extended  by  tearing  so  as  to  involve  the 
lateral  vaginal  wall. 

The  same  extension  by  tearing  took  place  in  Case  2,  in  which, 
as  already  noted,  one  incision  was  not  carried  fully  up  to  the 
utero-vaginal  junction  (see  plate,  C-D). 

The  woman's  general  condition  at  this  time  is  excellent. 
The  kidneys  are  apparently  doing  their  work  satisfactorily,  no 
edema  is  to  be  seen,  and  the  albumin  and  casts  have  disappeared 
from  the  urine.  She  has  an  abundant  milk  supply,  and  is  nurs- 
ing her  two  twins,  who  appear  to  be  fully  nourished. 

It  is  not  for  the  purpose  of  recommending  or  defending  a 
radical  surgical  procedure  that  these  three  cases  of^eclampsia, 
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Incision  of  the  Parturient  Cervix. 
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delivered  by  means  of  deep  incisions,  are  brought  to  the  atten- 
tion of  the  American  Gynecological  Society  to-day.  In  Case  1 
the  condition  of  the  genital  organs  one  year  after  operation,  in 
Case  2  the  genital  tract  itself  with  the  results  of  the  autopsy,  and 
in  Case  3  the  condition  of  the  genital  organs  two  months  after 
operation  and  delivery,  are  presented  for  the  purpose  of  calling 
forth  a  fair  criticism.  In  the  three  cases  cited  the  situation 
was  desperate  in  the  extreme,  and  in  view  of  this  fact  we  made 
use  of  a  procedure  in  each  which  appeared  to  offer  the  best,  if 
not  the  only,  hope  of  recovery.  In  Case  1  the  prognosis  was 
rendered  unfavorable  because  the  attack  occurred  during  preg- 
nancy, at  the  eighth  month ;  the  woman  was  a  primipara:  no 
dilatation  of  the  os  had  taken  place  ;  the  supravaginal  portion 
of  the  cervix  had  not  disappeared  ;  the  child  remained  alive  dur- 
ing the  frequent  and  severe  eclamptic  attacks,  eight  taking  place 
before  delivery;  there  was  coma  at  intervals;  the  urine  was 
scanty,  with  large  proportion  of  albumin.  The  uterus  was  emp- 
tied in  this  instance  by  a  surgical  procedure  within  half  an  hour 
of  the  last  convulsion ;  no  further  attack  occurred,  and  both 
mother  and  child  were  saved.  Manual  dilatation  of  this  cervix 
and  extraction  of  the  fetus  would  have  taken  at  least  an  hour 
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and  a  half,  and  so  a  good  hour  was  saved  by  incising  the  cervix. 
It  must  be  remembered  that  the  average  number  of  convul- 
sions in  fatal  cases  is  in  the  neighborhood  of  ten,  and  this  pa- 
tient had  already  experienced  eight  when  operated  upon.  In 
Case  2  the  prognosis  was  bad  because  the  attack  took  place  dur- 
ing pregnancy,  at  the  eighth  and  a  half  month  ;  the  woman  was 
a  primipara ;  the  os  only  admitted  the  tip  of  the  index  finger; 
the  child  remained  alive  during  the  convulsions ;  the  large  num- 
ber of  convulsions  when  seen — namely,  nine  ;  the  profound  coma, 
the  temperature  of  105°,  the  pulse  of  140,  and  the  total  suppres- 
sion of  urine.  By  emptying  the  uterus  in  nine  minutes  by  deep 
incisions  of  the  cervix  the  child  was  saved,  and  its  condition  of 


Fig.  5— Superficial  multiple  incisions  of  cervix.    A,  exttrnal  oswith  multiple  incisions 
radiating  about  it  :  B,  cervix  ;  C,  utero-vaginal  junction. 

deep  asphyxia  indicated  that  it  could  not  have  survived  many 
more  minutes  within  the  uterus  ;  the  woman  was  given  a  fighting 
chance  for  her  life,  and  the  autopsy  shows  that  the  operation, 
which  lasted  only  a  few  minutes,  and  which  was  not  attended 
by  serious  hemorrhage,  could  scarcely  have  affected  the  pro- 
gnosis unfavorably.  In  Case  3  the  prognosis  was  also  unfavor- 
able, since  the  eclamptic  attack  first  appeared  at  the  eighth  and 
a  half  month  of  pregnancy;  the  woman  was  a  primipara;  no 
dilatation  of  the  os  had  taken  place;  the  vaginal  and  supra- 
vaginal portions  of  the  cervix  were  still  present ;  the  pregnancy 
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was  a  twin  one,  and  both  children  lived  ;  two  eclamptic  attacks 
took  place  in  the  hour  preceding  delivery,  in  spite  of  the  use  of 
chloroform ;  the  presence  of  general  anasarca  and  commencing 
pulmonary  edema  ;  the  scanty  urine  and  evidently  grave  kidney 
lesion.  An  expectant  treatment,  or  one  that  emptied  the  uterus 
less  rapidly  in  these  three  cases,  would  probably  have  resulted 
in  the  loss  of  all  four  children,  and  possibly  of  all  three  mothers. 
As  it  stands,  six  out  of  the  seven  lives  concerned  were  saved. 

Skutsch,  as  late  as  1887,  recommended  superficial  multiple 
incisions  of  the  cervix  uteri  during  labor  to  rapidly  terminate 


Fig.  6. — Deep  incisions  in  the  cervix,  extending  from  the  border  of  the  external  os  to  the 
utero-vaginal  junction.  A.  external  os  ;  C,  utero-vaginal  junction  ;  1,  3,  3,  4,  lateral  and 
antero-posterior  incisions. 


delivery  (Fig.  5).  His  results,  however,  were  so  disastrous  as 
to  induce  him  to  abandon  the  operation.  He  operated  in  only  a 
few  cases.  In  one  of  his  cases  the  original  incisions  tore  so  as 
to  require  suture  after  delivery.  In  another  a  superficial  inci- 
sion in  the  edge  of  the  cervix  extended  so  deeply  by  tearing,  it 
was  necessary  to  ligate  the  uterine  artery  in  order  to  control  the 
hemorrhage.  Although  Skutsch  then  proposed  deep  incisions 
of  the  cervix,  it  was  Diihrssen  who  first  performed  the  operation. 
Diihrssen  claims  in  this  operation,  which  now  bears  his  name, 
that  when  incisions  are  made  in  four  directions,  commencing  at 
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the  edge  of  the  external  os  and  extending  completely  through 
the  cervical  portion  fully  to  the  utero-vaginal  junction,  the  ori- 
ginal incisions  will  extend  no  further,  as  the}'  do  in  the  incom- 
plete method  ;  and  that  when  the  incisions  are  properly  made 
the  os  is  found  to  be  fully  dilated  and  no  obstacle  at  this  point 
remains  to  delivery,  and  upon  delivery  of  the  fetus  past  this 
point  the  now  fully  dilated  os  is  subjected  to  no  dangerous 
stretching  (Figs.  6  and  7). 

The  cases  just  reported  bear   out  this   statement.     In  Case 
1,  in  which,  as  the  illustration  shows,  the  incisions  were  made 


Fig.  7.— Effect  of  the  four  incisions  upon  dilatation. 


completely  up  to  the  utero-vaginal  junction,  no  extensions  by 
tearing  occurred  (Fig.  1).  In  Case  2,  in  which  the  left  lateral 
incision  fell  short  of  complete  division  of  the  vaginal  portion, 
extension  by  tearing  resulted  in  the  subsequent  extraction, 
which,  although  it  caused  no  complication,  still,  with  a  larger 
child  or  a  narrower  pelvis,  might  have  opened  a  branch  of  the 
uterine  artery  (see  plate,  C-D). 

The  operation. — It  cannot  be  too  strongly  insisted  upon  that, 
as  far  as  our  present  knowledge  goes,  the  operation  should  only 
be  undertaken  when  the  entire  supravaginal  portion  of  the  cer- 
vix is  fully  dilated — in  other  words,  when  the  defective  dilatation 
is  confined  to  the  vaginal  portion  of  the  cervix.     Under  such  cir- 
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cumstances  the  vaginal  portion  of  the  cervix  represents  the  more 
or  less  thick  and  broad  border  of  the  external  os  (Fig.  8,  E.O.) 
which  springs  round  about  from  the  upper  vaginal  walls  (Fig. 
8,  U.V.J.).  In  exceptional  instances  this  border  of  the  external 
os  shows  a  small  projection,  which  is  the  remaining  unoblite- 
rated  part  of  the  vaginal  portion  (Fig.  9,  Y.C.). 

The  above  mode  of  dilatation  is  to  be  found,  as  a  rule,  in 
primiparse  (Fig.  9) ;  in  multipara  before  the  os  is  well  dilated 
the  narrowest  portion  of  the  os  is  often  to  be  found  above  the 
cervico-vaginal  attachment  (Fig.  10,  I.O.).  In  either  primiparse 
or  multiparae,  when  one  examines  a  given  case,  say  in  the  last 
week  or  ten  days  of  gestation — namely,  in  the  period  which 
some  are  pleased  to  term  the  preparatory  stage  of  labor — changes 
in  the  lower  uterine  segment  and  the  supravaginal  portion  of 
the  cervix  have  often  proceeded  so  far  as  to  result  in  complete 


Fig.  8.  Fig.  9.  Fig.  10. 

Fig.  8.— Defective  dilatation  confined  ro  the  vaginal  portion  of  cervix  only.  Entire 
supravaginal  portion  of  cervix  is  fully  dilated.  V..  vagina;  E.O.,  external  os;  U.V.J., 
utero-vaginal  junction  :  L  U.S.,  lower  uterine  segment. 

Fig.  9.  — Mode  of  dilatation  in  primiparae.  Narrowest  portion  of  os  below  the  vaginal 
attachment.  V.,  vagina  :  E.O..  external  os  :  V.C..  vaginal  portion  of  cervix  ;  I.O.,  internal 
os  :  U.V.J.,  utero-vaginal  junction  ;  L  U.S..  lower  uterine  segment. 

Fig.  10.— Mode  of  dilatation  in  multiparae.  Narrowest  portion  of  os  above  the  vaginal 
attachment.  V..  vagina  :  E.O..  external  os  ;  V.C..  vaginal  portion  of  cervix  ;  I  O..  internal 
os :  U.C.J..  utero-cervieal  junction;  S.V.C.,  supravaginal  cervix;  L.U.S.,  lower  uterine 
segment. 


obliteration  of  the  latter  structure,  and  thus  render  the  condi- 
tions suitable  for  this  operation.  The  same  is  also  true  of  an 
earlier  period  of  pregnancy  in  exceptional  cases  (Fig.  11,  E.O.). 
When,  during  pregnancy  or  labor,  the  supravaginal  portion  of 
the  cervix  has  disappeared  (been  drawn  up  into  the  body  of  the 
uterus),  or  can  be  made  to  disappear  by  appropriate  mechanical 
means,  and  grave  danger  threatens  mother  or  child,  complete 
dilatation  can  be  secured  in  a  few  minutes  by  means  of  from  two 
to  six  deep  incisions  radiating  from  the  os  to  the  utero-vaginal 
junction,  and  the  uterus  emptied  in  a  few  minutes  by  appro- 
priate means. 
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In  cases  of  muitiparse  where  the  supravaginal  portion  of  the 
cervix  is  still  present  (Fig.  10,  S.V.C.),  the  mechanical  dilatation 
of  the  cervix  is  to  be  preferred  to  the  bloody  dilatation  b}T  means 
of  deep  incisions.  Moreover,  in  muitiparse  the  mechanical  dila- 
tation will  usually  suffice.  In  the  presence  of  immediate  danger, 
however,  the  supravaginal  portion  still  being  present,  the  two 
procedures  can  be  combined  to  advantage — namely,  mechanical 
dilatation  until  the  internal  os  has  been  made  to  disappear  (Figs. 
13-16),  and  the  dilatation  then  completed  in  an  instant  by  the 


Fig.  11.— Condition  of  cervix  often  found  in  both  primiparae  and  muitiparse  during  the 
ast  days  of  gestation.  Entire  supravaginal  portion  of  cervix  fully  dilated.  Compare 
Fig.  8  V.,  vagina  ;  E.O.,  external  os  ;  U.V.J.,  utero-vagiual  junction  ;  M.,  amnion  ;  L.U.S., 
lower  uterine  segment ;  B.U.,  body  of  the  uterus. 

deep  incisions  (Figs.  6  and  7).  Diihrssen  cites  the  case  of  a  primi- 
para  with  the  supravaginal  portion  still  present  where  he  carried 
out  this  combined  method.  The  same  procedure  was  carried  out 
in  the  first  and  third  of  the  cases  here  reported.  By  this  com- 
bined method  we  can  accomplish  an  immediate  delivery  by  the 
natural  passages,  without  dauger  to  mother  or  child,  even  when 
the  cervix  is  present  and  rigid.  The  method  has  this  advantage 
over  the  old  "accouchement  force,"  namely,  that  the  obstruction 
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formed  by  the  barrier  of  the  cervix  is  entirely  removed  before 
the  extraction  of  the  fetus  is  undertaken,  and  the  fetus  is  not 
made  to  act  as  a  dilator. 

To  make  the  incisions,  usually  four  in  number,  the  free  edge 
of  the  os  is  fixed  between  the  first  three  fingers  or  two  bullet 
forceps,  and  the  incisions  made  with  long,  straight  or  angular 
scissors  or  a  bistoury,  care  being  taken  to  bring  them  fully  up  to 
•the  ntero-vaginal  junction  (Figs.  12,  6,  and  7). 

Mechanism  of  dilatation. — In  order  to  render  the  changes 
that  take  place  in  the  parturient  cervix  during  the  several  stages 
of  dilatation  more  readily  understood,  we  have  introduced  seven 
illustrations  showing  the  condition  of  the  cervix  from  the  outset 
of  labor  to  complete  dilatation  of  the  os  (Figs.  13  to  19). 

Surgical  anatomy. — A  glance  at  the  surgical  anatomy  of  deep 
■cervical  incisions  of  the  pregnant  and  parturient  cervix  naturally 
leads  us  to  inquire  what  risk  we  run  in  wounding  the  structures 


Fig.  13.— Blunt  angular  scissors. 

immediately  adjacent  to  the  cervico-vaginal  junction,  as  the  ute- 
Tine  artery  and  its  branches,  the  ureter,  the  bladder,  and  perito- 
neum. Of  these  structures  the  three  last  are  in  least  danger 
of  being  injured,  and,  in  fact,  we  are  scarcely  able  to  do  them 
any  harm  if  we  limit  our  incisions  strictly  by  the  utero-vaginal 
junction.  Yet  incisions  carelessly  made,  that,  for  instance,  in- 
clude a  fold  of  the  vagina  with  the  thin  layer  of  the  vaginal 
cervix,  may  readily,  in  the  case  of  the  posterior  incision,  open 
into  Douglas'  pouch,  and  in  that  of  the  anterior  into  the  utero- 
vesical  pouch  or  the  bladder  itself.  This  is  the  more  important, 
as  well  as  interesting,  since  the  autopsy  in  Case  2  showed  that 
the  dip  of  the  peritoneal  fold  forming  the  pouch  of  Douglas  ex- 
fended  down  between  the  anterior  rectal  and  posterior  vaginal 
walls,  so  as  to  cover  fully  two  inches  of  the  upper  portion  of  the 
latter  surface.  In  fact  the  specimen  plainly  shows  that  very 
little  tissue  intervenes  between  the  apex  of  the  posterior  inci- 
sion and  the  free  peritoneal  cavity,  merely  the  thickness  of  the 
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posterior  vaginal  wall  at  this  point.  One  canjhere  readily  ap- 
preciate how  a  too  free  incision,  or  the  including  of  a  vaginal 
fold,  as  above  stated,  would  open  into  the  pouch  of  Douglas. 
The  low  dip  of  the  posterior  peritoneal  pouch  in  this  case 
would  make  the  pouch  as  low  as  in  the  nullipara,ror  even  lower, 
and  is  in  accord  with  the  more  recent  researches  in  pelvic  ana- 
tomy. The  same  mistake  in  the  instance  of  the  lateral  incisions 
may  open  a  ureter,  as  the  latter  passes  forward  and  inward  in 
close  relationship  with  the  antero-lateral  vaginal  wall  to  enter 
the  bladder  about  an  inch  below  and  in  front  of  the  cervico- 
vaginal  junction.  The  uterine  artery  or  its  "main  branches  can 
only  be  opened  by  cutting  too  deeply  beyond  the  utero-vaginal 


Fig.  13  —Cervix  in  latter  part  of  gestation  or  at  beginning  of  labor.  Vaginal  and  supra- 
vaginal portions  of  cervix  unchanged.  V.,  vagina ;  E.O.,  external  os  ;  I.V.C,  infravaginal 
portion  of  cervix;  C.V.J.,  cervico-vagitial  junction;  C.C.,  cervical  canal;  S.V.C,  supra- 
vaginal portion  of  cervix;  I.O.,  internal  os;  M.,  membranes;  L.A.,  liquor  amnii ;  B.U., 
body  of  uterus  ;  F.S.,  section  of  fetal  skull.     (Lepage.) 

junction  into  the  lower  uterine  segment,  or  by  subsequent  exten- 
sion of  the  incisions  by  tearing  daring  operative  procedures  or 
extraction  of  the  fetus. 

A  study  of  the  incisions  in  Case  2  (see  plate,  E,  B,  A)  shows 
us  that  not  even  the  slightest  extension  of  the  incisions  by  tearing 
resulted  in  the  anterior  and  posterior  and  right  lateral,  but  the 
specimen  and  photographs  plainly  indicate  that  the  left  lateral 
cut  extended  by  tearing  to  the  extent  of  about  half  an  inch 
beyond  the  utero-vaginal  junction  (plate,  C,  D) ;  and  it  will  be  re- 
membered that  the  child  in  this  case  weighed  seven  and  a  quarter 
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pounds  and  that  the  pelvis  was  slightly  flattened.  In  the  speci- 
men the  point  where  the  left  lateral  incision  ends  (C),  and  the 
tract  of  the  further  extension  of  the  cut  by  tearing  along  the  left 
wall  of  the  lower  segment,  are  plainly  indicated  (see  plate,  C,  Dj. 
Although  this  laceration  is  shallow  and  superficial,  only  involv- 
ing the  inner  fibres  of  the  uterine  muscular  wall,  and  does  not 
open  into  the  space  between  the  two  folds  of  the  broad  liga- 
ments, although  it  extends  parallel  to  and  directly  opposite  the 
lower  portion  of  these  two  folds,  still  we  look  upon  its  occur- 


Fig.  14  —Lower  uterine  segment  during  labor.  Cervix  in  progress  of  being  drawn  up 
into  the  body  of  the  uterus.  Supra-  and  infravaginal  portions  of  the  cervix  still  present. 
V.,  vagina  ;  E.O.,  external  os :  I.V.C.,  infravaginal  portion  of  cervix ;  C.V.J.,  cervico-va- 
ginal  junction  ;  S.V.C,  supravaginal  portion  of  cervix  :  I.O  ,  internal  os  :  M..  membranes  ; 
L.U.S.,  lower  uterine  segment ;  L.A.,  liquor  amnii ;  B.U.,  body  of  the  uterus ;  F.S.,  fetal 
skull.    (Lepage.) 

rence  as  a  danger  signal,  and  we   have  attempted  an  inquiry 
into  its  causation. 

If  Diihrssen's  statement  is  true — namely,  that  when  the  inci- 
sions are  complete  and  extend  fully  up  to  the  utero-vaginal 
junction  full  dilatation  of  the  os  is  produced,  and  no  further 
extension  by  tearing  beyond  the  attachment  of  the  vagina  will 
occur — then  it  would  appear  at  first  sight  that  we  have  in  the 
instance  of  the  extension  of  this  left  lateral  incision  a  contra- 
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diction  of  the  above  statement.     We  can,  we  believe,  show  that 
no  such  contradiction  exists. 

At  the  autopsy  in  Case  2  careful  measurements  of  the  in- 
cisions were  made  with  a  pair  of  drawing  compasses,  and  with 
the  following  result : 

Length  of  anterior  incision l£  inches. 

"        posterior  incision 1-g-      " 

"        right  lateral  incision 1$       " 

"        left  lateral  incision  (to  laceration) If      " 

"        left  lateral  incision  and  laceration 2£      " 

w 

ill 

v+Atf . 

1  SI  ^  VMS 

Jil  /.■"/ F- s 

^^^  Y  _^^ L, 


Fig.  15.— Lower  uterine  segment  during  labor.  Supra-  and  infra  vaginal  portions  of  the 
cervix  nearly  effaced.  V.,  vagina;  E.O.,  external  os  ;  I.V.O.,  infravaginal  portion  of  cer- 
vix ;  S.V.C.,  supravaginal  portion  of  cervix  ;  I.O.,  internal  os  ;  U.V  J.,  uterovaginal  junc- 
tion ;  M.,  membranes;  L.U.S.,  lower  uterine  segment;  L.A.,  liquor  amnii ;  F.S.,  fetal 
skull;  B.U.,  body  of  the  uterus.    (Lepage.) 


These  figures  cannot  be  looked  upon  as  representing  the  actual 
length  of  the  incisions  in  the  parturient  cervix,  since  they  were 
taken  from  the  puerperal  uterus  twenty-four  hours  after  death 
and  forty  from  the  operation,  after  the  usual  contraction  and 
retraction  of  the  uterus  had  occurred.  Still  they  are  of  some 
relative  value,  in  that  they  point  to  the  fact  that  this  left  lateral 
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incision  fell  short  by  five-eighths  of  an  inch  of  the  length  of  its 
fellow  upon  the  opposite  side  of  the  os,  and  hence  failed  to  that 
extent,  perhaps,  to  reach  the  vaginal  junction.  This  might,  of 
course,  prove  a  mere  coincidence,  were  it  not  for  the  fact  that 
we,  at  the  time  of  operation,  expressed  some  doubt  as  to  the  cer- 
vix being  fully  divided  on  the  left  side,  because  of  difficulty  in 
handling  the  angular  scissors  at  this  point.  We  look  upon  this 
laceration  as  the  result  of  a  partially  divided  cervix,  and  hence 
extension  by  tearing  took  place  to  the  extent  of  an  inch  and  a 
quarter.  Had,  on  the  other  hand,  the.  incision  at  this  point  been 
complete,  as  in  the  anterior,  posterior,  and  right  lateral,  we  firmly 
believe  stretching  without  tearing  of  the  ring  of  the  external  os 
would  have  occurred  during:  the  extraction  of  the  fetus.     The 


Fig.  16.— Lower  part  of  the  uterus  during  labor.  Os  uteri  in  progress  of  dilatation.  Su- 
pra-and  infravaginal  portions  of  cervix  have  disappeared.  V.,  vagina;  E.O.,  border  of 
e sternal  os  ;  U. V. J.,  utero-vaginal  junction  ;  L. U.S.,  lower  uterine  segment.    (Lepage.) 

fact  that  both  arms  went  above  the  head  in  the  extraction  of 
the  fetus,  and  were  swept  over  the  face  at  this  point — the  vertex 
of  the  after-coming  head  being  directed  to  the  right — and  more- 
over that  the  pelvis  was  moderately  flattened  (conjugata  vera 
four  inches),  may  also  have  favored  the  tendency  to  laceration. 

Immediate  repair  of  the  incisions. — It  is  not  necessary  or 
advisable  to  suture  the  incisions  after  the  operation.  Spon- 
taneous union  of  the  cervical  incisions  usually  occurs.  Duhrssen 
claims  union  in  most  of  his  cases.  Partial  union  took  place  in 
Cases  1  and  3  (Figs.  1  and  4).  Moreover,  the  suture  prolongs 
the  operation  and  gives  a  possible  source  of  local  irritation  to 
cause  further  convulsions  where  the  procedure  is  used  in 
eclampsia.     Duhrssen   states  that   the   ultimate  results   of  the 
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operation  are  satisfactory.  He  found,  in  some  of  his  cases,  the 
incisions  in  the  cervix  did  not  always  heal  and  that  ectropia 
formed.  He  says,  however,  his  patients  suffered  no  inconve- 
nience. He  knows  of  two  who  have  since  become  pregnant  and 
borne  children  spontaneously  and  easily.  His  observation  leads 
him  to  believe  that  the  changes  in  the  vaginal  portion  of  the 
cervix  subsequent  to  the  deep  incisions  are  the  same  as  those 
noticed  after  ordinary  labor  with  deep  lacerations  of  the  cervix. 
Our  study  of  Cases  1  and  3  bears  out  this  statement. 

Hemorrhage. — The  profuse  hemorrhages  formerly  observed  in 
cervical  incisions  were  due  to  the  fact  that  they  were  made  super- 
ficially by  a  timid  operator,  and  so  the  extraction  of  the  fetus 
through  the  imperfectly  dilated  os  caused  the  incisions  to  extend 


Fig.  17. —Lower  part  of  the  uterus  during  labor.  Os  uteri  in  progress  of  dilatation.  V., 
vagina ;  U.V.J.,  utero-vaginal  junction ;  E.O.,  border  of  external  os  ;  M.,  membranes ; 
L.U.S.,  lower  uterine  segment.    (Lepage.) 

by  tearing  beyond  the  attachment  of  the  vagina.  It  has  been 
shown  by  those  who  have  practised  this  operation  that  the  pro- 
cedure is  not  associated  with  considerable  hemorrhage,  and  there- 
fore, on  this  account,  the  incisions  need  not  be  stitched  subse- 
quently. None  of  Diihrssen's  cases  required  sutures  to  control 
hemorrhage.  As  a  precautionary  measure,  in  all  of  our  cases  an 
iodoform-gauze  tamponade  was  inserted  into  the  genital  tract. 
The  autopsy  in  one,  and  the  study  of  the  other  cases,  demon- 
strate that  the  contractions  of  the  uterus  are  fully  able  to  con- 
trol all  hemorrhage.  In  Diihrssen's  thirty -five  cases  hemorrhage 
never  occurred  where  the  uterus  was  well  contracted.  In  the 
cervix,  after   the   supravaginal    portion  has   disappeared,  been 
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drawn  up,  there  are  no  large  vessels,  therefore  sutures,. except  to 
assist  union,  are  not  required. 

Septic  infection. — Primary  septic  infection  of  the  deep  inci- 
sions, which  would  formerly  have  been  justly  feared,  can  to-day 


Fig.  IS.— Lower  part  of  the  uterus  during  labor.  Os  uteri  almost  fully  dilated.  V.,va- 
giDa:  M.,  membranes;  E.O..  border  of  external  os  :  U.V.J..  utero-vaginal  junction; 
L.U.S..  lower  uterine  segment.    CLepage.) 

be  avoided  by  strict  surgical  cleanliness  (see  temperature  chart, 
Fig.  3). 

Secondary  infection  with  decomposed  uterine  secretions  can, 


Fig.  19.— Lower  part  of  the  uterus  during  labor.  Os  uteri  completely  dilated.  V..  va- 
gira  :  51. ,  membranes  :  E.O.,  external  os  :  U.V.J..  uteio-vaginal  junction:  L.U.S.,  lower 
uterine  segment.    (Lepage.) 

of  course,  occur,  but  this  danger  can  be  greatly  lessened  by 
thorough  antiseptic  irrigation  of  the  uterine  cavity  after  labor, 
and  securing  free  drainage  through  the  os  uteri  by  means  of  the 
utero-va^inal  gauze  drain. 
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On  the  other  hand,  if  in  a  given  emergency  rapid  emptying 
of  the  uterus  during  labor  at  or  near  full  term,  through  an  os  that 
is  imperfectly  dilated,  is  performed,  lacerations  almost  certainly 
result  that  are  usually  deeper  and  more  extensive  than  the  two, 
four,  or  six  clean  and  sharp-edged  incisions  proposed  in  this  ope- 
ration. Moreover,  in  the  former  instance  deeper  and  more 
numerous  vessels  and  lymphatics  are  opened  into,  and  so  the 
danger  of  primary  and  secondary  septic  infection  is  correspond- 
ingly increased,  to  say  nothing  of  hemorrhage. 

In  conclusion,  we  believe  that  the  field  for  this  operation  will 
prove  limited  ;  that  the  operation  itself  is  a  serious  one  and  not 
lightly  to  be  undertaken. 

The  operation  is  still  comparatively  new,  and  not  enough 
cases  have  been  as  yet  reported  and  carefully  studied  to  enable 
us  to  draw  any  definite  conclusions  as  regards  the  ultimate  value 
and  real  dangers  of  these  incisions. 

We  can  foresee  that  much  harm  will  result  if  the  procedure  is 
carried  out  in  the  absence  of  strict  surgical  cleanliness,  and  with- 
out the  operator  first  making  himself  thoroughly  familiar  with 
the  mechanism  of  dilatation  and  the  surgical  anatomy  of  the 
parturient  cervix. 

54  East  34th  street. 
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CELIOTOMY  FOR  PUERPERAL  SEPTICEMIA  AND   FOR 
PUERPERAL  INFLAMMATORY  CONDITIONS. 


By 

CHARLES  P.  NOBLE,  M.D., 

Surgeon-in-Chief,  Kensington  Hospital  for  Women, 

Philadelphia,  Pa. 


The  conditions  under  which  it  is  desirable  to  perform  an 
abdomiual  section  in  the  treatment  of  the  septic  and  inflam- 
matory complications  of  the  puerperal  state  are  as  yet  not  de- 
finitely determined.  The  problems  involved  are  now  pressing 
for  solution,  and  the  subject  is  receiving  serious  consideration 
by  many  members  of  the  profession.  So  long  as  it  continues 
to  be  a  fact  that  large  numbers  of  women  annually  lose  their 
lives  from  puerperal  septicemia,  this  subject  must  be  studied  by 
the  obstetrician  and  gynecologist  until  the  prevention  and  cure 
of  puerperal  septicemia  are  placed  upon  a  thoroughly  satisfac- 
tory basis.  This  paper  has  been  prepared  upon  the  invitation  of 
our  President,  to  serve  as  an  introduction  to  the  general  discus- 
sion of  the  problems  involved.  As  I  have  recently  discussed 
this  subject  upon  two  occasions,  my  remarks  will  be  based  upon 
the  papers  referred  to.1 

'  "  Puerperal  Pelvic  Cellulitis  and  Puerperal  Peritonitis,"  American  Gynec. 
and  Obstet.  Journal,  January,  1895.      "  Celiotomy  for  Puerperal  Septicemia 
and  Peritonitis,"  American  Gynec.  and  Obstet.  Journal,  April,  1895. 
51 
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Cases  of  puerperal  sepsis  and  of  puerperal  inflammatory  con- 
ditions may  be  divided  into  two  classes :  1.  Those  in  which 
some  pathological  condition  is  present  in  the  sexual  organs  be- 
fore labor.  2.  Those  in  which  these  organs  are  normal  at  the 
beginning  of  labor. 

The  first  class  embraces  those  cases  of  sepsis  and  peritonitis 
caused  by  the  bruising  or  rupture  of  tumors  situated  in  the 
pelvis,  or  of  purulent  or  other  septic  accumulations  in  the  Fal- 
lopian tubes  or  the  adjacent  pelvic  organs.  It  is  unnecessary 
to  discuss  this  division  of  our  subject  at  length,  as  there  is  little 
difference  of  opinion  concerning  it,  and  the  nature  of  its  treat- 
ment is  reasonably  plain.  That  puerperal  peritonitis  may  be 
due  to  the  bruising  or  rupture  of  tumors  during  labor  has  long 
been  recognized.  Any  variety  of  pelvic  tumor  may  be  bruised, 
or  have  its  blood  supply  cut  off  by  torsion  of  its  pedicle,  and  be- 
come inflamed  and  gangrenous,  and  thus  set  up  a  more  or  less 
serious  peritonitis.  Dermoid  cysts  are  especially  liable  to  un- 
dergo inflammatory  changes  when  they  form  a  complication  of 
labor.  The  cardinal  points  to  which  attention  should  be  called  in 
this  class  of  cases  are  that  the  birth  canal  and  lymphatics  are  not 
involved  ;  hence  the  conditions  present  are  very  similar  to  those 
in  non-puerperal  peritonitis.  Prompt  operation,  with  the  removal 
of  the  tumor,  has  been  followed  by  a  high  percentage  of  cures. 

Puerperal  peritonitis  due  to  the  rupture  or  bruising  of  puru- 
lent or  other  septic  accumulations  in  the  uterine  appendages, 
existing  prior  to  labor,  is  not  of  frequent  occurrence.  This 
phase  of  the  subject  has  not  been  very  systematically  studied. 
The  references  to  it  in  the  literature  are  very  few.  In  1891 
I  called  attention  to  this  subject '  and  reported  three  cases  in 
which  the  bruising  of  pus  tubes  during  labor  had  set  up  peri- 
tonitis. I  have  personal  knowledge  of  two  other  cases  which 
occurred  in  this  city.  Of  thirty-two  eminent  American  gyne- 
cologists from  whom  I  have  received  replies  to  a  letter  of  inquiry 
concerning  this  among  other  subjects,  I  find  that  but  three  have 
operated  for  peritonitis  due  to  a  pus  tube  which  had  antedated 
labor,  and  each  of  these  gentlemen  has  operated  upon  but  one 
case.2     My  other  correspondents  either  had   no   knowledge  of 

1  "  Salpingitis  considered  in  its  Relation  to  Pregnancy  and  the  Puerperal 
State,"  Trans.  Amer.  Gynec.  Society,  vol.  xvi.,  p.  480. 

2  Dr.  Edward  Reynolds  of  Boston,  Dr.  E.  B.  Davis  of  Birmingham,  and 
Dr.  Hirst  of  Philadelphia.  Dr.  Coe  of  New  York  reports  that  he  has  as- 
sisted at  such  operations. 
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such  cases,  or  at  the  most  had  merely  suspected  that  the  diseased 
tube  may  have  antedated  the  labor  instead  of  resulting  from  in- 
fection after  labor.  Dr.  Lusk,  of  New  York,  states  that  he  has 
seen  three  cases  of  puerperal  peritonitis  due  to  the  bruising  of 
diseased  tubes  during  labor.1  The  fact  that  such  a  large  per- 
centage of  my  correspondents  have  not  met  with  this  variety  of 
peritonitis  is  conclusive  evidence  that  it  is  not  common,  and 
therefore  that  its  practical  importance  is  not  so  great  as  was 
anticipated  some  years  ago.  The  comparative  infrequence  of 
puerperal  peritonitis  due  to  this  cause  is  explained  by  the  fact 
that  women  having  even  a  single  pus  tube,  or  other  septic  ac- 
cumulation in  the  pelvis,  are  usually  sterile.  The  relative  dan- 
gers of  puerperal  peritonitis  of  this  variety,  and  the  results  of 
operations  done  for  it,  cannot  be  determined  at  this  time,  be- 
cause there  are  so  few  of  such  cases  on  record.  Theoretically 
the  prognosis  from  operation  should  be  relatively  good,  because 
the  uterus  and  the  pelvic  tissues  and  lymphatics  are  not  in- 
volved. The  conditions  are  similar  to  those  of  operation  for 
peritonitis  in  the  non-puerperal  state.  I  believe  that  the  proper 
method  of  treatment  to  be  pursued  in  such  cases  is  prompt 
operation,  irrigation,  and  drainage. 

The  second  class  of  cases  in  which  sepsis  or  inflammatory  con- 
ditions result  from  infection  of  the  birth  canal,  in  women  having 
normal  sexual  organs  previous  to  labor,  is  a  far  more  important 
one  than  that  just  considered.  This  is  the  common  form  of  so- 
called  puerperal  fever.  It  embraces  cases  in  which  the  infec- 
tion is  limited  to  the  utero-vaginal  canal,  those  in  which  the 
infection  has  spread  to  the  broad  ligaments  through  the  pelvic 
lymphatics  or  veins,  and  those  in  which  the  infection  has  spread 
to  the  peritoneum  either  by  way  of  the  Fallopian  tubes  or  by 
way  of  the  lymphatics.  As  a  matter  of  convenience  we  will 
consider  first  the  conditions  under  which  it  is  desirable  to  per- 
form an  abdominal  section  for  puerperal  peritonitis. 

Puerperal  peritonitis  may  arise  either  through  the  spread  of 
the  septic  inflammation  byway  of  the  Fallopian  tubes  to  the  peri- 
toneum, or  through  the  inflammation  spreading  along  the  lymph- 
atics, either  directly  through  the  uterus  to  its  peritoneal  cover- 
ing or  by  way  of  the  lymphatics  of  the  broad  ligaments.     I  am 

1  Discussion  before  the  New  York  Academy  of  Medicine,  February  28th, 
1895,  on  Dr.  Noble's  paper,  "Celiotomy  for  Puerperal  Septicemia  and  Peri- 
tonitis." 
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not  aware  of  any  investigations  which  have  definitely  deter- 
mined the  distinctions  in  the  clinical  history  of  the  two  varieties 
of  puerperal  peritonitis  to  which  reference  has  been  made.  My 
own  opinion  is  that  in  the  first  variety  (by  way  of  the  Fallopian 
tubes),  relatively  speaking,  the  inflammatory  element  is  more 
decided  and  the  septic  element  is  less  marked,  whereas  the  re- 
verse is  true  in  the  second  class  of  cases  (by  way  of  the  lymph- 
atics). In  the  first  class  of  cases  I  believe  it  is  the  rule  to 
have  marked  efforts  at  localization  of  the  peritonitis  by  Na- 
ture's method  of  pouring  out  inflammatory  lymph,  and  that 
where  this  result  is  accomplished  many  of  these  cases  go  on  to 
a  natural  cure,  and  that  more  of  them  result  in  the  formation 
of  post-puerperal  pus  tubes  and  of  circumscribed  intraperito- 
neal collections  of  pus.  On  the  other  hand,  in  the  cases  in 
which  septic  lymphangitis  is  a  marked  feature  the  element  of 
peritonitis  is  merely  an  epiphenomenon,  the  condition  present 
being  a  general  septicemia. 

Puerperal  peritonitis  of  the  first  variety  may  end  in  death  or 
recovery  within  a  few  days,  or  it  may  continue  for  several  or 
even  many  weeks  in  those  cases  in  which  it  is  of  mild  type  at 
its  onset.  Lymphatic  peritonitis  is  of  relatively  short  duration, 
many  cases  having  a  fatal  termination  after  a  course  of  a  few 
days.  The  distinctions  just  made,  I  believe,  represent  the  facts 
of  the  case  from  the  clinical  standpoint,  and  that  they  are  sup- 
ported by  the  experience  of  those  who  have  had  large  oppor- 
tunities for  observation.  If  the  distinctions  here  made  are 
correct,  I  find  no  evidence  that  abdominal  section  has  been  per- 
formed for  lymphatic  peritonitis  in  any  considerable  number  of 
cases.  The  reports  of  celiotomies  for  puerperal  peritonitis  with 
which  I  am  familiar  show  that  the  operations  have  been  done  in 
general  after  the  end  of  the  first  week — in  other  words,  at  a  time 
in  which  the  subjects  of  lymphatic  peritonitis  have  either  died, 
which  is  the  rule,  or  have  begun  to  recover,  which  is  the  excep- 
tion. As  supporting  this  inference  I  find  that  among  the  thirty- 
two  eminent  American  gynecologists  already  referred  to,  only 
four — Drs.  Boldt,  Polk,  Carstens,  and  Etheridge — have  performed 
celiotomy  for  general  peritonitis  within  seven  days  after  labor ; 
and  only  four — Drs.  Smith,  Etheridge,  Polk,  and  Baldy — have 
operated  for  localized  peritonitis  within  the  same  limit  of  time.1 

1  Seventeen  of  them  have  operated  for  puerperal  pe  ritonitis  later  than  the 
seventh  day  of  the  puerperal  period. 
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Lymphatic  puerperal  peritonitis  is  not  amenable  to  treatment 
by  celiotomy.  I  know  of  nothing  either  in  my  own  experience 
or  in  the  literature  which  gives  the  least  encouragement  for  ope- 
rating upon  this  class  of  cases.  All  that  have  been  operated 
upon  have  died.  It  is  not  difficult  to  understand  why  operation 
done  for  lymphatic  peritonitis  should  accomplish  so  little.  A 
simple  celiotomy  with  washing-out  of  the  peritoneal  cavity  does 
not  influence  the  principal  seat  of  the  trouble,  which  is  in  the 
uterus  and  pelvic  lymphatics,  and  necessarily  cannot  influence 
the  multiplication  of  germs  which  already  may  have  entered 
into  the  general  circulation.  The  more  radical  operation  of  hys- 
terectomy offers  but  little  in  these  cases,  as,  by  the  time  peri- 
tonitis has  become  a  marked  feature,  either  the  patient  is  so 
reduced  as  to  be  unable  to  withstand  the  shock  of  a  serious  ope- 
ration or  she  is  already  suffering  from  marked  general  septice- 
mia. If  these  patients  are  to  be  saved  they  must  be  operated 
upon  at  a  much  earlier  stage,  before  the  development  of  peri- 
tonitis or  of  marked  general  septicemia. 

Cases  of  puerperal  peritonitis  of  a  more  decidedly  inflamma- 
tory type — that  is,  in  which  the  septic  element  is  less  marked — 
are  more  amenable  to  treatment  by  operation.  In  these  cases  I 
believe  that  the  peritoneum  has  been  reached  by  the  spread  of 
the  infection  along  the  Fallopian  tubes  rather  than  through  the 
pelvic  lymphatics,  so  that  these  latter  structures  are  but  slightly 
involved  in  the  morbid  process.  Polk  and  Outerbridge  have 
reported  successful  cases  of  celiotomy  for  localized  peritonitis 
done  within  the  first  week  after  labor,  and  many  cases  are  on 
record  in  which  celiotomy  has  been  performed  at  a  much  later 
period.  I  have  nothing  new  to  offer  concerning  the  indications 
for  operation  in  puerperal  peritonitis.  So  far  as  I  know,  pa- 
tients operated  upon  for  general  puerperal  peritonitis  have 
died ;  hence,  excepting  the  hope  that  the  diagnosis  may  be 
wrong,  one  would  hardly  be  justified  in  recommending  opera- 
tion with  such  a  diagnosis.  I  am  aware  that  certain  cases  are 
on  record  which  have  been  reported  as  operations  for  general 
purulent  peritonitis,  including  some  of  the  puerperal  variety, 
but  an  analysis  of  these  cases,  I  think,  will  convince  the  impar- 
tial investigator  that  they  were  really  instances  of  circumscribed 
peritonitis,  although  involving  a  considerable  area.  In  cases  of 
localized  peritonitis,  during  the  tirst  few  days  of  the  disease  the 
abdomen  should  be  opened  if  the  attack  be  a  severe  one  and  if 
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it  does  not  yield  promptly  to  treatment.  In  cases  presenting 
well-marked  local  lesions,  to  be  made  out  by  bimanual  examina- 
tion, the  indication  for  operation  is  more  urgent  than  in  those 
in  which  nothing  can  be  determined  by  physical  exploration. 
In  my  judgment  such  cases  should  be  carefully  studied,  and 
operation  be  elected  or  rejected  because  of  the  conditions  pre- 
sent— the  symptoms  and  general  course  of  the  case — rather  than 
in  accord  with  any  rules  applied  to  such  cases  in  general.  Celi- 
otomy is  certainly  indicated  if  the  attack  of  peritonitis  be  a 
severe  one  which  does  not  yield  promptly  to  medical  treatment. 
Also,  later  in  the  course  of  puerperal  peritonitis  of  a  milder 
type,  operation  is  indicated  if  the  patient  fails  to  improve,  and 
is  demanded  should  the  case  take  an  unfavorable  course.  In 
such  cases,  however,  it  should  not  be  forgotten  that  bimanual 
examination  will  usually  disclose  marked  local  lesions. 

At  the  present  time  it  is  safe  to  conclude  that  the  prognosis 
of  celiotomy  done  for  general  puerperal  peritonitis  is  fatal.  In 
localized  peritonitis  the  prognosis  is  best  in  those  cases  in  which 
the  inflammatory  process  has  become  well  localized,  and  in 
which  the  septic  symptoms  are  slight  or  else  altogether  absent, 
the  case  having  resolved  itself  into  one  of  pyosalpinx,  of  abscess 
of  the  ovary,  or  of  pelvic  abscess  of  puerperal  origin.  The 
prognosis  is  fairly  good  in  cases  of  circumscribed  peritonitis 
operated  upon  promptly — that  is,  within  two  or  three  days  of 
the  beginning  of  the  attack,  which  is  equivalent,  as  a  rule,  to 
the  fifth,  sixth,  or  seventh  day  of  the  puerperal  period.  Cases 
which  have  gone  from  bad  to  worse,  and  in  which  the  operation 
is  done  as  a  last  resort,  usually  terminate  fatally. 

Celiotomy  is  occasionally  called  for  in  cases  of  true  pelvic 
abscess  located  usually  in  the  broad  ligament  or  iliac  fossa,  and 
resulting  from  a  lymphangitis  which  has  ended  in  suppuration 
of  the  pelvic  connective  tissue.  It  is  at  times  difficult  to  deter- 
mine whether  or  not  the  inflammatory  process  is  limited  to  the 
connective  tissue  of  the  pelvis  or  whether  it  is  complicated  with 
tubo-ovarian  or  intraperitoneal  mischief.  In  such  cases  an  ex- 
ploratory celiotomy  to  determine  the  extent  of  the  inflammatory 
trouble  is  desirable.  If  the  broad-ligament  abscess  is  compli- 
cated by  tubo-ovarian  disease  or  by  intraperitoneal  suppuration, 
the  whole  trouble  can  be  dealt  with  through  the  abdominal  in- 
cision. If,  on  the  other  hand,  the  morbid  process  is  limited 
to  the  connective  tissue  of  the  pelvis  and  has  resulted  in  the 
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formation  of  a  true  pelvic  abscess,  this  can  be  evacuated  by  a  sec- 
ond, extraperitoneal,  incision,  made  either  in  the  groin  or  through 
•the  vault  of  the  vagina,  as  may  be  best  in  the  individual  case. 
The  personal  experience  of  the  writer  with  this  method  of  treat- 
ment has  been  such  that  he  recommends  it  highly  in  this  class 
of  cases.1 

We  have  still  to  deal  with  cases  of  infection  of  the  birth 
-canal,  fairly  well  localized  in  the  uterus,  in  which  the  progress 
of  the  disease  is  from  bad  to  worse  in  spite  of  irrigation  and 
•curetteraent  of  the  utero-vaginal  canal.  This  class  of  cases  logi- 
cally should  have  been  considered  first,  but,  because  of  the  na- 
ture of  the  treatment  which  will  be  recommended  in  a  certain 
percentage  of  them,  it  has  been  thought  best  to  treat  of  it  last. 
In  these  cases  septic  intoxication  or  beginning  septicemia  are 
marked  features,  the  absorption  of  ptomaines  or  of  micro-organ- 
isms taking  place  from  the  uterus  or  from  the  vagina.  Perito- 
nitis, cellulitis,  or  lymphangitis  are  either  absent  or  in  their  in- 
cipiency ;  the  infected  uterus  is  the  nidus  of  the  morbid  process. 
In  other  words,  we  are  considering  these  cases  as  a  class  distinct 
and  apart,  although  it  is  recognized  that  within  one  or  two  days 
they  would  develop  into  cases  similar  to  those  already  described. 
Some  years  ago  a  case  belonging  to  this  class  would  have  been 
treated  day  after  day  by  irrigation  of  the  birth  canal  and  by  in- 
ternal medication,  until  the  termination  of  the  case  either  in 
death  or  recovery.  Under  this  method  of  treatment  undoubt- 
edly a  few  cases  recovered,  but  in  the  great  majority,  when,  in 
spite  of  curettement  and  thorough  irrigation  of  the  uterus,  the 
septic  process  increases  instead  of  diminishing  in  intensity,  the 
issue  is  a  fatal  one.  The  proposition  to  perform  hysterectomy 
in  such  cases,  and  thus  to  remove  the  seat  of  the  disease,  has  the 
merit  of  being  logical.  This  proposition  has  been  carried  into 
effect  by  Kelly  and  Smith  with  a  favorable  result,  and  by  Mont- 
gomery with  a  fatal  issue.  I  have  read  of  another  successful 
case  in  the  hands  of  a  German  operator,  but  am  unable  to  find 
the  reference.  In  these  cases  abdominal  hysterectomy  was  per- 
formed. In  Kelly's  case  there  was  a  beginning  lymphangitis, 
in  Smith's  a  beginning  peritonitis,  and  in  Montgomery's  pus  was 
found  in  the  uterine  sinuses. 

At  the  present  time  I  am  prepared  to  advocate  the  perform- 

1  Noble,  Charles  P  :  "Acute  Puerperal  Cellulitis  and  True  Pelvic  Abscess," 
American  Journal  of  Obstetrics,  New  York,  1893,  vol.  xxvii.,  427. 
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ance  of  hysterectomy  for  infection  of  the  uterus  when,  in  spite 
of  thorough  curettement,  followed  by  copious  irrigation  of  the 
utero-vaginal  canal  and  the  use  of  an  iodoform  suppository  and 
gauze  within  the  uterus,  the  septic  symptoms  increase  in  sever- 
ity. In  general  the  less  radical  measures  of  treatment  should 
be  employed  for  twenty-four  or  forty-eight  hours  (and  longer  in 
cases  of  mild  type,  in  which  the  symptoms  are  not  urgent),  this 
time  limit  to  be  varied  according  to  the  severity  of  the  septic 
symptoms.  In  such  cases  not  only  should  the  uterus  be  curet- 
ted and  douched,  but  the  patient  should  be  purged  with  salines, 
and  the  use  of  quinine,  baths,  and  anodynes  should  not  be  neg- 
lected. In  all  such  cases  the  general  condition  of  the  patient, 
including  the  pulse,  temperature,  stomach,  and  morale,  is  the 
best  guide  in  deciding  for  or  against  immediate  resort  to  hyste- 
rectomy. In  other  words,  it  is  by  no  means  proposed  to  do  a 
hysterectomy  because  the  patient  has  a  septic  endometritis  or  a 
septic  metritis,  but  to  do  this  major  operation  only  in  those  cases 
in  which  the  methods  of  treatment  at  present  recognized  as 
most  efficient  fail  to  arrest  the  morbid  process,  which,  in  spite 
of  the  employment  of  these  measures,  goes  on  from  bad  to 
worse. 

It  will  be  observed  that  my  advocacy  of  hysterectomy  has 
been  in  cases  of  infection  of  the  uterus  early  in  the  course  of  the 
disease.  There  is  another  class  of  cases  entirely  distinct  from 
this,  clinically  speaking,  in  which  it  may  be  wise  to  add  a  hysterec- 
tomy to  the  removal  of  the  uterine  appendages,  either  because 
the  suppurative  process  may  include  the  uterus  itself  or  because 
the  removal  of  the  uterus  as  a  technical  point  in  the  operation 
may  facilitate  the  recovery  of  the  patient.  A  number  of  such 
operations  have  been  reported,  but  this  class  of  cases  must  not 
be  confused  with  that  which  has  just  been  considered.  In  the 
one  class  of  cases  the  septic  inflammatory  process  is  acute,  and  a 
hysterectomy,  if  needed  at  all,  will  be  needed  somewhere  about 
a  week  after  labor ;  whereas  in  the  other  class  of  cases  the 
process  is  subacute  and  results  in  suppuration  late  in  the  puer- 
peral month.  In  the  one  class  of  cases  the  removal  of  the 
infected  uterus  is  the  principal  object  aimed  at ;  in  the  other 
class  of  cases,  as  a  rule,  the  uterus  is  the  least  diseased  of  the 
pelvic  structures. 

At  this  time  the  great  success  which  has  been  achieved  in 
hysterectomy  done  by  way  of  the  vagina,  for  non-puerperal  con- 
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ditions,  in  the  hands  of  the  French  school  of  surgeons,  raises  the 
question  as  to  whether  or  not  this  method  of  operating  should 
be  selected  in  puerperal  cases.  Experience  alone  must  deter- 
mine this  question.  This  is  one  of  the  problems  of  the  future, 
as  only  a  small  number  of  cases  have  as  yet  been  operated  on  by 
the  lower  route.  Upon  theoretical  grounds  I  am  not  inclined 
to  advocate  hysterectomy  by  the  vagina  for  puerperal  infection, 
as  when  it  is  employed  we  are  precluded  from  inspecting,  irri- 
gating, and  widely  draining  the  peritoneal  cavity.  This  method 
would  best  fulfil  the  indications  when  employed  very  early  in 
the  course  of  the  disease,  as  then  the  chances  of  peritonitis  would 
be  small  and  the  necessity  for  extensive  drainage  of  the  peri- 
toneal cavity  would  be  absent.  The  advocates  of  the  vaginal 
route  for  removing  the  diseased  structures  from  the  pelvis  will 
probably  take  issue  with  the  general  position  that  abdominal 
section  is  the  operation  indicated  to  deal  with  the  various  conse- 
quences of  puerperal  septic  infection.  I  am  prepared  to  agree 
with  them  that  large  pus  accumulations  can  be  more  safely  dealt 
with  by  way  of  the  vagina  than  by  operation  from  above,  but, 
with  this  exception,  from  my  point  of  view  the  preferable 
method  of  operating  for  puerperal  septic  inflammation  and  its 
results  is  by  celiotomy. 

The  present  status  of  the  subject  of  celiotomy  for  puerperal 
septicemia  and  for  puerperal  inflammatory  conditions  may  be 
summed  up  as  follows  : 

Cases  may  be  divided  into  two  classes  : 

(a)  Those  having  morbid  conditions  in  the  pelvis  antedating 
labor,  such  as  tumors,  pus  tubes,  or  other  septic  accumulations, 
the  bruising  or  rupture  of  which  during  labor  leads  to  peritonitis 
or  septicemia.  Prompt  operation  in  these  cases  has  given  good 
results. 

(6)  Those  having  normal  pelvic  structures  at  the  onset  of 
labor.  The  infectious  process  may  spread  through  the  lymphat- 
ics to  the  peritoneum  and  give  rise  to  peritonitis,  cellulitis,  and 
septicemia.  It  may  spread  by  way  of  the  Fallopian  tubes  to  the 
peritoneum,  setting  up  peritonitis.  Or  it  may  be  limited  to  the 
utero-vaginal  canal.  Celiotomy  is  not  indicated  in  lymphatic 
peritonitis,  as  the  morbid  process  is  too  widespread  to  be  reached 
by  operation.  Celiotomy  has  been  followed  by  a  fatal  result  in 
cases  of  general  puerperal  peritonitis.  The  only  ground  for 
advising  operation  with  such  a   diagnosis  is  the  possibility  that 
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this  may  be  erroneous.  The  prognosis  is  best  when  celiotomy 
is  done  for  localized  peritonitis,  when  the  process  has  become 
well  circumscribed  and  the  element  of  sepsis  eliminated ;  in 
other  words,  when  the  case  has  resolved  itself  into  one  of  pyo- 
salpinx,  abscess  of  the  ovary,  or  of  pelvic  abscess  of  puerperal 
origin.  The  prognosis  is  good  when  cases  of  localized  peritonitis 
are  operated  upon  promptly — that  is,  within  two  or  three  days 
of  the  beginning  of  the  attack,  or  at  about  the  end  of  the  first 
week  of  the  puerperium.  Cases  which  have  gone  from  bad  to 
worse,  and  in  which  the  operation  is  done  as  a  last  resort,  usually 
terminate  fatally.  Hysterectomy  is  indicated  for  those  cases  in 
which  the  infection  is  limited  to  the  utero-vaginal  canal,  when, 
in  spite  of  thorough  curettement  of  the  uterus,  together  with 
copious  irrigation  of  the  utero-vaginal  canal  and  the  employment 
of  proper  systemic  treatment,  the  infectious  process  increases  in 
severity. 

In  dealing  with  the  results  of  puerperal  septicemia  by  opera- 
tion, celiotomy  affords  the  opportunity  for  satisfactory  diagnosis 
and  adequate  treatment.  The  organs  involved  may  be  palpated 
or  inspected,  and  when  necessary  the  operation  may  be  followed 
by  irrigation  and  satisfactory  drainage.  The  vaginal  route  for 
operation  is  indicated  for  large  pus  accumulations  which  are 
found  late  in  the  puerperium. 

1637  No.  Broad  street. 
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V.    THE    DEVELOPMENT    OF    THE    GRAAFIAN    FOLLICLE    AFTER    BIRTH. 


(With  ten  illustrations.) 


Ever  since  Pfliiger's  important  discovery  '  we  know  that  the 
ova  are  peculiar  epithelial  formations  arising  from  epithelial 
cords  embedded  in  the  stroma  of  the  ovary.  At  the  time  of 
birth  of  the  higher  vertebrates,  especially  the  mammals,  only 
vestiges  of  Pfliiger's  ducts  can  be  found,  and  the  production  of 
the  ova  has  so  far  advanced  that  we  find  in  the  cortex  a  varying 
number  of  ova  in  the  state  termed  primordial  ova  or  primordial 
follicles.     Waldeyer2  has  done  a  great  deal  to  elucidate  the  for- 

1  "  Ueber  die  Eirstocke  der  Saugethiere  und  des  Menschen,"  63. 
-  Strieker's  "  Handbook,"  70. 
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mation  of  the  ova.  According  to  him  the  surface  of  the  ovary 
is  covered  by  what  lie  terms  germinal  epithelium,  in  which  he 
claims  to  have  seen,  even  in  the  ovary  of  a  newborn  child,  pri- 
mordial ova.  In  his  view  an  ovum  throughout  the  animal 
kingdom  is  a  peculiarly  developed  epithelial  cell.  He  maintains 
that  the  primordial  ova  are  identical  in  shape  in  all  classes  of 
animals.  The  ripe  ova  of  the  vertebrates  are  likewise  identical 
in  their  composition,  since  all  of  them  are  built  up  by  a  pri- 
mordial ovum  and  the  material  derived  from  the  follicular 
epithelium. 

Kolliker1  states  that  at  the  time  of  birth  the  zone  of  the  glan- 
dular cords  (Pfliiger's  ducts)  have  disappeared  to  small,  insigni- 
ficant remnants.  The  glandular  cords  at  this  stage  appear  dif- 
ferently formed  from  those  of  the  embryo,  since  they  as  a  rule 
do  not  contain  ova,  but  consist  entirely  of  small,  epithelial-like 
cells  which  do  not  surround  a  cavity.  They  have  apparently  no 
other  cover  but  the  stroma  of  the  organ. 

In  accord  with  Langhans  he  describes  these  cords  as  mostly 
cylindrical  and  of  a  net-like  arrangement,  though  sometimes 
supplied  with  nodular  thickenings.  Such  nodules  may  be  seen 
without  connection  with  others,  and  in  such  an  instance  the 
broadened  end  of  the  cord  may  contain  an  ovum  differently  de- 
veloped from  others. 

All  authors  speak  of  a  progressing  development  of  the  folli 
cular  epithelium,  evidently  under  the  impression  that  the  epi- 
thelia  grow  directly  from  a  flat  to  a  cylindrical  form  and  by 
multiplication  of  the  epithelia  to  the  stratified  form. 

Hertwig2  describes  the  development  of  the  ova  from  Pfliiger's- 
epithelial  tract  and  from  Waldeyer's  covering  germinal  epithe- 
lium. He  agrees  with  the  latter  that  single  epithelia  become 
ova.  He  claims  that  in  Pfliiger's  ducts  two  kinds  of  cells  are 
found — i.e.,  follicle  cells  (the  epithelia  of  the  other  authors)  and 
primordial  ova,  both  of  which  are  derived  from  the  germinal 
epithelium.  He  corroborates  the  important  observation  of  Bal- 
four and  Yan  Beneden  that  several  primordial  ova  may  appear 
fused  together  to  a  common,  multinuclear,  protoplasmic  mass, 
a  syncytium  from  which  mostly  but  one  ovum  develops.  From 
this  he  would  not  draw  the  conclusion  that  the  ovum,  as  has 

1  "  Entwicklungsgeschichte  des  Menschen,"  79. 

2  "  Lehrbuch  der  Entwicklungsgeschichte  des  Menschen  und  der  Wirbel- 
thiere,"  93. 
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been  occasionally  asserted,  corresponds  to  a  multiplicity  of  cells, 
but  that  one  of  these  cells  develops  at  the  expense  of  the  others. 
According  to  him  each  follicle  contains  a  small  ovum  and  a 
single  layer  of  follicular  cells,  which  at  first  are  flat,  later  on  be- 
come cuboidal  and  at  last  cylindrical.  For  a  time  the  follicle 
cells  envelop  the  ovum  in  a  single  layer ;  later  they  proliferate 
and  are  transformed  into  a  heavy,  stratified  cover. 

Sagittal  sections  through  the  ovary  of  a  girl  5  years  old  fur- 
nish an  aspect  as  seen  in  Fig.  1. 
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Fig.  1.— Sagittal  section  through  the  ovary  of  a  girl  5  years  old.   x  500.     A,  B,  showing 
follicles,  columnar  epithelial  layers. 


Close  beneath  the  albuginea,  which,  probably  by  handling  the 
ovary,  has  lost  its  covering  epithelium,  we  notice  groups  or  clus- 
ters of  ova,  somewhat  resembling  racemose  glands,  richest  near 
the  surface  and  scantier  in  the  inner  portion  of  the  cortex.  The 
ova  are  in  many  instances  withdrawn  from  the  stroma,  probably 
due  to  a  preservation  of  the  specimen  in  too  strong  alcohol. 
Many  ova  show  a  distinct  vesicula  germinativa ;  those  lacking 
the  vesicula  were  presumably  cut  through  a  peripheral  portion. 
In  the  inner  portion  of  the  cortex  we  meet  with  progressively 
developed  ova,  marked  both  by  an  increase  in  the  size  of  the 
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ovum  and  an  enlargement  of  the  epithelial  layer.  Beyond  the 
stages  depicted  in  the  figure  I  have  not  met  with  more  pro- 
gressed follicles. 

Sagittal  sections  through  the  ovary  of  a  cat  show  a  striking 
resemblance  with  that  of  the  human  ovary  (see  Fig.  2).  Here, 
too,  the  ova  are  observed  in  greatest  number  in  the  most  per- 
ipheral portion  of  the  cortex.  The  ova  slightly  surpass  in  size 
those  of  the  human  being.  In  the  lower  portion  of  the  cortex 
we  meet  with  many  stages  in  the  progressive  development  of 
the  follicles,  and  all  stages  are  seen  in  different  specimens  of  the 


Fig.  2.— Sagittal  section  through  the  ovary  of  the  cat.     X  500.     A,  B,  Graafian  follicles,, 
columnar  epithelium. 

same  ovary,  up  to  the  complete  development  of  the  Graafian 
follicle.  Undoubtedly  the  cat  whose  ovary  I  have  illustrated 
has  given  birth,  since  the  ovary  contains  corpora  lutea,  as  well 
as  a  large  number  of  endothelia  in  fatty  degeneration,  scattered 
throughout  the  innermost  portion  of  the  cortex. 

Resorting  to  higher  powers  of  the  microscope,  we  will  meet  in 
the  cat's  ovary  with  peculiar  formations  which  differ  from  the 
primordial  ova  only  in  size,  being  the  smallest  globules  in  the 
collection  of  primordial  ova ;  they  are  distinguishable  from  the 
latter  with  low  powers.     In  the  cat's  ovary  these  formations  are 
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rather  numerous ;  in  the  ovary  of  the  girl  5  years  old  they  are 
scanty.  I  may  add  that  exceptionally  we  meet  with  such  forma- 
tions also  in  the  ovaries  of  the  adult  up  to  the  twentieth  year 
of  life.  Unless  we  bring  these  globular  formations  under  the 
heading  of  the  knobs  described  by  Kolliker  as  being  in  connec- 
tion with  reticulated  epithelial  tracts,  as  above  quoted,  we  have 
a  novel  fact  before  us.  It  is  evident  that  we  have  to  deal  with 
a  stage  of  development  preceding  that  of  the  formation  of  the 
primordial  ova.  I  will  term  this  stage  that  of  indifference.  If 
this  view  be  correct  it  would  completely  upset  the  theories  thus 


Fig.  3.— Future  ova  in  state  of  epithelial  indifference.    X  1000. 


far  entertained  about  the  origin  of  the  ova  from  Pfliiger's  ducts. 
It  likewise  upsets  the  view  held  by  Waldeyer,  that  each  ovum 
is  the  product  of  a  single  epithelium. 

In  Fig.  3  we  see  clusters  of  a  more  or  less  globular  shape, 
partly  withdrawn  from  the  surrounding  stroma,  composed  of 
cuboidal  or  short  columnar  epithelia,  about  a  dozen  in  number. 
The  epithelia  are  pronounced  at  the  periphery  of  the  globule, 
distinctly  nucleated  and  separated  from  one  another  by  narrow 
ledges  of  cement  substance  which  again  are  traversed  by  the 
delicate  conical,  thorny  projections  invariably  present  in  all  epi- 
thelial formations.  The  centra]  portion  of  the  globule  is  occu- 
pied  by  epithelia  mostly  devoid   of  nuclei  and  supplied  with 
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smaller  granulations  than  those  at  the  periphery.  The  centre 
is  hereby  rendered  paler  than  the  periphery.  If  we  take  as 
granted  that  we  have  before  us  future  ova  in  the  state  of  epi- 
thelial indifference,  we  of  necessity  come  to  the  conclusion  that 
the  epithelia  of  the  ovum  in  the  state  of  indifference  must,  with 
a  simultaneous  increase  in  the  bulk  of  the  globule,  fuse  together 
into  a  uniform  granular  protoplasmic  mass  without  pronounced 
nuclei  and   without  ledges   of   cement   substance.     From  this 


Fig.  4.— Primordial  ova.     x  750. 


protoplasmic  mass  will  in  turn  develop  the  primordial  ovum 
with  all  its  characteristic  features.  I  admit  that  I  have  been 
unable  to  trace  the  intervening  state  of  protoplasmic  indiffer- 
ence. Whenever  I  meet  with  images  of  this  description,  the 
possibility  could  not  be  altogether  denied  that  I  had  a  primordial 
ovum  before  me  cut  through  its  peripheral  portion,  therefore 
not  exhibiting  the  vesicula  germinativa.  The  flat  epithelial 
layer  of  the  primordial  follicle  is  frequently  so  thin  that  it  es- 
capes observation.     Still,  there  are  a  number  of  facts  strongly 
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pointing  toward  the  origin  of  the  primordial  ovum,  not  from  one 
epithelium  as  was  up  to  this  time  assumed,  but  from  a  number 
of  epithelia  by  fusion  into  indifferent  protoplasm. 

The  next  stage  is  that  of  the  primordial  ova.  which  unques- 
tionably form  the  majority  of  formed  elements  in  the  cortex  of 
the  ovaries  of  young  animals  and  human  beings  (see  Fig.  4). 

A  primordial  ovum  is  conspicuous  by  the  presence  of  a  nucleus 
(vesicula  germinativa),  a  nucleolus  (macula  germinativa),  a 
granular  mass  termed  yolk,  and  around  this,  as  the  only  invest- 
ment, a  layer  of  flat  epithelia.  Whether  the  primordial  ovum 
has  developed  from  a  single  epithelium,  or  from  a  number  of 
epithelia  as  I  claim,  the  structure  of  protoplasm  is  always  pro- 
nounced in  these  ova.  The  nucleolus  is,  as  a  rule,  a  solid  mass 
of  living  matter,  from  the  periphery  of  which  delicate,  radiating 
spokes  run  into  the  granules  of  the  nucleus.  These  granules 
again  are  interconnected  by  delicate  threads,  thus  producing  a 
coarsely  granular  reticulum,  the  granules  representing  the  points 
of  intersection.  The  amount  of  living  matter  is  most  copious  in 
the  nucleolus  and  is  still  abundant  in  the  nucleus,  the  vesicula 
germinativa,  which,  owing  to  its  coarse  granulations,  becomes  so 
conspicuous,  even  though  viewed  with  low  powers  of  the  micro- 
scope. The  nucleus  is  surrounded  by  a  sharply  marked  double 
contour,  corresponding  to  a  flat  membranous  layer,  which,  sepa- 
rating to  formations  of  epithelial  origin,  may  be  termed  the  cuti- 
cle. In  fact  it  is  identical  with  what  older  writers  have  termed 
the  shell  of  the  vesicula.  Around  the  nucleus  we  see  a  mass  of 
pale  granules,  often  shrivelled  into  reticulated  tracts,  often  hy- 
dropic and  vacuole:!,  but,  when  neither  shrivelled  nor  vacuoled, 
likewise  showing  the  reticulated  structure  of  the  protoplasm  in 
general.  A  peculiarity  of  the  granules  is  that  they  are  fre- 
quently clustered  in  groups,  possibly  due  to  their  origin  from 
previous  epithelia.  The  outermost  layer  around  the  yolk  is 
composed  of  flat  epithelia.  These  are  sometimes  so  narrow  that 
they  escape  observation.  At  other  times  they  are,  at  least  in 
some  portions  of  the  follicle,  broadened  and  only  finely  granu- 
lar, which  latter  circumstance  indicates  the  state  of  rest  between 
the  transition  from  flat  to  cuboidal  epithelia.  The  follicle  is 
directly  bordered  by  the  stroma  of  the  ovary,  consisting  mainly 
of  smooth  muscle  fibres.  Only  exceptionally  I  have  met  with 
a  glossy  layer  around  the  follicle  outside  the  flat  epithelia,  the 
much-mooted  structureless  membrane  of  the  authors.  Some- 
52 


818 


FOEKSTER  :    COMPARATIVE    MICROSCOPICAL 


times  this  layer  is  apparently  homogeneous  and  structureless. 
In  a  few  instances,  however,  I  think  I  was  able  to  recognize  a 
structure  in  this  basement  membrane,  consisting  of  extremely 
minute  and  faintly  nucleated  plates,  which  I,  according  to  mod- 
ern histological  conception,  must  consider  as  flat  endothelial 
Their  infiltration  into  a  dense  and  highly  refracting  elastic  sub- 
stance would  furnish  what  we  know  since  Bowman*as';  the  base- 
ment membrane.  I  repeat,  this  membrane  is  a  rather  excep- 
tional occurrence  around  the  primordial  follicles. 

The  next  stage  in  the  development  of  the  primordial  ovum 


Fig.  5.— Transformation  of  cuboidal  into  columnar  epithelium. :Jl  x'1000. 


into  a  Graafian  follicle  is  the  appearance  of  columnar  epithelium 
(see  Figs.  1  and  2,  A  and  B). 

It  is  known  by  Hertwig  that  the  appearance  of  columnar 
epithelia  is  preceded  by  that  of  cuboidal  epithelia,  though  all 
observers  maintain  that  the  flat  epithelia  directly  grow  into- 
cuboidal  and  afterward  columnar  epithelia.  My  observation 
enables  me  to  state  that  such  a  direct  "outgrowth  of  the  epithe- 
lia does  not  exist.  The  original  flat  epithelia  "may  grow  to  a 
certain  bulk,  but  afterward  are  transformed  into  a  rim  of  proto- 
plasm, in  which  at  first  irregularly  scattered  nuclei  are  seen, 
afterward  a  division  into  cuboidal  nucleated  epithelia  takes 
place    by    the    formation    of    intervening     cement    substance. 
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In  Fig.  5  I  have  illustrated  the  transformation  of  cuboidal  into 
columnar  epithelium.  We  notice  at  the  right  border  of  the  fol- 
licle a  regular  row  of  cuboidal  epithelia,  whereas  on  the  lower  and 
left  border  we  observe  multinuclear  protoplasmic  layers  surpass- 
ing in  height  the  original  cuboidal  epithelia.  In  the  protoplasmic 
layer  the  nuclei  are  scattered  without  regularity,  which  leads  me 
to  the  conclusion  that  the  nuclei  at  ^present  visible  do  not  cor- 
respond to  the  epithelia  of  the  future  formations.  Tt  is  in  ac- 
cord with  our  most  advanced  histological  conceptions  that  nuclei 
appear  and  disappear  by  being  transformed  into  granular  pro- 


Fig.  6.     x  1000.— A,  columnar  epithelium  ;  B,  multinuclear  protoplasmic  mass. 

toplasm  any  time,  and,  after  the  production  of  a  new  set  of 
epithelia,  become  altogether  newly  formed.  I  wish  to  draw 
attention  to  the  conspicuously  reticulated  structure  of  all  proto- 
plasmic layers  if  viewed  with  a  power  of  twelve  hundred  dia- 
meters, as  depicted  also  by  Balfour  in  the  vesicula  germinativa 
of  a  rabbit  7  days  old,  and  in  the  yolk  by  E.  Klein. 

The  spokes  arising  from  the  nucleolus,  from  the  nucleus,  and 
from  the  periphery  of  the  vesicula  germinativa  are  plainly  seen 
inosculating  with  the  neighboring  granules,  the  points  of  inter- 
section of  the  reticulum  of  the  living  matter.  The  same  struc- 
ture is  discernible  along  the  epithelial  layer.     As  soon  as  ledges 
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of  cement  substance  appear  in  a  previously  fused  mass  of  proto- 
plasm, the  ledges  invariably  show  delicate  threads  or  thorns,  the 
interconnecting  bridges  of  living  matter.  In  the  same  manner 
in  which  the  flat  epithelium  has  been  transformed  into  acuboidal 
one,  the  latter  are  commuted  into  columnar  ones  (see  Fig.  6). 
At  the  upper  periphery  of  this  follicle  the  columnar  epithelia 
are  perfect,  each  holding  one  or  two  nuclei.  At  the  right  per- 
iphery we  meet  with  a  multinuclear  protoplasmic  mass  of  the 
breadth  of  the  columnar  epithelia,  but  not  as  yet  split  up  into 
such.  *The  nuclei  visible  in  this  mass  certainly  cannot  corre- 
spond to  those  of  the  future  columnar  epithelia.     At  the  lower 


Fig.  7.— Primordial  follicle,  transition  of  flat  into  cuboidal  epithelia.     X  750.    O,  ovum 
in  state  of  indifference. 

periphery  of  the  follicle  the  space  between  the  columnar  epi- 
thelia and  the  periphery  of  the  vesicula  germinativa  is  occupied 
by  a  rather  bulky  multinuclear  protoplasmic  mass,  which  no 
doubt  is  an  offspring  of  the  columnar  epithelia,  since  the  latter 
blend  with  the  protoplasmic  mass  without  a  distinct  boundary 
line.  Thus  the  first  step  of  the  transformation  of  a  single 
columnar  epithelial  layer  into  stratified  epithelium  is  indicated. 

Before  proceeding  in  the  description  of  the  further  changes  of 
the  epithelia,  I  wish  to  draw  attention  to  peculiar  images  often 
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met  with  in  the  primordial  ova  of  the  cat  and  other  animals 
(see  Fig.  7).  Here  we  have  in  the  upper  portion  an  ovum 
in  the  state  of  indifference,  as  previously  described  ;  in  the  lower 
portion  a  primordial  follicle  with  the  transition  of  the  flat  into 
cuboidal  epithelia.  At  the  upper  periphery  of  this  follicle  we 
recognize  a  row  of  short  cuboidal  epithelia,  whereas  the  rest 
of  the  follicle  is  occupied  by  a  multinuclear  protoplasmic  mass 
without  a  trace  of  cement  substance,  not  even  showing  the  vesi- 
cula  germinativa.  In  my  opinion  the  image  admits  only  of  this 
interpretation :  that  the  section  went  through  the  periphery  of 


Fig.  8.— Two  layers  of  partly  cuboidal,  partly  columnar  epithelium  around  thecafolhculi 
and  vesicula  germinativa. 

the  follicle,  touching  nothing  else  but  the  lining  protoplasm  in 
the  state  of  indifference,  from  which  afterward  cuboidal  epi- 
thelia will  develop.  I  deemed  it  necessary  to  make  such  a  draw- 
ing, because  I  have  not  found  corresponding  illustrations  in  the 
books  accessible  to  me ;  and  it  is  quite  possible  that  such  an 
image  could  be  explained  as  a  change  toward  the  atrophy  of  the 
ovum. 

We  now  have  reached  the  stage  in  which  stratified  epithelium 
begins  to  appear  in  the  space  between  the  vesicula  germinativa 
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and  the  stroma  of  the  ovary  (see  Fig.  8).  What  I  have  stated 
as  to  the  production  of  cuboidal  from  flat,  and  columnar  from 
cuboidal,  epithelia  holds  good  also  for  the  explanation  of  the  for- 
mation of  stratified  epithelia.  In  the  instance  before  us  both 
around  the  theca  folliculi  and  around  the  vesicula  germinativa 
two  distinct  layers  of  epithelia  are  seen,  which  may  be  termed 


Fig.  9.— Follicle  and  vesicula  germinativa  lined  by  columnar  epithelia.     X  1200. 


partly  cuboidal  and  partly  columnar.  Between  these  two  layers 
protoplasmic  masses  are  seen  in  which  a  faint  demarkation  of 
cuboidal  epithelia  is  noticeable,  owing  to  the  beginning  appear- 
ance of  ledges  of  cement  substance.  In  the  right  upper  portion 
of  this  layer  only  irregular  protoplasmic  misses  are  discernible, 
lacking  even  nuclei.  According  to  my  observations  I  have  no 
doubt  that  we  have  to  deal  here  with  the  incipient  formation  of 
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'cuboidal  epithelia.  The  absence  of  the  nuclei  becomes  explicable 
from  what  I  have  stated  before.  We  know  since  Schwann  that 
a  nucleus  is  always  a  secondary  product. 

We  now  have  come  to  a  stage  in  which  both  the  follicle  and 
the  vesicula  germinativa  are  lined  by  distinct  columnar,  and  the 
intervening  space  is  filled  with  cuboidal,  epithelia  (see  Fig.  9). 
A  conspicuous  feature  of  the  cuboidal  epithelium  is  the  frequent 
occurrence  of  two  nuclei  in  a  single   body.     Occasionally   the 
•columnar  epithelium  lining  the  follicle  may  even  exhibit  three 
nuclei.     From  the  portions  directed  toward  the  centre  of  the 
last-named  epithelia  protoplasmic  bodies  grow  out,  at  first  with- 
out regularity  and  destitute  of  nuclei.     These  newly  outgrown 
protoplasmic  masses  fuse  together,  become  nucleated,  and  at  last 
are  split  up  into  regular  cuboidal  epithelia,  such  as  we  find  as  a 
filling  material  in  the  follicular  space  (see  Fig.  9).     In  this  draw- 
ing we  notice  a  pronounced  cuticular  formation,  the  zona  pel- 
lucida  of  the  older  authors,  between  the  ovum  and  its  columnar 
^epithelium.     At  the  same   time  a  broad  layer  is  seen  between 
the  outer  row  of  cuboidal  epithelia  and  the  stroma  of  the  ovary, 
a  layer  known  since  Bowman  as  the  basement  membrane,  and 
•designated  by  G-erman    histologists    as  structureless.     It  is  ad- 
mitted that  the  basement  membrane  is  made  up  of  an  extremely 
dense,  so-called  elastic  basis  substance,  more  tenacious  and  re- 
sisting to  acids  and  alkalies  than  the  ordinary  varieties  of  basis 
substance.     The  question  as  to  the  presence  of  such  a  basement 
membrane  around  the  follicle  is  a  mooted  one  even  in  our  days. 
From  what  I  have  seen  I  can  state  that  the  basement  membrane 
is  not  constantly  present  around  the  follicle,  and,  if  present, 
greatly  varies  in  breadth  and  distinctness.     In  Fig,  9  the  base- 
ment membrane  is  rather  conspicuous,  and,   more   than   that, 
appears  composed  of  bodies  regularly  distributed  and  exhibiting 
at  regular  intervals  faint  nuclei.     Ever  since  the  discovery  of 
Y.  Czerny  that  endothelia  are  underlying  the  epithelia,  we  have 
good  reason  to  assume  that  it  is  the  layer  of  endothelia,  infil- 
trated with  elastic  basis  substance,  that  produces  the  basement 
membrane.     That  it  is  not  structureless  we  can  see  in  the  draw- 
ing, and  we  become  satisfied    of   this   fact   by    watching   the 
inflammatory  changes  occurring  in  this  layer  after  rupture  of 
"the  follicle.     The  changes  within  the  epithelial  layers  of  the 
follicle  are  accompanied  by  a  simultaneous  increase  in  the  bulk 
of  the  ovum  proper.     The  final  outcome  is  what  we  know  by 
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the  term  ripe  Graafian  follicle  (see  Fig.  10).  I  have  resorted 
to  the  ovary  of  a  rabbit,  since  I  have  not  been  successful  in  ob- 
taining ripe  Graafian  follicles,  in  either  human  beings  or  animals, 
exhibiting  the  epithelial  tracts  and  the  ovum  in  situ. 

As  is  well  known,  the  ripe  Graafian  follicle  is  lined  around 
the  connective-tissue  layer  (theca  folliculi)  by  a  distinct  row  of 
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Fig.  10.— Ripe  Graafian  follicle  of  a  rabbit.  X  500.  A,  B,  columnar  epithelium  ;  C- 
cuboidal  epithelium  ;  D,  liquor  folliculi ;  E,  zona  pellucida  :  F,  ovum  with  vesicula  ger- 
minativa. 

columnar  epithelia.  A  similar  row  exists  around  the  zona  pel- 
lucida. The  space  between  these  two  rows  of  columnar  epi- 
thelium is  occupied  by  regularly  developed  cuboidal  epithelia, 
containing  more  or  less  numerous  cavities  tilled  with  the  so- 
called  liquor  folliculi,  an  albuminous  fluid  lacking  morphological 
elements.  As  to  the  origin  of  the  liquor  folliculi,  most  authors 
seem  to  be  inclined  to  take  it  for  a  product  of  secretion  of  the 
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epithelia.  From  what  I  have  seen  I  must  consider  this  view  an 
erroneous  one.  The  liquor  is  a  product  of  hydropic  changes  of 
the  epithelia  themselves;  they  have  perished  at  such  places 
where  cavities  are  seen  within  the  follicle.  The  tracts  of  epithe- 
lia left  are  either  in  connection  with  one  another  or  they  ter- 
minate with  free  ends  in  the  follicular  cavity.  Such  ends  fur- 
nish the  best  objects  for  the  study  of  the  epithelial  changes,  the 
outcome  of  which  is  a  finely  granular  mass  with  interspersed 
vestiges  of  previous  epitheiia.  Through  the  partial  liquefac- 
tion of  a  number  of  cuboidal  epithelia,  cords  or  tracts  are  pro- 
duced, composed  of  nothing  else  but  cuboidal  epithelia.  These 
cords  serve  evidently  for  the  suspension  and  fixation  of  the  ovum 
up  to  the  moment  of  rupture  of  the  Graafian  follicle.  In  human 
beings  the  ripe  ovum  is  surrounded  by  one  row  of  columnar 
and  a  varying  amount  of  cuboidal  epithelia,  the  sum  total  of 
which  is  termed  discus  proligerus.  This  discus  in  human  beings 
is,  as  a  rule,  found  at  the  distal  pole  of  the  follicle— i.e.,  opposite 
to  the  pole  directed  toward  the  albuginea.  In  the  rabbit  the 
discus  proligerus  has  a  nearly  central  location  ;  whether  or  not 
this  location  is  the  rule  in  rabbits  I  am  unable  to  say. 

To  sum  up  my  researches  I  will  condense  them  in  the  following  : 
The  cortex  of  the  ovary  of  the  higher  vertebrates  is  at  the 
time  of  birth  crowded  with  primordial  ova  consisting  of  nothing 
else  but  the  vesicula  and  macula  germinativa  and  around  the 
vesicula  a  thin  layer  of  flat  epithelia.  The  same  I  found  to  be 
the  case  in  the  ovary  of  a  girl  5  years  old.  Among  the  primor- 
dial ova  we  find  small  clusters  of  epithelia,  comparatively  nume- 
rous in  the  cat  and  scanty  in  the  human  ovary.  These  clusters 
I  would  consider  as  the  direct  product  of  Puiiger's  ducts  and 
as  the  ante-stage  of  the  primordial  ova.  Hence,  in  contradis- 
tinction to  the  majority  of  histologists,  I  consider  the  primor- 
dial ovum  as  the  product  of  numerous  epithelia  fused  togethery 
and  not  as  the  product  of  a  single  epithelium.  Evidently  the 
result  of  the  fusion  of  the  epithelia  is  an  indifferent  mass  of  pro- 
toplasm in  which  a  differentiation  into  the  ovum  with  the  vesi- 
cula germinativa  and  a  lining  layer  of  flat  epithelia  takes  place. 
The  lining  epithelia  do  not  themselves  grow  up  into  cuboidal 
and  columnar  forms,  but  a  fusion  of  such  epithelia  takes  place 
with  the  result  of  the  appearance  of  multinuclear  protoplasmic 
masses.  These  protoplasmic  bodies  split  up  into  new  and  per- 
fect epithelia,  cement  substance  intervening  between  the  single 
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epithelia.  The  living  matter  of  the  epithelia  remains  intercon- 
nected by  the  delicate  thorns  traversing  the  cement  substance. 
Furthermore,  from  either  the  cuboidal  or  columnar  epithelia 
lining  the  follicle  and  the  ovum  an  outgrowth  of  indifferent 
protoplasm  takes  place  with  the  final  result  of  a  production  of 
multiple  layers  of  cuboidal  epithelia.  By  the  liquefaction  of  a 
number  of  cuboidal  epithelia,  spaces  arise  filled  with  the  albu- 
minous liquor  folliculi ;  remaining  epithelial  tracts  keep  the  ovum 
in  situ.  The  so-called  structureless  membrane  ensheathing  the 
follicle  is  not  a  constant  formation,  it  is  not  structureless,  but 
is  derived  from  an  infiltration  of  a  layer  of  endothelia  subjacent 
to  the  outer  row  of  columnar  epithelia  of  the  follicle  with  an 
extremely  dense,  so-called  elastic  basis  substance. 

With  the  conclusion  of  this  my  fifth  publication  on  "  Com- 
parative Microscopical  Studies  of  the  Ovary"1  ends  a  work 
which  I  followed  with  the  interest  which  this  important  subject 
■commands  with  every  gynecologist.  Forced  by  increasing  du- 
ties, I  leave  these  studies  presently  with  deep  regret. 

I  cannot  omit  to  express  my  sincerest  thanks  to  Dr.  C.  Heitz- 
mann  for  the  great  kindness  which  he  bestowed  upon  me  in 
lending  me  his  valuable  help  in  these  researches,  as  well  as  in 
the  execution  of  some  of  the  drawings. 

39  West  52d  street. 
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The  question  of  the  character  of  material  to  be  used  in  the 
process  of  ligating  blood  vessels  and  closing  wounds  in  the  ab- 
domen has  been  one  which  has  received  a  very  considerable 
amount  of  discussion.  An  infinite  variety  of  material  has  been 
recommended  and  used  by  various  operators.     In  fact,  there  are 

1  I.  "  The  Corpus  Luteum  of  Pregnancy,"  American  Journal  of  Obstet- 
rics, vol.  xxv..  No.  5;  II.  "The  Result  of  Ovulation  in  the  Ovary,"  ibid., 
■vol.  xxviii.,  No.  6;  III.  "Small  Cystic  Degeneration  of  the  Ovary,"  ibid% 
vol.  xxix.,  No.  2  ;   IV.  "  The  Stroma  of  the  Ovary,"  ibid.,  vol.  xxx.,  No.  5. 

-  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
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■many  surgeons  who  contend  that  the  suture  material  they  use  is 
the  only  one. 

As  a  matter  of  fact,  however,  it  is  undoubtedly  true  that  it 
-is  of  far  more  importance  who  places  the  sutures,  and  that  the 
sutures  be  perfectly  sterile,  than  that  they  be  made  of  any  par- 
ticular material.  This  is  in  general  true.  I  have  repeatedly 
used  all  sorts  of  ligatures  and  sutures  with  the  same  success  as 
far  as  the  immediate  result  of  the  operation  was  concerned.  In 
watching  my  cases  of  abdominal  hysterectomy,  however,  in  their 
subsequent  convalescence,  a  certain  proportion  of  them  were 
observed  to  have  a  profuse  and  persistent  vaginal  discharge. 
The  first  patient  to  call  my  attention  to  her  condition  was  one 
on  whom  I  had  performed  a  complete  abdominal  hysterectomy. 
In  doing  this  operation  it  is  my  habit,  after  the  uterus  has  been 
removed,  to  bring  the  cut  edges  of  the  vaginal  mucous  mem- 
brane together  by  a  continuous  suture  ;  the  cut  peritoneal 
-edges  and  connective  tissue  are  then  brought  together  in  a  simi- 
lar manner  by  a  separate  continuous  suture,  drawing  the  stumps 
of  the  uterine  arteries  in  between  the  vaginal  mucous  mem- 
brane and  the  overlying  peritoneum.  In  this  manner  all  the 
wound  is  below  the  peritoneum  (extraperitoneal),  as  are  also  the 
stumps  of  the  uterine  arteries.  In  the  past  all  the  suture  ma- 
terial used  for  this  purpose,  as  well  as  that  of  the  ligatures,  has 
been  silk.  After  three  or  four  months  of  profuse  vaginal  dis- 
charges the  patient  above  referred  to  brought  me  several  pieces 
she  had  passed  from  her  vagina ;  within  a  week  after  the  dis- 
charge of  the  pieces  her  leucorrhea  ceased.  An  examination  of 
what  she  exhibited  proves  them  to  be  pieces  of  silk,  evidently 
the  continuous  suture  which  had  been  used  to  bring  together 
the  cut  edges  of  the  vaginal  mucous  membrane. 

It  is  more  than  probable  that  the  cause  of  the  suppuration 
was  due  to  the  fact  that  the  silk  suture  became  infected  from  the 
vagina.  That  this  must  have  been  true  is  proven  by  the  fact 
that  the  same  silk  was  used  throughout  the  operation  and  there 
was  no  trouble  at  any  other  point,  although  considerable  of  it 
was  left  in  the  abdominal  cavity.  If  the  suture  in  the  vagi- 
nal mucous  membrane  becomes  infected  and  causes  prolonged 
suppuration  with  the  subsequent  discharge  of  the  suture  mate- 
rial, there  is  no  good  reason  why  the  infection  should  not  ad- 
vance a  step  further  and  involve  the  ligature  on  the  uterine 
.arteries  and  even  the  suture  which  brings  the  peritoneal  edges 
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together.  As  a  matter  of  practice  I  have  found  this  to  be  not 
only  a  possibility,  but  an  accomplished  fact.  Dr.  Homer  C. 
Bloom  has  kindly  looked  up  the  reccrch  of  some  thirty-seven 
cases  for  me.  Of  these  thirty-seven  cases  six  have  had  pro- 
longed vaginal  discharges  with  the  subsequent  throwing  off  of 
suture  and  ligature  material  together  with  a  cessation  of  the 
discharge.  In  one  case  the  material  did  not  come  away  for 
eleven  months.  Four  of  the  six  cases  discharged  only  the  fine 
suture;  in  two  of  the  cases,  in  addition  to  the  tine  suture  ma- 
terial, the  heavier  pedicle  ligature  was  also  discharged — in  one 
case  the  ligature  from  one  side  only,  in  the  other  the  ligatures 
from  both  sides. 

Two  deductions  might  be  drawn  from  these  facts.  In  plac- 
ing the  suture  which  joins  the  vaginal  mucous  membrane  care 
should  be  taken  that  the  needle  does  not  pass  entirely  through 
into  the  vagina;  by  this  precaution  no  part  of  the  suture  itself 
would  be  exposed  to  vaginal  infection.  An  animal  suture  mate- 
rial, which  will  become  quickly  absorbed,  would  obviate  possibly 
the  suppuration  in  a  portion  of  these  cases,  and  would  at  any 
rate  limit  the  duration  of  the  process  should  it  occur. 

For  these  reasons,  and  with  this  object  in  view,  catgut  has 
been  substituted  in  toto  in  my  hysterectomy  work  for  all  pur- 
poses where  it  is  necessary  to  place  a  suture.  Silk  is  still  re- 
tained for  ligating  the  ovarian  and  uterine  arteries.  I  am  not 
yet  satisfied  to  trust  to  the  strength  of  the  gut  for  this  work, 
the  more  so  as  the  catgut  is,  if  anything,  overprepared  so  as  to 
render  it  absolutely  and  certainly  sterile,  in  doing  which,  of 
course,  it  is  weakened  and  rendered  less  liable  to  sustain  the 
amount  of  strain  necessary  in  placing  a  ligature. 

Objection  has  been  repeatedly  urged -against  the  use  of  catgut 
in  the  peritoneal  cavity  on  account  of  the  supposed  dangers  of 
infection.  During  the  past  winter  it  has  been  used  constantly 
in  my  hysterectomy  work ;  during  the  past  year  and  a  half  it 
has  been  buried  in  the  fascia  of  the  abdominal  wall  of  every 
abdominal  section  I  have  performed.  During  this  whole  ex- 
perience I  have  not  observed  a  single  case  of  infection  from  its 
use.  It  is  easy  to  sterilize  catgut  if  it  is  only  to  be  used  for 
suturing  or  in  places  where  there  is  no  need  for  much  strain  to 
be  put  upon  it.  The  trouble  with  most  catgut  is  that  an  effort 
has  been  made  to  render  it  sterile  and  at  the  same  time  retain 
its  original  strength.     In  retaining  the  strength  the  sterilization 
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has  been  sacrificed,  hence  the  infection.  After  each  new  batch 
of  gut  has  been  sterilized  a  small  piece  should  be  cut  off  and 
dropped  into  a  culture  medium,  when  a  few  days  will  tell 
whether  or  not  it  is  safe  for  use. 

Certain  it  is  by  its  use  the  convalescence  of  my  hysterectomy 
patients  has  been  rendered  less  tedious  and  uncertain. 

1722  Chestnut  street. 
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Minor  deformities  of  the  coccyx  are  of  no  obstetric  interest, 
but  when  the  ankylosed  coccyx  becomes  so  protuberant  that  it 
forms  an  obstacle  to  delivery,  and  even  causes  death,  the  subject 
at  once  assumes  importance,  and  is  all  the  more  interesting  be- 
cause of  the  easy  way  in  which  these  cases  can  be  successfully 
treated,  if  only  the  diagnosis  is  made  early  enough.  Cases  in 
which  the  autero-posterior  diameter  of  the  pelvic  outlet  is  nar- 
rowed by  an  immovable  coccyx,  so  as  to  delay  or  prevent  birth, 
are  rather  rare,  as  proved  by  the  fact  that  only  two  such  have 
been  encountered  out  of  the  thirty-two  hundred  deliveries 
which  have  passed  under  my  observation  during  the  last  five 
years.  I  can  recall  several  cases  in  which  the  coccyx  seemed 
abnormally  protuberant,  but  pressure  upon  it  showed  that  it  was 
movable,  and  the  subsequent  birth  was  accomplished  with  no 
injury  to  the  child.  It  is  only  when  ankylosis  takes  place  with 
the  coccyx  bent  forward  at  or  nearly  at  a  right  angle  to  the 
lower  end  of  the  sacrum  that  more  or  less  trouble  will  occur  in 
delivery. 

Normally  the  coccyx  is  so  movable  that  the  presenting  part 
can  readily  press  it  back  far  enough  to  allow  birth,  but,  if  anky- 
losis at  an  angle  has  occurred,  pressure  of  the  presenting  part, 
especially  if  this  is  the  head,  can  result  only  in  injury,  unless  the 
'  Reported  to  the  New  York  Obstetrical. Society,  March  19th,  1895. 
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ankylosed  joint  is  weak  enough  to  break  under  the  pressure 
before  any  damage  has  been  done. 

The  first  case  reported  below  is  interesting  because,  after  two 
children  had  been  killed  by  the  deformed  coccyx,  the  third  child 
was  born  uninjured.  The  second  case  is  remarkable  not  only 
because  a  deformed  coccyx  was  present  in  a  primipara  whose 
pelvis  was  justo-minor,  but  also  because  of  the  successful  rotation 
and  delivery  of  a  head  from  left  occipito-posterior  position. 

Case  I. — A  Ilgravida,  aged  19  years,  gave  this  history  :  That, 
when  she  was  3  years  old,  she  fell  from  a  ladder  down  a  flight 
of  stairs.  She  thinks  she  was  hurt  in  the  region  of  the  coccyx, 
but  is  not  sure.  When  she  was  17  years  old  her  first  child  was 
delivered  with  forceps  by  a  physician.  This  child  "  had  a  hole 
in  its  head,  on  top  "  at  birth,  and  lived  only  one  day. 

Patient  was  near  full  term  when  first  seen,  and  soon  went  into 
labor.  Pains  of  the  first  stage  were  strong,  but  at  long  inter- 
vals ;  this  stage  lasted  forty  hours.  Pains  of  the  second  stage 
were  strong  and  frequent ;  patient  bore  down  till  cyanosed,  but 
head  did  not  advance.  Position  was  L.  O.  A.  Examination 
showed  that  right  frontal  bone  was  impacted  against  tip  of 
coccyx.  This  seemed  to  prevent  advance  and  extension  of  the 
head,  so  a  low  forceps  operation  was  done  after  patient  had  been 
in  the  second  stage  nearly  an  hour  and  a  half.  Gentle  traction 
and  then  extension  sufficed  in  ten  minutes  to  bring  head  well 
out  under  the  pubic  arch,  then  the  forceps  was  removed  and 
the  head  was  born  by  natural  forces.  The  child,  a  male  weigh- 
ing eight  pounds  twelve  ounces,  was  deeply  asphyxiated  and 
was  with  difficulty  resuscitated.  Examination  of  child's  head 
showed  an  indentation  of  the  scalp,  size  of  the  end  of  a  lead  pen- 
cil, on  the  right  frontal  bone  near  anterior  fontanelle.  Respi- 
ration of  the  child  never  became  perfect,  but  was  irregular  and 
superficial  for  nine  hours,  then  death  occurred.  Necropsy  was 
performed  and  the  following  report  received  from  the  patholo- 
gist :  u  There  is  a  slight  extravasation  of  blood  beneath  peri- 
cranium just  to  the  right  of  the  frontal  suture.  Small  clot, 
possibly  post-mortem,  in  the  superior  longitudinal  sinus.  No 
marks  of  violence  elsewhere  about  the  skull.  Brain  normal. 
Both  lungs"are  dark  red  and  of  firm  consistence  ;  right  lung  en- 
tirely uninflated  ;  left  lung  partially  aerated  at  upper  and  inner 
portions,  but  the  greater  part  is  hard  and  dense  ;  both  sink  in 
water.     Other  organs  normal." 
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This  same  patient  was  seen  a  year  later,  again  at  full  term. 
Examination  showed  coccyx  bent  forward  at  nearly  a  right 
angle  to  sacrum.  Measurements  repeated  internally  and  exter- 
nally gave  8.5  centimetres  as  the  distance  from  the  tip  of  the 
coccyx  to  the  under  surface  of  the  symphysis  pubis.  As  this 
distance  was  too  small  to  permit  birth,  and  because  of  the  death 
of  the  first  two  children,  it  was  decided  to  break  the  coccyx  loose 
from  the  sacrum  before  the  head  descended  low  enough  to  be  in- 
jured. About  a  half-hour  before  the  second  stage  began  patient 
took  a  little  chloroform,  and  then  the  coccyx  was  broken  from 
its  attachment  by  pressing  forcibly  backward  with  thumb  in  the 
vagina.  After  its  fracture  the  coccyx  was  freely  movable  and 
gave  no  trouble  during  delivery.  A  female  child,  weighing 
eight  pounds  seven  ounces,  was  born  uninjured  with  the  aid  of 
forceps  after  a  second  stage  of  two  hours  and  thirty-two  min- 
utes. When  the  child  was  last  seen,  twelve  days  after  birth,  it 
weighed  eight  pounds  ten  and  a  half  ounces  and  was  in  fine 
condition.  The  mother  was  examined  twelve  days  after  deliv- 
ery :  coccyx  was  found  to  be  still  bent  forward,  but  could  be 
freely  moved.     Pain  on  motion  slight. 

Case  II. — This  patient,  a  primipara  19  years  old,  was  in  labor 
when  first  seen.  Her  pelvis  was  justo-minor.  Position  of  child 
was  left  occipito-posterior.  The  head  was  engaged  in  pelvic 
brim.  On  inserting  finger  in  vagina  the  coccyx  was  felt  jutting 
markedly  forward,  so  that  the  antero-posterior  diameter  of  the 
outlet  was  much  diminished.  This  coccyx  was  immovable  upon 
the  sacrum,  and  it  was  plainly  evident  that  a  head  of  ordinary 
size  could  not  be  born  unless  this  obstacle  was  removed.  After 
the  second  stage  began  a  thumb  was  placed  in  the  vagina  and 
strong  pressure  suddenly  made  directly  backward,  causing  the 
coccyx  to  break  from  the  sacrum  with  a  snap  that  was  distinctly 
heard  by  several  persons  present.  After  two  and  a  half  hours 
in  the  second  stage  it  was  necessary  to  deliver  with  forceps,  be- 
cause the  head  still  remained  in  the  L.  O.  P.  position  with  no 
tendency  to  advance  or  rotate,  though  pains  were  good.  Finally 
a  male  child,  weighing  seven  pounds  four  and  a  half  ounces,  was 
born  deeply  asphyxiated.  Much  of  this  asphyxia  was  no  doubt 
due  to  the  fact  that  the  funis  was  tight  around  the  neck  and 
therefore  more  or  less  compressed.  The  child  did  poorly  at 
first,  but  when  last  seen  (nineteen  days  after  birth)  it  was  gradu- 
ally improving.     The  forceps  delivery  was  difficult  as  it  was,  and 
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-certainly  would  have  been  impossible  if  the  deformed  coccyx 
had  not  been  broken. 

At  first  there  was  considerable  pain  in  and  around  the  point 
of  fracture  when  patient  lay  upon  her  back,  but  none  when  on 
her  side.  This  pain  gradually  decreased  in  severity.  When 
patient  was  discharged,  nineteen  days  post  partum,  tjiere  was 
slight  pain  on  pressure  over  the  coccyx,  but  no  spontaneous 
pain  ;  the  broken  part  had  united  firmly  and,  as  felt  through  the 
vagina,  was  much  less  prominent  than  before  the  fracture. 

A  cure  seems  to  have  been  established  in  both  of  these  cases. 
In  the  first  patient  the  coccyx  was  movable  twelve  days  after 
the  fracture,  so  the  presumption  is  reasonable  that  ankylosis 
would  not  recur.  In  the  second  patient  the  new  union  of  the 
parts  left  the  antero-posterior  diameter  of  the  pelvic  outlet  large 
enough  to  permit  birth. 


SUSPENSION  OF  THE  RETRODISPLACED   UTERUS  BY  THE 
UTERO-OVARIAN  LIGAMENTS. 

WITH   A   REPORT   OF   SEVENTEEN   CASES.1 


BY 

REUBEN  PETERSON,   M.D., 

Grand  Rapids,  Mich. 


This  paper  does  not  contain  the  description  of  any  new  ope- 
ration devised  by  the  writer  for  the  cure  of  retrodeviations  of 
the  uterus.  While  the  endeavor  to  evolve  the  ideal  operation 
for  the  correction  of  certain  uterine  malpositions  is  praiseworthy, 
one  should  continually  keep  in  mind  that  all  such  new  operations 
should  be  based  upon  the  conditions  present  and  the  laws  of 
mechanics.  A  review  of  the  literature  of  the  past  five  years 
upon  the  operative  procedures  for  the  cure  of  retrodisplacements 
of  the  uterus  will,  however,  reveal  more  than  one  new  operation 
the  principles  of  which  are  so  unsound  as  to  make  one  wonder  at 
the  temerity  of  the  originator,  not  so  much  in  attempting  to  put 
it  into  practice  upon  his  trusting  patients,  as  in  publishing  it  and 
thus  exposing  himself  to  merciless  criticism. 

I  shall  not  attempt  to  give  an  exhaustive  review  of  the  entire 

1  Inaugural  thesis  read  before  the  Chicago  Gynecological  Society,  March 
15th,  1895. 
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subject  of  posterior  displacements  of  the'uterus  and  the  various 
operations  which  have  been  employed  for  their  relief.  I  desire 
merely  to  relate  my  individual  experience  with  the  single  opera- 
tion which  I  have  employed  in  all  the  cases  of  retrodisplacements 
of  the  uterus  which  I  have  been  called  upon  to  treat.  Other 
methods  of  treatment  will  be  considered  only  for  comparison, 
and  their  details  will  be  left  to  those  who  have  had  more  expe- 
rience with  them. 

The  operation  alluded  to  is  the  one  described  by  Howard 
Kelly  in  the  Johns  Hopkins  Bulletin,  vol.  i.,  1890.  Whenever 
it  became  necessary  to  open  the  abdomen  for  certain  intractable 
retrodisplacements  of  the  uterus,  in  order  to  attach  the  uterus  to 
the  abdominal  wall,  Dr.  Kelly  urged  that  the  sutures  be  passed 
around  the  ovarian  instead  of  the  round  ligaments,  which  had 
been  the  custom  up  to  this  time.  The  idea  upon  which  this 
operation  is  based  is,  in  brief,  that,  with  the  woman  in  the  up- 
right posture,  the  intra-abdominal  pressure,  which  is  exerted  in 
a  nearly  perpendicular  line,  is  so  directed  that  it  falls  upon  the 
posterior  surface  of  the  uterus,  and,  other  things  being  equal, 
tends  to  maintain  the  organ  in  its  normal  position  of  slight  ante- 
flexion. This  same  force,  however,  may  become  a  potent  factor 
in  producing  retrodisplacement  if  the  axis  of  the  uterus  be 
so  changed  that  the  line  of  pressure  falls  upon  its  anterior  in- 
stead of  its  posterior  surface.  Thus  a  relaxation  of  any  of  the 
natural  supports  of  the  uterus,  whether  it  be  the  broad,  utero- 
sacral,  or  round  ligaments,  may  bring  about  this  result  by  allow- 
ing the  fundus  to  fall  backward.  Any  operation,  therefore, 
which  aims  to  cure  retrodisplacement  by  attaching  the  uterus  to 
the  abdominal  wall,  must  leave  the  uterus  in  such  a  position  that 
the  intra-abdominal  force  will  be  exerted  against  its  posterior 
and  not  its  anterior  surface.  For  this  reason  the  ovarian  liga- 
ments, which  lie  on  the  posterior  surface  of  the  broad  ligaments, 
should  be  selected  in  preference  to  the  round  ligaments  when 
supports  are  made  use  of  to  suspend  the  uterus  from  the  abdom- 
inal wall.  The  natural  tendency  of  a  uterus  thus  suspended  is 
to  fall  forward,  or,  as  Kelly  expresses  it,  "  necessarily  throwing 
it  into  anteflexion,  just  as  the  body  of  a  man  would  be  bent  for- 
ward if  he  were  caught  by  the  shoulder  blades  and  drawn  up 
against  the  ceiling."  The  same  principle  holds  good  if  the  su- 
tures are  passed  through  the  body  of  the  uterus  instead  of  around 
the  ligaments.  Yet,  from  the  descriptions  of  such  operations 
53 
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which  have  appeared  in  the  literature,  it  will  be  seen  that  the 
sutures  have,  in  almost  all  eases,  been  passed  through  the  anterior 
wall  of  the  uterus. 

In  order  to  prove  the  correctness  of  the  principle  set  forth 
above  and  to  test  the  value  of  the  operation,  I  have  employed 
suspension  by  the  ovarian  ligaments  in  seventeen  cases.  The 
number  of  cases,  while  not  large,  is  sufficient  to  enable  one  to 
place  a  fair  estimate  upon  the  value  of  the  operation.  I  will  not 
wear j  you  with  a  lengthy  report  of  the  cases,  since,  except  in  a 
few  which  I  shall  describe  at  length,  they  differ  in  no  way  from 
the  ordinary  cases  which  the  abdominal  surgeon  is  called  upon 
to  treat.  The  features  of  especial  interest  in  each  case  will  be 
found  in  the  tabular  statement  appended. 

The  conclusions  arrived  at  from  the  study  of  the  seventeen 
cases  reported  will  be  considered  under  the  following  headings  : 

1.  Indications  for  the  operation. 

2.  Technique  of  the  operation. 

3.  Immediate  results  of  the  operation. 
•4.  Remote  results  of  the  operation. 

1.  Indicatiojis  for  the  operation. — It  goes  almost  without  say- 
ing that  no  operative  measures  should  be  instituted  for  the  cure 
of  posterior  displacements  of  the  uterus  until  the  recognized  non- 
surgical methods  of  treatment  have  been  given  a  fair  trial.  The 
particular  kind  of  treatment,  aud  the  length  of  time  it  should  be 
employed,  will  depend  upon  the  nature  of  the  lesion,  the  wishes 
and  circumstances  of  the  patient,  and  the  skill  of  the  physician. 
The  treatment  of  certain  retrodisplacements  of  the  uterus  by 
abdominal  section  has  become  a  well-established  surgical  proce- 
dure. Its  advantages  aud  disadvantages  should  be  carefully 
weighed,  and  if  the  operation  is  clearly  indicated  it  should  be 
chosen  in  preference  to  the  so-called  conservative  methods.  It 
is  not  conservatism  to  employ  tampons,  tincture  of  iodine,  and 
hot-water  douches  indefinitely.  Much  harm  has  been  done 
throughout  the  country  in  this  class  of  cases  under  the  cloak  of 
conservative  treatment,  and  it  is  the  duty  of  the  surgeon  to 
demonstrate  this  fact  and  the  superiority  of  his  methods  by  his 
vastly  better  results. 

Posterior  displacements  are  naturally  divided  into  two  classes, 
those  in  which  the  uterus  and  its  appendages  are  freely  movable 
and  those  in  which  reposition  is  impossible  because  of  adhesions. 

Alexander's  operation  has  been  advocated  for,  and  restricted 
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to,  the  first  class  of  cases.  While  I  admit  the  value  of  this  ope- 
ration for  small  retronexed  uteri  and  have  employed  it  several 
times,  I  think  that  better  results  can  be  obtained  by  celiotomy 
and  suspension  whenever  we  have  to  deal  with  a  large,  flabby, 
subinvoluted  uterus  or  where  there  is  prolapse  of  one  or  both 
•ovaries.  With  a  large,  subinvoluted  uterus  the  body  falls  over 
•the  posterior  bar  of  the  pessary,  however  well  the  instrument  is 
selected  and  ail  justed.  I  consider  the  use  of  the  intrauterine 
stem  pessary,  as  advocated  by  some  operators,  to  prevent  the  fall- 
ing backward  of  the  body  of  the  uterus  after  an  Alexander's 
operation,  dangerous  and  poor  surgery.  The  failure  of  Alex- 
ander's operation  in  these  cases  illustrates  that  the  wrong  part  of 
the  uterus  has  been  used  in  the  suspension.  When  the  round 
ligaments  are  shortened  the  pull  comes  from  the  anterior  sur- 
face of  the  broad  ligaments  and  uterus,  and  therefore  the  uterus 
is  lifted  at  a  disadvantage,  and  held  at  a  still  greater  one  when 
lifted.  It  is  a  well-known  fact  that  the  fundus  so  suspended 
falls  backward  and  that  the  intra-abdominal  pressure  forces  it 
•to  its  original  position.  Other  things  being  equal,  therefore,  I 
would  choose  suspension  by  the  ovarian  ligaments  in  preference 
to  Alexander's  operation  in  such  cases. 

I  have  found  many  cases  in  which  the  mere  replacement  of 
■the  uterus  will  not  be  accompanied  by  a  restoration  of  the  pro- 
lapsed ovary  to  its  normal  situation.  The  reason  for  this  is  clear 
when  the  relaxation  of  the  lateral  supports  of  the  uterus — name- 
ly, the  broad  ligaments — is  considered,  which  is  an  important 
factor  in  the  production  of  retroflexion  of  the  uterus  and  prolapse 
of  the  adnexa.  When  the  uterus  is  replaced  the  pelvic  circula- 
tion may  be  so  changed  as  to  decidedly  lessen  in  a  marked  degree 
the  hyperemia  of  the  prolapsed  ovary.  This  may  be  followed 
by  amelioration  of  the  symptoms,  but  in  many  cases  it  falls  far 
short  of  a  cure.  The  mere  shortening  of  the  round  ligaments 
has  but  little  effect  upon  the  prolapsed  ovary,  which  will  require 
more  direct  treatment  before  it  can  be  restored  to  its  normal 
location.  No  method  of  treatment  can  be  more  direct  or  more 
productive  of  good  results  than  the  one  under  discussion,  because 
the  approximation  of  the  ovarian  ligaments  to  the  abdominal 
peritoneum  must  raise  the  congested  and  prolapsed  ovary  from 
the  pelvic  floor  and  must  be  instrumental  in  removing  the  dis- 
tressing symptoms  produced  by  the  abnormal  location. 

The  varicosed  condition  of  the  veins  of  the  broad  ligaments, 
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which  all  engaged  in  abdominal  work  have  noted  scores  of  times, 
is  best  relieved  by  direct  support  of  these  ligaments.  In  retro- 
displacements  of  the  uterus  and  prolapse  of  the  adnexa  these 
varicosities  may  reach  the  size  of  the  little  finger,  and  may,  in  my 
opinion,  be  productive  of  much  of  the  pain  which  is  complained 
of  in  the  groins  and  back.  I  have  found  this  condition  to  be 
present  in  a  large  percentage  of  the  cases  under  consideration, 
and  the  relief  following  the  operation  I  attribute  in  no  small 
degree  to  the  restoration  of  these  veins  to  their  normal  calibre. 

The  second  class  of  cases  comprises  those  in  which  the  retro- 
verted  or  retroflexed  uterus  is  bound  down  by  adhesions,  which 
have  failed  to  yield  to  treatment  through  the  vagina.  The  sus- 
pension of  the  uterus  will  usually  be  a  secondary  operation  in 
these  cases,  because  the  symptoms  from  which  the  patient  suffers 
result  in  great  degree  from  the  diseased  adnexa  rather  than 
from  the  malposition  of  the  uterus,  although  this  latter  condition 
always  produces  marked  symptoms.  It  is  the  surgeon's  duty  to 
restore  the  organ  as  nearly  as  possible  to  its  normal  position. 

Whenever    the    uterus    is    not    freely    movable    Alexander's 
operation  is  absolutely  contraindicated.     Breaking  up  the   ad- 
hesions binding  down  the  uterus,  by  force  exerted  through  the 
rectum  or  vagina,  is  hazardous  in  the  extreme  and  should  never 
be  attempted  because  of  the  danger  of  rupturing  a  pus  tube,  the 
diagnosis  of  which  may  not  have  been  made  before  the  opera- 
tion.    In  many  cases  the  adhesions  binding  down  the   uterus 
and  its  appendages  are  so  firm  that  no  method  short  of  actual 
digital  contact  will  prove  of  any  avail.     The  possibility  of  mis- 
taking the  condition  of  the  appendages  from  bimanual  examina- 
tion alone  is  ever  present.     We  must  confess  that  abdominal 
section  has  often  revealed  a  vastly  different  condition  of  affairs 
than  previous  examination  led   us  to  expect.     For  these  rea- 
sons, and  because  the  dangers  of  the  operation  far  exceed  those 
of  modern  celiotomy,  I  would  absolutely  banish  the  so-called 
Schultze's  operation.    The  cases  are  rare  where  the  fundus  of  the 
retrodeviated  uterus  is  attached  to  the  rectum  by  firm  adhesions 
without  disease  or  malposition  of  the  appendages.     The  pelvic 
peritonitis  causing  these  adhesions  arises  in  the  great  majority  of 
cases  from  infection  through  the  Fallopian  tubes,  which,  together 
with  the  ovaries,  will  be  found  adherent  to  the  adjacent  organs. 
Hence  an  abdominal  operation  will  only  occasionally  be  per- 
formed for  the  sole   purpose  of  restoring  an  adherent  retrodis- 
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placed  uterus  to  its  normal  position.  If  the  adhesions  cannot 
be  softened  by  appropriate  local  treatment,  the  abdomen  should 
be  opened  and  both  sight  and  touch  be  employed  to  separate  the 
bands  binding  down  the  appendages  and  uterus.  If  the  adnexa 
are  found  to  be  diseased,  they  should  be  removed  and  the  uterus 
secured  in  its  proper  position  by  the  operation  which  has  been 
•described  above.  The  experience  of  the  past  year  or  two  has 
shown  me  that  freeing  the  appendages  from  their  adhesions  and 
■approximating  them  to  the  abdominal  wall  will  often  prove  suf- 
ficient. 

2.   Technique  of  the  operation.— The  operation  of  suspension 
of  the  uterus  by  the  ovarian  ligaments  is  extremely  simple.     If 
it  be  a  primary  operation  a  very  small  incision  in  the  median 
Ime,  nearer  the  pubes  than  the  ordinary  abdominal  incision,  will 
suffice.     The   parietal  peritoneum  should  be  caught  with  catch 
forceps  on  either  side  low  down  and  drawn  outward.     This  will 
tend  to  prevent  non-coaptation  of  the  cut  edges  of  the  perito- 
neum   when  the  abdominal  stitches  are   passed.     The   fundus 
of  the  uterus  is  brought  up  to  the  abdominal  wall  and  a  suture 
passed  around   each  ovarian  ligament  into  the  abdominal  wall, 
through  peritoneum,   muscles,  and   fascia,  back  again  through 
the  same  tissues,  and  the  free  ends  tied  within  the  abdomen.     I 
prefer  the  Cleveland  ligature- passer  to  the  needle  for  placing 
these  sutures.     The  sutures  should  be  passed  just  at  the  point 
where  the  ovarian  ligament  can  be  most  easily  approximated  to 
the  abdominal   peritoneum  when  the  uterus  is  in  normal  posi- 
tion.    I  do  not  consider  it  necessary  to  use  more  than  one  suture 
on  each  side.     In  about  half  my  cases  I  have  used  catgut  and  in 
the  remainder  silk.     They  have  both  given  good  results,  but  I 
think  it  safer  to  employ  silk. 

Where  the  operation  is  secondary  to  the  removal  of  one  or 
both  of  the  appendages,  it  is  best  to  pass  the  suture  before  the 
-ovary  and  tube  are  excised,  and  a  liberal  pedicle  should  be  left. 
After  the  adhesions  have  been  released  the  passing  of  the 
sutures  will  require  but  a  short  time.  It  is  now  my  custom  to 
perform  at  the  same  sitting  any  necessary  plastic  operations, 
unless  the  severity  of  the  pelvic  lesions  or  the  condition  of  the 
patient  contraindicates. 

3.  Immediate  results  of  the  operation. — When  the  operation 
is  employed  solely  for  the  purpose  of  rectifying  a  retrod isplace- 
ment  without  adhesions,  with  or  without  prolapse  of  the  ap- 
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pendages,  it  is  devoid  of  danger  to  life;  and  in  sayiug  this^I 
speak  advisedly.  Fatal  accidents  may  occasionally  occur  through 
faulty  technique,  but  these  accidents  should  not  be  considered,, 
when  we  have  the  operation  under  advisement,  any  more  than 
should  the  deaths  which  have  followed  such  simple  operations 
as  Alexander's  operation,  trachelorrhaphy,  perineorrhaphy,  etc. 
I  have  a  great  respect  for  the  peritoneal  cavity  and  would  not 
advise  indiscriminate  celiotomy,  but  I  think  that  in  skilled  hands 
the  opsration  described  should  show  only  a  slight  mortality. 

When  suspension  of  the  uterus  is  secondary  to  an  operation  tho 
mortality  of  which  is  much  higher,  or  when  extensive  adhesions 
of  both  uterus  and  appendages  are  present  without  requiring  the 
removal  of  any  organ,  the  situation  becomes  more  grave.  The- 
mortality,  however,  even  in  cases  presenting  grave  pathological 
changes,  is  very  low,  and  a  death  can  often  be  traced  to  neglect  on 
the  part  of  the  operator.  The  only  death  in  the  seventeen  cases 
tabulated  in  this  paper  (Cass  3)  arose  from  failure  to  examine 
the  urine  prior  to  operation.  The  patient  died  with  symptoms 
of  uremia  on  the  third  day.  Examination  of  the  urine  passed 
after  the  operation  showed  advanced  pathological  changes  in  the 
kidneys.  The  appendages  were  badly  diseased  and  very  ad- 
herent, and  considerable  time  was  required  for  their  removal.. 
This  result  was  avoidable  and  should  not  be  counted  against  the- 
operatiou. 

4.  Remote  results  of  the  operation. — About  two  months  after 
the  patient  in  Case  4  had  been  operated  upon  and  had  left, 
the  hospital,  I  was  hastily  summoned  to  a  neighboring  town,  and 
found  her  suffering  from  intestinal  obstruction  due  to  the  con- 
striction of  a  coil  of  small  intestine  by  a  band  of  adhesions. 
Celiotomy  was  immediately  performed  and  the  constriction  re- 
lieved, but  the  patient  died  of  exhaustion  within  twenty-four 
hours.  The  section  showed  the  uterus  to  be  in  the  normal  posi- 
tion and  the  stumps  of  the  excised  appendages  loosely  adherent 
to  the  abdominal  wall.  The  band  of  adhesions  had  no  relation. 
to  the  appendages  or  uterus. 

Reports  have  been  received  from  the  remaining  fifteen  pa- 
tients. During  the  past  three  weeks  I  have  examined  ten  of 
the  patients,  four  have  been  examined  by  other  physicians,  and 
one  has  not  been  examined.  The  uterus  was  in  normal  position 
in  the  fourteen  patients  examined.  In  the  ten  patients  whom  I 
examined  the  uterus  was  freely   movable  and  the  fundus  not 
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attached  to  the  abdominal  wall.  I  do  not  believe  that,  as  a  rule, 
the  fundus  becomes  adherent  to  the  peritoneum  after  this  opera- 
tion, nor  do  I  think  it  necessary  that  this  should  take  place. 
On  the  contrary,  it  should  be  guarded  against  as  much  as  possi- 
ble for  two  reasons  :  first,  in  case  of  subsequent  pregnancy  it 
might  interfere  with  the  increase  in  the  size  of  the  uterus  ;  and 
second,  it  adds  to  the  immobility  of  the  uterus.  For  these  rea- 
sons I  have  ceased  to  scarify  the  top  of  the  fundus  for  the  pur- 
pose of  producing  adhesions,  although  I  believe  that  such 
scarification  accomplishes  but  little,  because  when  the  uterus  is 
suspended  by  the  ovarian  ligaments  by  this  operation  the  fundus 
is  not  closely  approximated  to  the  abdominal  wall.  The  mobil- 
ity of  the  uterus  when  suspended  by  the  ovarian  ligaments  is 
marked.  While  I  have  had  no  patients  who  have  become  preg- 
nant after  the  operation,  I  have  no  fears  of  their  not  going  to 
full  term  should  this  occur.  In  Cases  4  and  13,  in  which  I  ex- 
amined the  patients  during  a  subsequent  celiotomy,  the  fundus 
was  not  adherent  to  the  parietal  peritoneum  and  the  ovarian 
ligaments  were  only  lightly  attached,  but  the  adhesions  were 
sufficient  to  maintain  the  uterus  in  normal  position.  There  was 
no  prolapse  of  the  ovaries  in  any  of  the  patients  examined. 
Some  tenderness  on  pressure  in  the  ovarian  regions  still  remained, 
but  not  more  than  is  usually  elicited  by  palpation. 

Of  the  fifteen  patients,  twelve  have  been  so  far  relieved  that 
they  have  resumed  their  occupations,  two  show  improvement, 
and  one  (Case  11)  states  that  she  is  no  better  than  before  the 
operation  ;  the  repair  of  a  badly  ruptured  perineum  may,  how- 
ever, give  her  some  relief.  Of  the  patients  showing  improve- 
ment only,  one  (Case  12)  has  become  addicted  to  the  use  of 
morphine,  and  I  attribute  her  neuralgic  pains  in  a  large  degree 
to  the  effects  of  that  drug.  The  other  (Case  5)  is  suffering  from 
a  chronic  endometritis,  probably  gonorrheal. 

It  is  extremely  difficult  to  estimate  how  important  a  part  the 
reposition  of  the  uterus  has  played  in  the  favorable  results  ob- 
tained, and  for  this  reason  I  shall  place  no  estimate  upon  its 
value.  Those  who  desire  further  information  about  the  cases 
will  find  the  details  in  the  tabulated  report  on  pages  840-842. 
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Tabulated  Report  op  Seventeen  Cases  of  Suspension  of  the 


N.  B. 


F.  B. 


CM. 


M.  V. 


Date. 


5 

J.  B. 

6 

A.J. 

7 

B.   B 

8 

E.  R. 

9 

F.  W. 

10 

J.  G. 

11 

A    B 

13 

A.  M. 

13 

L.  M. 

14 

E.  E. 

18 

A.   A. 

16 

17 

April    2d, 
1892. 


May   9  th, 
1892. 


May  11th, 
1892. 


Sep  tern- 
be  r 
26th, 
189,'. 


82 


25 


2li 


Social 
con- 
dition. 


Novem- 
ber 
26th, 
189^. 

January  32 
id,  1893. 


Ja  n  uar  y 
20to, 
1893 


June 
1 7th, 
1893. 


Se  pt  e  m- 
ber  4th 
1893. 


Septem- 
ber 
14th, 

1893. 

October 
5th, 
1893. 

Decem- 
ber 
16th, 
1893. 


March 
30th, 
1894. 

Mav  17th, 
1894. 


19 


July  7th, 
1894. 


Dec.  6th, 
1894. 

Dec.  17th. 
1894. 


Single .  . 
Single .  . 
Married. 
Married. 

Married. 
Single.  . 
Single .  . 


21  Married. 


26 


Single . 


Married. 


Married. 


23  Single . 


28  Married.. 


2(1 


Married. 

Married. , 

Married. , 
Single .  . . 


■-  [ 

§1 


Pathological  conditions 

necessitating 

operation. 


2.. 


1.. 


1.. 


Coincident 
operations. 


Suture 

ma- 
terial. 


Retroflexion;  subinvoluted  Removal   of   rightJCatgut. 
uterus  with    endometri-     tube  and  ovary. 
tis  ;  right  pyosalpinx. 


0.. 


Retroflexion;  ovarian  cyst, 
right  side,  size  of  orange; 
one-half  of  left  ovary 
cystic. 

Retroflexion  ;  double  pyo 
salpinx ;  dense  adhe- 
sions. 

Retroflexion  ;  chronic  sal 
piugitis  and  ovaritis 
with  adhesions. 


Retroversion  ;  chronic  sal- 
pingitis and  ovaritis 
with  adhesions ;  endo- 
metritis 

Retroversion  ;  chronic  ap- 
peudicitis ;  cystic  left 
ovary. 

Right      lateral      version 
varicose      broad      liga 
ments ;       prolapse      of 
right  ovary. 

Retroflexion ;  endometri 
tis ;  uterus  three  and 
one-quarter  inches  deep; 
enlarged  and  prolapsed 
right  ovary. 

Retroflexion  ;  chronic  ova 
ritis  and  salpingitis  with 
adhesions,  with  prolapse 
of  both  ovaries ;  endo 
metritis. 

Retroflexion,     with      pro- 
lapse  of   both   ovaries 
endometritis ;         cystic 
right     ovary  ;     varicose 
broad  ligaments. 

Retroflexion,  with  pro- 
lapse of  both  ovaries 
and  tubes ;  varicose 
broad  ligaments. 

Retroversion,  with  pro 
lapse  of  both  ovaries 
dense  adhesions  ;  endo 
metritis. 


Removal  of    right  Catgut, 
ovary    and    tube 
and  one-half  left 
ovary. 

Removal    of    both  Catgut, 
tubes    and    ova- 
ries. 


Removal  of  both 
tubes  and  ova 
ries. 


Removal  of 
tubes  and 
ries. 


both 
ova- 


Retroflexion ;  endometri- 
tis ;  bilateral  laceration 
of  cervix;  small  left  ova- 
rian cyst  removed. 

Retroflexion ;  endometri- 
tis ;  bilateral  laceration 
of  cervix;  ruptured  peri- 
neum ;  prolapse  of  both 
ovaries ;  right  ovary 
cystic. 

Retroflexion ;  endometri- 
tis ;  ruptured  perineum; 
prolapse  of  both  ovaries. 

Retroflexion  ;  chronic  sal- 
pingitis and  ovaritis  of 
left  side. 

Retroflexion ;  endometri- 
tis ;  bilateral  laceration 
of  cervix. 


Appendix  and  left 
ovary  and  tube 
removed. 


None. 


Silk..  . 

Catgut. 
Catgut. 
Catgut. 


Curettage.     Blood  Silk, 
cyst,     occupying 
one-third  of  right 
ovary,  removed. 


Removal  of  both 
tubes  and  ova- 
ries. 


Curettage;  re- 
moval of  right 
ovary  and  tube. 


None. 


None. 


C  u  r  e  1 1  a  ge  ;  tra- 
chelor  rhaphy; 
removal  of  right 
tube  and  ovary. 

Curettage;  tra- 
o  h  e 1 o  r  rhaphy ; 
perineorrhaphy  ; 
removal  of  right 
ovary  and  por- 
tion of  left. 

Curettage  


None 


Curettage;  tra- 
chelorrhaphy. 


Silk .... 

Silk.... 

Silk.... 
Catgut. 

Catgut. 
Silk.... 

Silk  ... 

Silk  ... 
Silk.... 
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Immediate 
result. 


Recovery . . 
Recovery. . 


Death . 


Recovery.. 

Recovery.. 
Recovery.. 
Recovery.. 

Recovery. . 

Recovery . . 

Recovery . . , 

Recovery  . . 
Recovery . . . 

Recovery. . . 
Recovery.. 

Recovery 

Recovery. . .. 
Recovery . . . 


Anatomical 
result. 


Symptomatic 
result. 


Examined     in     February,  Good. 
1895.  by  Dr.  F.  H.  Mar- 
tin, Chicago.  HI.    Good. 


Examined.  September. 
1694,  by  Dr.  E.  X.  Wanty. 
Grand  Rapids,  Michigan. 
Good. 


Good.    November  23d, 
1S92. 


Examined  February  21st, 
1895.    Good. 


Not  examined. 


Good. 


Improve  meet 
up  to  Novem- 
ber 21st,  1892 


Not  very  good 


Examined  February  21st 
1895.  Slight  inclination 
of  uterus  to  right ;  ova 
ries  in  normal  position. 

Examined  February  28th 
1895.    Good. 


Examined    February   22d, 
1895.    Good. 


Examined  February  26th, 
1895.    Good. 


Examined  March  5th,  1895, 
Good. 


Examined  by  Dr.  W.  T 
Dodge,  Big:  Rapids 
Mich.,  February  25th 
1895.    Good. 


Good. 


Good. 


Remarks. 


Good. 


Good. 


Good. 


Examined  February  23th 
1895.    Good. 


Examined.  February,  1895 
by  Dr.  W.  Morris,  Caro 
Mich.    Good. 


Examined  March  2d,  1895. 
Good. 


Not  very  good. 


Not  very  good. 


Good. 


Good. 


Good. 


Examined  March  3d,  1895.  Good. 
j    Good. 

Examined  February  12th,  Good. 
1895.    Good.  I 


Letter  received  February  22d, 
1895  :  "  My  health  is  good  ;  have 
not  been  sick  since  operation.11 
Works  at  hard  manual  labor. 

Letter  receded  lebruary  ^8th, 
1895.  Is  in  good  health  ;  able 
to  pursue  occupation— that  of 
school  teacher. 

Death  on  third  day  from  uremia. 
Secondary  operation  on  third 
day  showed  no  peritonitis  or 
intestinal  obstruction. 

Celiotomy.  November  23d.  1892, 
for  intestinal  obstruction  due  to 
a  band  of  adhesions.  Death. 
Adhesions  unconnected  with 
stump  or  position  of  uterus 

SajTs  she  is  in  poor  health.  Pain 
in  left  side.  Occasional  vaginal 
discharges,  due  to  endometritis, 
which  persists. 

Letter  received  March  1st,  1895. 
Has  gained  twenty-five  pounds 
since  operation.  Earns  her  own 
living;.    Has  no  local  trouble. 

Had  been  unable  to  work  for  two 
years  before  operation.  Now  is 
engaged  in  nursing.  Has  no 
pain  or  trouble,  except  when 
she  does  heavy  lifting. 

Has  no  pain.  Earns  her  own  liv- 
ing by  an  occupation  which 
requires  a  great  deal  of  walking. 


Has  no  pain,  and  is  well,  with  the 
exception  of  too  profuse  men- 
struation. Earns  her  own  living 
as  a  nurse. 

Has  gained  thirty  pounds  since 
operation.  Has  no  pain.  Does 
her  own  work. 


Patient  is  of  a  neurotic  type  ; 
"  has  paiDs  all  over  her.11  is  to 
have  perineum  repaired  at  an 
early  date. 

Operated  upon  a  few  months  ago 
for  endometritis,  which  was  not 
cured.  Patient  uses  morphine 
and  has  many  aches  and  pains. 
Has  earned  her  living  since  ope- 
ration. 

Earns  her  living  by  working  in 
factory.  Is  not  entirely  free 
from  pain.  Endometritis  not 
cured. 

Letter  from  Dr.  Morris,  February 
26th,  1895  :  "  Is  now  in  perfect 
health.  Uterus  remains  in  posi- 
tion, and  the  operation  has  been 
a  perfect  success." 

Perineorrhaphy  by  her  family 
physician.  January  2d.  1895  Is 
better  now  than  she  has  been 
for  years.    No  pains. 

Works  in  a  factory.  Has  no  pain 
and  is  perfectly  well. 

Earns  her  own  living.  Some  pain 
"n  back  still  remaining. 
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Total  number  of  cases,     .     . 

Single,  with  no  children,      ...  5 

Single,  with  children,       ....  2 

Married,  without  children,  ...  2 

Married,  with  children,    ....  8 

Retroflexion, 18 

Retroversion, 3 


1 

11 


Right  lateral  version,        .... 
Endometritis  noted  in       .... 
Retrodisplacements     with     adhe- 
sions,       

Removal  of  appendages   of    both 

sides, 

Removal  of  appendages   of   right 

side, 

Removal  of  appendages    of    left 

side 

Cases    in    which    appendages    of 

neither  side  were  removed,  .  . 
Case   in  which   portion    of    right 

ovary  was  removed,  .... 
Cases    in    which  portion  of   left 

ovary  was  removed,  .... 
Prolapsus  of  right  ovary,  .  .  . 
Prolapsus  of  both  ovaries,     .     .     . 

Uterus  curetted, 

Trachelorrhaphy 3 

Perineorrhaphy, 1 


SUMMARY. 

.  17      Catgut  used  (for   sutures   around 

.     5  ovarian  ligament 8 

.     2      Silk    used     for     sutures    around 

.     2  ovarian  ligament, 9 

.     8      Immediate    recoveries    from   celi- 
otomy,    16 

Deaths, 1 

Death  from  accidental  cause  two 

months  after  operation,     ...     1 
Number  of  cases  from  which  re- 
ports have  been  obtained,       .     .  15 
Examined  personally,       ....  10 
Examined    and    reported    on    by 

other  physicians, 4 

Report  received  from,  but  no  ex- 
amination made  in,        ....     1 
Uterus  found  to  be  in  normal  posi- 
tion in 14 

Examined  from  two  to  three  years 

after  operation 3 

Examined  from  one  to  two  years 

after  operation, 5 

Examined  less  than  one  year  after 

operation, 5 

Symptomatic  recovery  in      .     .     .12 

Improvement  in 2 

No  improvement  in 1. 


REPORT  OF  A  CASE  OF  POSTMATURE  LABOR. 


FRANK  A    STAHL,   M.D., 

Demonstrator  cf  Obstetrics,  Rush  Medical  College, 

Chicago. 


"Missed  labor,"  according  to  Playfair,  "  is  applied  to  an  ex- 
ceedingly rare  class  of  cases  in  which,  at  term,  labor  does  not 
begin,  or,  having  commenced,  the  pains  subside  and  the  fetus  is 
retained  in  utero  for  a  very  considerable  length  of  time."  Par- 
vin  states  that  "  the  term  missed  labor,  introduced  by  Dr.  Old- 
ham, applies  to  cases  in  which,  a  fetus  dying  after  the  period  of 
viability,  Nature  makes  an  effort  but  fails  to  expel  the  child  at 
term,  and  the  pregnancy  continues  for  an  indefinite  period."  In 
Playfair's  conception  it  appears  that  missed  labor  is  an  unsuccess- 
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fill  effort  on  the  part  of  Nature  to  expel  its  mature  fruit  at  term. 
In  all  the  cases  he  presents  the  fetusdied,  yet  his  language  leaves-, 
room  to  believe  that  fetal  death  does  not  always  occur.  I  would 
define  the  term  "missed  laborr  as  a  case  of  utero-gestation  in 
which,  at  term,  Nature  endeavors  to  expel  the  fetus,  but  fails 
through  a  want  of  proper  parturient  action,  and  the  fetus  is  re- 
tained in  utero.  The  fetus  may  continue  viable  or  it  may  die.  In 
all  cases  of  missed  labor  pregnancy  should  be  terminated  as  soon 
as  the  life  of  the  fetus  becomes  endangered.  Sufficient  com- 
pensatory hypertrophy  of  the  uterus  may  take  place,  in  case  of 
missed  labor,  to  expel  the  fetus. 

I  take  the  liberty  of  suggesting  the  adoption  of  the  term  post- 
mature labor  to  apply  to  labor  which  takes  place  after  term. 

Von  Winckel  gives  the  following  varieties  of  labor  :  Six- 
teenth week,  partus  abortus  ;  sixteenth  to  twenty-eighth  week, 
partus  immatimis;  twenty-eighth  to  thirty-eighth  week,  partus- 
prematurus;  thirty-eighth  to  forty -first  week,  partus  maturus: 
forty-first  week,  partus  serotinus. 

The  term  postmature  labor  is  certainly  more  definite  than 
those  usually  given,  such  as  tardy,  retarded,  late,  postponed,  or 
protracted  labor.  Protracted  labor  is  sometimes  understood  to 
me*n  labor  occurring  beyond  term,  or  it  may  mean  tedious- 
labor.  There  can  be  as  little  confusion  in  the  use  of  the  term 
postmature  labor  as  there  is  in  the  use  of  the  familiar  term  pre- 
mature labor. 

This  case  is,  I  believe,  one  of  postmature  labor. 

The  mother  is  German-Bohemian  and  has  a  prominent  sacral: 
promontory,  which  diminishes  the  antero -posterior  pelvic  dia- 
meter. This  was  her  fifth  pregnancy.  Two  years  ago  she  had 
considerable  trouble  in  giving  birth  to  a  child;  the  labor  con- 
tinued several  hours  longer  than  usual,  and  her  pains  were  con- 
siderably more  severe  than  iu  previous  labors.  The  child  born 
at  that  time,  she  says,  was  about  one-half  the  size  of  this  one. 
Her  first  three  labors  were  normal.  Her  weight  is  one  hundred 
and  forty  pounds,  her  height  five  feet  one  inch  ;  her  physique, 
other  than  the  pelvis,  is  normal.  The  husband  weighs  one  hun- 
dred and  thirty  pounds;  height,  five  feet  five  and  a  half  inches. 
The  mother  is'  intelligent  and  states  that  her  last  menstruation, 
occurred  March  15th,  1891.  I  delivered  her  January  11th,. 
1895,  the  pregnancy  continuing  three  hundred  and  two  days. 
She  had  expected  to  be  delivered  about  Christmas.  On  Decem- 
ber 22d   she  had   experienced  pains  such    as   she   always   had 


>4i  stahl:  report  of  a  case 

when  in  labor,  and  immediately  prepared  for  labor,  believing 
herself  to  be  parturient.  After  three  hours  of  strong,  regular 
labor  pains  the  pains  grew  weaker,  the  intervals  more  protracted, 
and  gradually  ceased.  Examination  January  11th.  1895,  revealed 
a  large  abdominal  tumor,  implying  a  large  fetus,  a  first  position, 
with  right  parietal  portion  Hxed  in  the  superior  strait.  The 
patient  pleaded  very  earnestly  for  assistance,  as  she  knew  that 
there  must  be  something  wrong,  for  in  her  previous  labors  she 
had  not  had  so  strong  or  so  many  pains,  and  they  had  never, 
with  the  exception  of  the  fourth  pregnancy,  continued  for 
more  than  a  couple  of  hours.  Yaginal  examination  revealed  a 
prominent  sacral  promontory;  cervix  was  dilated,  membranes 
ruptured,  aud  liquor  amnii  had  almost  entirely  escaped.  I 
decided  to  perform  version.  Much  difficulty  was  experienced 
in  turning  and  delivering.  The  difficulty  in  turning  was  caused 
by  the  large  body  of  the  child,  by  the  firm  contraction  of  the 
uterus  around  the  fetus,  and  from  absence  of  liquor  amnii.  The 
body  was  with  difficulty  drawn  through  the  pelvis.  To  deliver 
the  after-coming  head  was  very  difficult,  as  the  head  presented 
a  development  which  would  do  credit  to  a  year-old  infant. 
When  I  commenced  the  version  the  heart  sounds  were  irregu- 
lar. When  the  head  was  at  the  superior  strait  I  hoped  to  save 
the  child  by  introducing  my  fingers  into  its  mouth  to  depress 
the  inferior  maxillary,  and  with  back  of  hand  and  fingers  and 
by  pushing  aside  the  vagina  and  cervix  to  permit  air  to  enter 
the  child's  mouth.  The  vagitus  uterinus  was  heard  several  times 
very  plainly.  It  was  of  no  avail,  as  immediate  delivery  of  the 
head  could  not  be  accomplished  because  of  the  contraction  of 
the  anteroposterior  pelvic  diameter,  because  of  the  large  size  of 
the  fetal  head,  and  because  of  the  increased  resistance  offered  by 
the  premature  ossification  of  the  cranial  bones.  I  succeeded  in 
delivering  the  head  through  the  superior  strait  with  the  Martin- 
Wigand  (Winckel)  method  of  expression  and  traction.  There 
was  no  difficulty  in  bringing  the  head  through  the  pelvis.  No 
disarticulations  or  fractures  occurred.  As  was  to  be  expected, 
the  perineum  lacerated  to  the  third  degree  ;  the  laceration  in- 
volved fully  an  inch  of  the  rectal  wall.  No  injury,  to  speak  of, 
to  the  uterus  resulted.  The  perineum  was  united  with  catgut 
sutures.  To-day,  six  weeks  post  partum,  the  rectum  and  anus 
are  normal  in  function,  the  perineum  is  yet  granulating  but  well 
restored.  The  woman  is  about  and  doing  her  housework,  though 
=still  improving  in  health. 
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The  size  and  unusual  development  of  the  fetus  were  very 
noticeable. 

Measurements. — Head  diameters,  occipitofrontal  15  centi- 
metres, biparietal  13£  centimetres,  bitemporal  12  centimetres; 
circumference,  occipitofrontal,  41  centimetres;  diameter  bi- 
acromial  trunk,  24  centimetres;  length,  22  inches  =  56  centi- 
metres; weight,  12  pounds  8  ounces;  placenta  and  secundines, 
weight  2  pounds. 

Among  the  points  of  interest  this  case  presents  may  be  men- 
tioned as  follows : 

On  the  part  of  the  mother : 

1.  The  longer  duration  of  pregnancy. 

2.  The  missed  labor. 

3.  The  postmature  labor. 

On  the  part  of  the  fetus — the  unusual  development. 
Long  duration  of  pregnancy  has  often  been  the  subject  of 
dispute.  Prof.  Parvin  in  his  work  presents  some  interesting 
phases  of  this  question.  Medico-legally  the  longer  duration  of 
pregnancy  is  of  great  moment.  In  this  case  I  am  led  to  believe 
the  statements  of  my  patient,  since  she  is  an  intelligent  woman 
and  has  no  reason  to  conceal  or  misrepresent  facts. 

The  missed  labor. — She  is  not  given  to  nervousness  or  hys- 
teria, which  she  experienced  December  22d.  I  questioned  her 
particularly  about  the  labor  pains,  having  in  mind  a  probably 
false  labor.  Her  testimony  that  she  was  in  labor,  that  the  pains 
were  not  colicky,  etc.,  must  be  accepted  as  evidence  having 
some  weight.  Further  evidence  is  found  in  (1)  the  contracted 
pelvis,  nine  and  a  half  centimetres;  (2)  the  enormously  devel- 
oped child  with  its  premature  cranial  ossification,  tending  seri- 
ously to  embarrass  normal  labor;  (3)  the  comparatively  quiescent 
interval  of  three  weeks'  duration,  though  at  times  there  were 
irregular  pains.  Her  testimony,  linked  with  these  facts,  com- 
pletes, I  think,  the  chain  of  evidence  which  establishes  that  the 
attempt  at  labor  of  December  22d  was  one  of  "missed  labor." 
Disproportion  between  the  fetus  and  the  parturient  canal 
does  not  always  cause  failure  of  the  effort  of  labor  at  term,  but 
dystocia  invariably  results.  The  large  size  of  the  postmature 
fetus,  which  caused  excessive  dilatation  of  the  uterus  and  con- 
sequently loss  of  contractive  force,  was  the  most  direct  cause  of 
the  missed  labor.  At  term  there  was  present  a  greatly  dimin- 
ished uterine  expulsive  force  opposed  to  an  increased  resistance 
from  fetus  and  parturient  canal,  and  an  unsuccessful  labor  re- 
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suited.  This  effort  was  followed  by  a  period  of  recuperation  in 
which  continued  maternal  and  fetal  physiological  function  was 
perfect.  The  time  came  when  Nature  made  another  effort  to 
deliver,  which  was  January  11th. 

As  regards  unusual  development  of  the  fetus,  Cazeaux  and 
"Tarnier  write:  '"The  weight  and  length  of  neonati  have  been 
wonderfully  exaggerated  in  many  cases.  Thus  some  are  re- 
'Cordsd  of  a  yard  or  mare  in  length,  and  others  that  weighed 
eighteen,  twenty,  twenty-four,  and  even  thirty  pounds.  Their 
statements  must  certainly  be  great  exaggerations,  for  the  most 
voluminous  of  three  thousand  neonati  under  my  charge,  either 
in  the  Hotel-Dieu  or  at  La  Clinique,  weighed  ten  pounds,  and 
it  was  an  enormous  one.  Mine.  Lachapelle  states  that  of  four 
thousand  at  La  Alaternite,  only  one  weighed  twelve  pounds." 

There  are  quite  a  number  of  cases  on  record  reputed  as  weigh- 
ing above  twelve  pounds.  Prof.  Parvin  mentions  several  such 
cases,  aud  Prof.  Harris  that  of  the  Nova  Scotia  giantess  weigh- 
ing twenty-three  pounds.  She  was  a  woman  seven  feet  nine 
inches  in  height,  with  a  husband  seven  feet  seven  inches  in 
height.  The  report  states  that  the  fetus  was  thirty-nine  inches 
in  length— a  forty-two  plus  per  cent  average  of  length  of  fetus 
compared  to  the  average  ninety-two  inches  of  length  of  the 
parents,  an  unusually  large  average  for  the  fetus. 
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(With  fourteen  illustrations.) 


Papilloma,  or  more  commonly  called  superficial  papilloma  of 
the  ovary,  consists  of  a  growth  from  the  surface  of  the  ovary 
having  a  cauliflower  appearance.  The  growths  are  generally  of 
a  lobulated  character  and  spring  from  the  surface  of  the  organ, 
either  by  long  or  short  pedicles  or  by  broad  bases.  The  papil- 
lary masses  may  be  confined  to  but  a  small  portion  of  the  ovary, 

1  Kead  before  the  New  York  Pathological  Society,  February  6th,  1894. 
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or  they  may  be  so  numerous  or  extensive  as  to  completely 
enclose  the  organ.  The  ovary  may  be  normal  in  structure  or 
show  various  degenerations. 

The  papillomatous  mass  consists  of  a  stroma  which  is  covered 
by  a  single  layer  of  epithelial  cells.  The  former,  in  the  older 
portions  of  the  new  growth,  is  composed  of  rather  dense  con- 
nective tissue  poor  in  cells  ;  in  the  younger  portions  it  is  looser 
in  character  and  richer  in  cells.  Sometimes  it  is  myxomatous 
in  structure.  In  the  older  portions  the  blood  vessels  have  well- 
formed  walls  ;  in  the  younger  the  walls  of  the  vessels  are  thin. 
The  stroma  may  contain  numerous  psammomatous  bodies. 

The  epithelium  covering  the  stroma  is,  as  a  rule,  cylindrical  ; 
it  may  be  cuboidal,  and  sometimes  it  is  ciliated.  It  is  continu- 
ous with  the  germ  epithelium  covering  the  surface  of  the  ovary, 
and  it  is  now  believed  that  it  is  from  this  epithelium  that  most 
of  these  tumors  arise. 

Papilloma  of  the  ovary  has  been  considered  a  rare  form  of 
the  tumor.  J.  Whitridge  Williams,1  in  his  exhaustive  review  of 
the  literature  of  the  subject,  found  only  twenty-one  recorded 
cases.  He  reported  five  cases,  making  a  total  of  twenty-six 
cases.  Since  the  publication  of  his  paper  the  following  cases 
have  been  reported:  Green,2  one  case;  McLean,3  one  case; 
Beadles,4  one  case.  These  three  cases,  with  the  six  I  now  pre- 
sent,  make  a  total  of  thirty-five  reported  cases. 

Papillomatous  cysts  of  the  ovary  are  tumors  which  are  char- 
acterized by  the  growth  of 'papillary  masses  from  the  inner  sur- 
face of  the  cyst  wall.  These  masses  vary  in  size  from  that  of  a 
pinhead  to  that  of  an  orange.  At  times  their  size  and  number 
may  be  so  great  as  to  completely  fill  the  cavity  of  the  cyst. 
They  arise,  as  in  papilloma  of  the  ovary,  either  by  slender  pedi- 
cles or  by  broad  bases,  from  the  interior  of  the  cyst  wall.  Their 
growth  may  be  so  rapid  as  to  cause  a  rupture  of  the  thin  cyst 
wall,  and  they  then  appear  on  its  outer  surface. 

The  fluid  contents  of  these  cysts  is  generally  of  a  light-yellow 
color,  of  a  watery  consistence,  alkaline  in  reaction,  and  it  re- 
sponds to  the  tests  for  albumin.  At  times  the  fluid  may  be 
gelatinous  in  character  and  of  a  dark  color. 

1  Johns  Hopkins  Hospital  Reports,  iii.,  1893. 

-  Boston  Medical  and^Surgical  Journal,  February  11th,  1892. 

3  American  Journal  of  Obstetrics,  xxv.,  1892. 

4  London  Lancet,  1893,  p.  957. 
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The  microscopic  appearance  of  the  cyst  wall  varies  with  the- 
size  of  the  cyst.  In  the  smaller  cysts  traces  of  ovarian  tissue 
may  be  found,  while  in  the  larger  ones  the  wall  is  composed  of 
dense,  laminated  connective  tissue.  As  a  rule  the  cyst  wall  is 
thin.  In  the  smaller  cysts  the  inner  surface  of  the  wall  is  lined 
with  a  single  layer  of  cylindrical  epithelium,  which  may  be  cili- 
ated. In  the  larger  cysts  the  epithelium  is  flat.  The  structure 
of  the  papillary  growths  is  the  same  as  that  of  the  superficial 
papilloma.     Psammomatous  bodies  are  common. 

The  origin  of  these  cysts  has  been  the  subject  of  considerable 
controversy.  They  have  been  credited  to  the  remains  of  the 
Wolffian  body,  found  in  the  hilusof  the  ovary  ;  to  the  epithelium 
of  the  Fallopian  tube;  to  the  Graafian  follicle,  etc.  Want  of 
time  will  not  permit  me  to  review  these  different  theories,  but  I 
will  quote  the  conclusions  of  Williams,1  who  has  thoroughly 
reviewed  the  literature  and  added  the  results  of  his  own  investi- 
gations. These  growths  are  derived  from  the  Graafian  follicle, 
or  germ  epithelium  ;  their  origin  from  the  relics  of  the  Wolffian 
body,  or  tubal  epithelium,  while  possible,  has  yet  to  be  proven. 

While  a  large  proportion  of  the  papillomata  and  papillomatous 
cysts  are  of  a  benign  character,  many  become  carcinomatous. 
Pfannenstiel,2  as  the  results  of  his  examination  of  these  tumors, 
makes  the  following  groups  : 

1.  Retention  cysts  with  papillary  proliferations. 

2.  Papillary  adenoma. 

3.  Papillary  adeno-carcinoma. 

4.  Papillary  adeno-sarcoma. 

The  tumors  of  group  one  are  benign  and  originate  in  the  fol- 
licular cysts  of  ovary  or  are  cysts  of  the  parovarium.  They 
grow  slowly,  do  not  produce  metastasis,  and  do  not  return  after 
removal.  The  three  remaining  groups  he  considers  as  epithe- 
lial neoplasms,  the  connective-tissue  elements  being  secondary. 
When  the  development  of  the  epithelium  is  on  the  type  of  that 
of  a  gland  it  gives  origin  to  the  papillary  adenoma.  When  the 
development  of  the  epithelium  is  atypic  it  gives  origin  to  the 
papillary  adeno-carcinoma. 

He  also  subdivides  the  papillary  adenomata  into  (a)  adenoma 
papillare  pseudomucosum,  the  epithelium  of  which  produces  a. 
viscid  secretion ;  (b)  adenoma  papillare  simplex,  the   most  fre^ 

1  Johns  Hopkins  Hospital  Reports,  iii.,  1893,  p,  44. 

2  Centralbl.  f.  Gyn.,  1893,  p.  577. 
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quent  form,  the  epithelium  of  which  produces  a  watery  fluid. 
These  two  forms  do  not  produce  metastasis  through  the  blood 
and  lymph  vessels,  consequently  he  does  not  consider  them  ma- 
lignant. 

The  papillary  adeno-carcinoma  is  exceedingly  malignant,  grows 


Fig.  1,  Cask  1.— External  view  of  cyst.    A,  Fallopian  tube;    B,  ovary  with  papillary 
growth  on  its  surface. 

rapidly,  and  forms  metastasis  through  the  blood  and  lymph  ves- 
sels. 

Of  the  papillary  adeno-sarcoma  he  saw  but  one  case. 

Metastasis  from  papilloma  commonly  occurs  in  the  peritoneal 
cavity  by  the  transplantation  of  bits  detached  from  the  primary 
tumor,  which  become  engrafted  on  the  surface  of  the  perito- 
neum or  upon  some  of  the  organs  (Fig.  10).     These  transplanted 

54 
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bits  proliferate  and  form  new  growths  similar  to  the  primary 
one.  Metastatic  growths  in  the  peritoneal  cavity  may  develop 
either  before  or  after  the  removal  of  the  primary  tumor.  In 
the  latter  cases  they  are  probably  due  to  bits  of  the  tumor  being 
broken  off  at  the  time  of  the  operation  and  allowed,  by  accident, 
to  remain   in   the   peritoneal  cavity.     Metastasis   through  the 


Fig.  2,  Case  1.— Section  through  the  cyst,  showing  its  internal  surface.    A,  main  cyst ; 
B,  small  cyst ;  C,  remains  of  ovary. 


blood  or  lymph  vessels  may  develop  in  any  of  the  organs  and 
the  new  growths  have  the  same  structure  as  the  primary  one. 

Recurrence  at  or  near  the  site  of  the  primary  tumor  may  take 
place,  the  recurrent  growth  being  of  the  same  nature  as  the  pri- 
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mary  one.  Malcolm  '  reports  a  case  of  recurrence  fifteen  years 
after  the  removal  of  a  papillomatous  cyst.  I  have  reported  a 
case  of  recurrence  nine  months  after  the  removal  of  a  papillo- 
matous cyst  of  the  ovary.2 

DESCRIPTION    OF    SPECIMENS    PRESENTED. 

Case  I.  Papilloma  of  the  right  ovary  •  papillomatous  cyst 


Fig.  3,  Case  1.— External  view  of  the  left  ovary.    A,  Fallopian  tube. 

of  the  left  ovary. — I  am  indebted  to  Dr.  George  M.  Tuttle  for 
these  specimens.  They  were  removed  from  a  married  woman 
asred  30.  She  has  had  two  children  and  no  miscarriages.  Men- 
struation   has  always  been  normal.     Four  months  previous  to 

1  Transactions  of  the  London   Obstetrical   Society,  review  in   New   York 
Journal  of  Obstetrics  and  Gynecology,  iii.,  1893,  p.  911. 

!  Transactions  of  the  New  York  Obstetrical  Society,  1893-1894,  p.  175. 
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the  operation  she  noticed  a  tumor  in  the  left  iliac  region.  She 
had  considerable  pain  and  lost  flesh  and  strength.  At  the  time 
of  the  operation  the  abdominal  cavity  contained  a  small  amount 
of  clear  serous  fluid.  On  the  left  side  of  the  uterus  there  was 
found  a  large  papillomatous  cyst,  on  the  right  a  papilloma  of 
the  ovary. 

The  left  ovary  (Fig.  1)  is  reduced  to  a  thin-walled  cyst,  oval 


Fig.  4,  Case  1. — Section  through  the  left  ovary.    A,  Fallopian  tube  ;  B,  cystic  ovary. 


in  shape,  to  the  upper  surface  of  which  is  attached  a  slightly  en- 
larged Fallopian  tube.  Projecting  from  the  upper  and  anterior 
surface  of  the  cyst  and  extending  to  the  tube  there  isalobulated 
mass  of  papilloma,  measuring  nine  and  a  half  centimetres  in 
iength,  seven  centimetres  in  width,  and  projecting  five  and  a 
half  centimetres  above  the  surface.  On  the  posterior  surface 
there  are  a  few  small,  isolated  masses  of  papilloma.     The  Fal- 
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lopian  tube  is  enlarged,  its  fimbriated  end  being  occluded  and 
rounded  off. 

Section  through  the  cyst  (Fig.   2)  shows  a  small  portion  of 
ovarian  tissue  at  the  upper  part,  containing  a  few  small  cysts. 


Fig.  5,  Case  2.—  Surface  of  the  ovary  and  cyst,    A,  papillomatous  cyst ;  B,  papilloma  of 
the  ovary. 

The  remainder  of  the  cyst  wall  is  thin.  The  entire  inner  sur- 
face of  the  cyst  is  studded  with  papillary  masses  varying  in  size 
from  that  of  a  pinhead  to  that  of  a  cherry.     On  the  surface  of 
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the  remains  of  the  ovary  there  is  a  papillomatous  mass  ;  at  its 
external  end  there  is  a  small  cyst  containing  small  papillo- 
matous masses. 

The  rio-ht  ovary  (Fig.  3)  consists  of  an  irregular-shaped,  lobu- 


Fig.  6,  Case  2.— Section  through  the  ovary  and  cyst.    A,  papillomatous  mass  in  the 
interior  of  the  cyst  ;  B,  degenerated  ovary. 

lated  mass  of  papillary  growths.  The  mass  measures  eight 
centimetres  in  length  and  six  centimetres  in  width.  The  en- 
larged Fallopian  tube  is  attached  to  the  mass  by  an  elongated 
and  thickened  mesosalpinx.  The  fimbriated  end  of  the  tube  is 
occluded  and  rounded  off. 
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Section  through  the  mass  (Fig.  4)  shows  an  irregular-shaped 
ovary,  containing  a  few  small  cysts,  almost  entirely  embedded  in 
a,  papillary  mass. 

Case  II.   Papilloma  and  papillomatous  cyst   of   the   right 


Fig.  7,  Case  2.— Surface  of  the  papillomatous  ovary.    A,  papillomatous  mass  with  long 
pedicle. 

ovary  j  papilloma  of  the  left  ovary.— These  specimens  were 
removed  from  an  unmarried  woman,  aged  23,  who  entered  the 
service  of   Dr.  Clement  Cleveland   in  the  Woman's  Hospital. 
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Ten  months  previous  to  her  admission  she  noticed  that  her  abdo- 
men was  enlarging.  This  continued,  and  six  months  later  three 
gallons  of  a  light-colored  fluid  were  removed  by  tapping.  At 
the  time  of  the  operation  two  and  a  half  gallons  of  a  similar 
fluid  were  removed. 

The  right  ovary  (Fig.  5)  consists  of  an  oval-shaped  cyst,  mea- 
suring seven  by  five  centimetres,  from  one  end  of  which,  there 
projects  an  irregular-shaped,  lobulated  mass  of  papillary  growth 
measuring  ten  by  six  centimetres.     Longitudinal  section  (Fig.  6) 


Fig.  8,  Case  2.— Section  through  the  left  ovary.    A,  Fallopian  tube  ;  B,  ovary. 

through  cyst  and  papillary  mass  shows  that  the  cyst  grows  from 
the  end  of  the  ovary.  It  is  thin-walled  and  has  a  lobulated 
papillary  mass,  four  by  two  and  a  half  centimetres,  projecting 
from  its  inner  surface.  This  mass  is  continuous  with  a  papillary 
mass  on  the  external  surface.  What  remains  of  the  ovary  is  of  a 
triangular  shape,  measuring  one  and  a  quarter  by  four  and  a  half 
centimetres,  and  its  upper  surface  is  covered  with  papillary  out- 
growths. The  papillary  mass  growing  from  the  surface  of  the 
ovary  is  composed  of  three  distinct  lobes,  each  of  which  is  connect- 
ed with  the  surface  of  the  organ  by  a  distinct  fibrous  pedicle. 
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The  left  ovary  (Fig.  7)  is  an  irregular-shaped  mass,  measuring 
eleven  by  eight  and  a  half  centimetres,  made  up  of  several  lobes, 
one  of  which  is  attached  to  the  surface  of  the  ovary  by  a  long, 
slender  pedicle.  Section  through  the  mass  (Fig.  8)  shows  in  its 
central  portion  an  oval-shaped  ovary,  five  by  three  centimetres, 
containing  several  small  cysts.  The  enlarged  Fallopian  tube  is 
adherent  to  the  upper  surface  of  the  ovary. 


Fig.  9,  Case  3.  -Portion  of  the  omentum,  showing  secondary  papillomatous  masses  at  A. 

Case  III.  Papillomatous  cyst  of  the  ovary;  metastatic 
growths  in  the  omentum. — For  these  specimens  I  am  indebted  to 
Dr.  George  M.  Tuttle.  They  were  removed  from  a  woman  52 
years  of  age.  Eight  months  previous  to  the  operation  she 
noticed  an  enlargement  of  the  abdomen,  edema  of  the  legs,  and 
had  frequent  and  painful  micturition.  On  her  admission  to  the 
hospital  a  tumor  of  the  abdominal  cavity  was  found  which 
extended  above  the  umbilicus.  The  inguinal  glands  were  en- 
larged.    The  uterus  was  small  and  separate  from  the  tumor.    At 
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the  time  of  the  operation  a  moderate  amount  of  clear  serum 
was  found  in  the  peritoneal  cavity. 

The  specimen  consists  of  a  series  of  thin-walled  cysts  forming 
an  irregular-shaped  mass,  which  was  attached  to  the  right  horn 
of  the  uterus  by  a  long  pedicle  made  up  of  the  Fallopian  tube 
and  ovarian  ligament.  The  former  can  be  traced  to  the  upper 
surface  of  the  cystic  mass,  where  it  becomes  lost.  The  largest 
cyst  of  the  collection  is  spherical  in  shape,  measuring  thirteen 
centimetres  in  diameter ;  the  smallest  cyst  is  oval  in  shape,  mea- 


Fih.  10,  Case  3— Photomicrograph  of  a  portion  of  a  trabecula  of  the  omentum, 
showing:  papillary  outgrowth.  A,  portion  of  trabecula  infiltrated  with  small  round  cells  ; 
B,  papillary  outgrowth  ;  C,  sections  of  papillary  outgrowths  attached  to  adjacent  tra- 
beculae.    Magnified  about  one  hundred  diameters. 


suring  two  by  two  and  three-quarter  centimetres  in  its  diame- 
ters. Between  these  two  extremes  there  are  several  cysts  of 
various  sizes  and  shapes.  All  of  the  cysts  contain  papillary 
masses,  the  smaller  ones  being  completely  tilled  with  them.  On 
the  anterior  surface  of  the  cystic  mass,  exterior  to  the  attach- 
ment of  the  pedicle,  there  is  an  irregular,  ovoid-shaped  mass  of 
papillary  outgrowths  measuring  sixteen  by  six  and  a  half  centi- 
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metres.  Section  through  the  mass  does  not  show  any  traces  of 
the  ovary. 

A  portion  of  the  omentum  removed  at  the  time  of  the  opera- 
tion (Fig.  9)  shows  a  small  nodule  of  metastatic  growth. 

Microscopic  examination  of  this  specimen  shows  the  trabeculse 
much  thickened  and  infiltrated  with  small  round  cells,  with  a 
large  number  of  microscopic  papillary  outgrowths  scattered  over 
their  surfaces  (Fig.  10).  Alany  of  these  outgrowths  consist  of  a 
small  collection  of  epithelial  cells,  in  which  no  evidences    of 
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Fig.  11,  Case  3.— Photomicrograph  of  a  trabecula  of  the  omentum,  showing  a  papillary 
outgrowth  consisting  of  epithelial  cells.    A.  papillary  growth  ;  B.  psammomatous  bodies. 

stroma  can  be  detected,  and  in  which  there  are  numerous  psam- 
momatous bodies  (Fig.  11).  This  specimen  is  an  example  of  an 
early  stage  of  metastasis  by  transplantation. 

Case  IV.  Cystic  papilloma  of  the  omentum  secondary  to 
papilloma  of 'the  ovaries.— -This  specimen  was  removed  from  a 
woman,  31  years  of  age,  who  was  admitted  to  the  service  of  Dr. 
Clement  Cleveland  in  the  Woman's  Hospital.  Six  months  pre- 
vious to  her  admission  she  noticed  an  enlargement  of  the  abdo- 
men, which  was  found  to  be  due  to  an  accumulation   of  ascitic 
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fluid.  Laparatomy  was  performed,  and  both  ovaries  and  tubes 
were  found  to  be  converted  into  papillomatous  masses;  they 
were  so  firmly  adherent  to  the  pelvic  walls  and  organs  that  they 
could  not  be  removed.     The  omentum   was  found  adherent  to 


Fig.  12,  Case  4.— Cystic  papilloma  of  the  omentum. 

the  fundus  of  the  uterus  and  the  papillomatous  masses  on  each 
side.  A  portion  was  removed,  which  is  the  specimen  I  present 
(Fig.  12).  The  lower  portion  of  the  omentum  is  a  mass  of  thin- 
walled  cysts,  between  which  there  are  small  papillary  out- 
growths.    These  cysts  diminish  in  size  and  number  as  the  upper 
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portion  of  the  specimen  is  approached,  until  a  point  is  reached 
where  the  omentum  shows  only  a  chronic  inflammation. 

Microscopic  examination  shows  the  trabeculse  thickened  and 
infiltrated  with  small  round  cells,  the  endothelium  of  the  surface 
being  swollen.  The  cystic  portion  shows  a  collection  of  cysts  of 
various  sizes.  Those  that  project  from  the  surface  are  thin- 
walled,  the  internal  surface  being  lined  with  low  cylindrical 
epithelium,  and  they  contain  but  few  papillary  masses.  Those 
situated  deeper  in  the  substance  of  the  omentum  are  smaller 


Fig.  13,    Case  4.— Photomicrograph  of  the  cystic  portion  of  the  omentum.     A,  cysts 
filled  with  papillary  masses  ;  B,  secondary  cysts  in  papillary  masses. 

in  size;  their  walls  are  somewhat  thicker,  being  composed 
of  laminated  connective  tissue  rather  rich  in  cells.  They  are 
almost  completely  filled  with  papillary  ingrowths  from  the  cyst 
wall  (Fig.  13).  The  stroma  of  the  papillary  masses  is  mostly 
myxomatous  tissue  and  the  surface  epithelium  low  cylindrical. 
In  many  of  the  masses  the  stroma  has  softened,  forming  sec- 
ondary cysts,  the  walls  of  many  being  but  a  single  layer  of  epi- 
thelial cells. 

Case  V.   Papilloma  and  papillomatous  cysts  of  the  ovary. — 
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This  specimen  was  removed  from  a  woman  who  entered  the 
Woman's  Hospital  and  was  operated  npon  by  Dr.  Outerbridge. 
She  was  26  years  of  age,  married,  and  never  has  been  pregnant. 
Two  years  previous  to  her  admission  to  the  hospital  she  began 
to  "  bloat"  and  her  feet  and  legs  to  swell. 

The  specimen  (Fig.  14)  is  composed  of  four  oval-shaped  cysts 
grouped  around  a  central  dense  mass.     The  largest  cyst  measures 


Fig.  14,  Cask  5.—  Multilocular  papillomatous  cyst. 

ten  and  a  half  by  eight  centimetres  ;  the  next  in  size,  nine  by  six 
centimetres  ;  the  next,  eight  by  four  and  a  half  centimetres ;  the 
smallest,  six  by  four  and  a  half  centimetres;  and  upon  section  it 
is  found  to  be  multilocular,  being  made  up  of  two  large  and  two 
small  cysts.  All  of  the  cysts  have  small  papillary  masses  dis- 
tributed over  their  internal  surfaces.  From  the  upper  portion 
of  the  central  core  of  the  tumor  there  projects  an  irregular 
papillary  outgrowth,  also  a  smaller  one  from  the  under  surface. 
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Case  VI.  Papillomatous  cysts  of  the  ovary.— For  this  speci- 
men I  am  indebted  to  Dr.  F.  H.  Markoe.  It  is  a  multilocular 
cystic  mass,  measuring  twelve  by  ten  centimetres.  There  are 
three  principal  cysts  with  thin  walls,  and  a  number  of  smaller 
cysts.  The  internal  surfaces  of  all  the  cysts  are  covered  with 
small  collections  of  papillary  growths,  while  their  external  have 
larger  masses  scattered  over  them. 

215  West  70th  street. 


AN  OPERATION  FOR  THE  RESTORATION  OF  THE  SPHINCTER 

ANI.' 


ROBERT  G.  Le  CONTE,  M.D.. 
Surgeon  to  the  Methodist  Episcopal  Hospital  ;  Assistant  Surgeon  to  the  Gynecean  Hospi- 
tal ;  Surgeon  to  the  Out-Patient  Departments  of  the  Pennsylvania  and 
Children's  Hospitals,  Philadelphia.  Pa. 


(With  four  illustrations.) 


I  desire  to  present  for  your  consideration  this  evening  an 
operation  for  the  restoration  of  the  sphincter  ani  in  complete  tears 
of  the  perineum.  The  two  steps  differing  from  the  usual  opera- 
tions are  the  stretching  of  the  sphincter  muscle  so  that  it  may  be 
paralyzed  for  a  few  days,  and  the  uniting  of  the  ends  of  the  muscle 
with  the  tendon  suture.  It  was  suggested  to  my  mind  by  seeing 
the  sphincter  sutures  in  an  Emmet  operation  tear  their  way  out 
and  a  failure  result.  The  cause  of  these  stitches  tearing  out 
seemed  to  me  to  be  due  to  the  muscular  contraction  exerted 
by  the  sphincter,  together  with  the  fact  that  in  an  end-to  end 
suturing  of  muscle  the  stitch  is  only  held  by  the  loose  connective 
tissue  that  binds  the  little  bundles  of  muscle  fibre  together.  If 
this  be  true  I  would  suggest  as  a  mode  of  uniting  the  sphincter 
the  same  stitch  that  is  used  in  the  suturing  of  tendons,  based  upon 
the  same  reasoning. 

A  muscle  is  made  up  of    small  bundles  of  fibres  glued  to- 
gether by  soft  connective  tissue,  and  the  only  hold  a  stitch  has, 
when  passed  through  the  ends  and  tied,  is  this  tissue  that  binds 
the  fasciculi  together,  and  the  suture  is  apt  to  tear  out  from  any 
1  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Philadel- 
phia. 
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slight  tension  on  the  part.  In  the  tendon  suture  the  needle  is 
passed  through  the  side  of  the  muscle  and  the  thread  tied,  so 
that  the  knot  contains  a  small  bundle  of  muscle  fibres  in  its  loop, 
and  an}'  tension  that  is  placed  upon  it  will  be  at  a  right  angle  to 
the  force  exerted  by  the  muscle,  instead  of  in  the  same  line. 

I  can  probably  best  describe  what  I  mean  by  going  through 
the  different  steps  of  an  operation.  The  surface  to  form  the  new 
perineum  is  freshened  and  denuded  in  the  usual  manner,  in  shape 
something  like  this  (Fig.  1).  The  stitches  to  sew  up  the  lacera- 
tion in  the  rectum  are  passed  from  below  upward,  so  that  when 
tied  the  knots  will  come  in  the  lumen  of  the  gut.  The  sphinc- 
ter is  now  well  stretched  until  the  mucous  membrane  at  the  mar- 


FlG.  1. 


gin  of  the  anus  breaks  into  little  fissures.  A  good  way  of  doing 
this  is  to  place  both  index  fingers  in  the  anus  and  grasp  the 
sphincter  with  the  thumbs  outside,  then  make  traction  by  rais- 
ing the  elbows  and  rotating  the  thumbs  away  from  each  other. 
This  stretches  the  muscle  in  a  circular  manner  (if  I  may  so  ex- 
press it)  and  prevents  any  undue  strain  coming  on  the  rectal 
sutures.  The  sphincter,  of  course,  may  be  stretched  before  the 
rectal  sutures  are  tied,  but  to  my  mind  any  force  that  would  be 
strong  enough  to  tear  out  these  stitches  would  also  be  sufficiently 
violent  to  increase  the  laceration  of  the  rectum  upward.  The 
sphincter  having  been  stretched,  the  two  ends  of  the  torn  mus- 
cle are  hooked  up  from  their  dimple-like  depression  with  a  tena- 
culum and  pulled  into  view.     To  be  certain  the  muscle  is  caught 
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the  sphincter  is  grasped  below,  and  when  traction  is  made  with 
the  tenaculum  the  muscle  will  be  felt  to  move  beneath  the  fin- 
ger. The  ends  of  the  muscle  are  freshened  either  by  cutting 
off  a  small  portion  with  the  scissors  or  by  fraying  the  ends  well 


Fig.  2. 


Fig.  3. 


with  the  pointof  a  knife.  Two  medium-sized  catgut  sutures  are 
passed  through  the  side  of  the  muscle  opposite  to  each  other  and 
tied,  and  the  ends  left  long  (Fig.  2).     Two  similar  stitches  are 


passed  on^the  other  end  of  the  sphincter,  and  the  muscle  is 
brought  together  by  tying  the  long  end  of  the  sutures  at  one 
end  to  those  of  the  opposite  end  (Fig.  3). 

The  'rest   of   the   operation  is  completed  in    the  usual   way, 
beginning  at  the   highest  point  in  the  vagina  and    making  the 
55 
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sutures  curve  downward  and  forward  to  the  rectum.  The  skin 
sutures  are  passed  directly  backward,  with  the  exception  of  the 
last  one,  which  is  passed  through  the  sphincter  and  curved  up- 
ward so  as  to  anchor  the  muscle  in  its  proper  place  (Fig.  4). 

Dr.  Baldy  used  this  method  on  his  last  case  at  the  Gynecean 
Hospital.  It  was  one  of  eight  years'  standing,  and  the  patient 
had  been  twice  previously  operated  upon  by  surgeons  outside, 
with  unsuccessful  result.  The  suturing  materials  used  were 
catgut  for  the  laceration  in  the  bowel  and  sphincter,  and  silk- 
worm gut  for  the  vagina  and  skin  surface.  The  silkworm 
stitches  were  removed  on  the  eighth  day  and  the  wound  found 
well  healed,  with  perfect  control  of  the  bowels. 

The  advantages  of  the  operation  seem  to  me  to  be  these  : 
By  suturing  the  muscle  in  the  above  manner  the  stitches  cannot 
cut  their  way  out  ;  and,  secondly,  by  stretching  the  sphincter 
you  give  it  absolute  rest  until  union  has  taken  place,  and  at  the 
same  time  have  a  comparatively  large  opening  to  the  bowel  for 
the  escape  of  feces. 

INFLUENZA  COMPLICATING  THE  PUERPERIUM. 

A   STUDY   BASED   ON   A   SERIES   OP   SIXTEEN   CASES. 


R.  ABRAHAMS,   M.D., 

District  Paysiciin  to  Mount  Sinai  Hospital  ;  Attending-  Physician  to  Mount  Sinai  Hospital 

Dispensary,  New  York  City. 


As  a  small  contribution  to  the  vast  literature  of  influenza,  I 
desire  to  offer  a  few  clinical  observations  on  the  disease  as  it 
affects  the  puerperal  state.  I  may  preface  my  remarks  by  say- 
ing that  I  lay  no  claim  to  the  discovery  of  a  clinical  entity. 
My  object  is  simply  to  record  an  experience  which  has  cost  me 
many  a  sleepless  night,  and  hope  that  others  may  profit  by  it. 

The  susceptibility  of  the  lying-in  woman  to  infectious  dis- 
eases is  a  time-honored  proverb  in  medicine.  It  is  a  tradition 
well  sustained  by  clinical  testimony.  Few  there  are  indeed 
who  would  go  from  a  case  of  scarlet  fever,  for  instance,  to  a 
labor  case  without  the  least  compunction. 

Reasoning  by  analogy,  one  would  expect  to  see  an  appalling 
epidemic  of  puerperal  fever  during  an  epidemic  of  influenza — a 
disease,   by-the-bye,  which  spreads  with  lightning  rapidity,   in- 
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vading  almost  simultaneously  widely  distant  continents,  attack- 
ing alike  the  young  and  the  old,  the  feeble  and  the  robust,  him 
who  lives  in  a  palace  and  the  one  that  breathes  the  vitiated  air  of 
a  lodging  house.  Facts,  however,  show  that  the  character  of  the 
infection  of  la  grippe  differs  from  that  of  all  other  known  in- 
fectious diseases — at  least  as  far  as  the  relation  of  the  infection 
to  the  puerperal  state  is  concerned.  My  observations  on  this 
subject  lead  me  to  state  positively  that  the  woman  in  her 
accouchement  is  no  more  susceptible  to  la  grippe  than  her  proud 
husband ;  whereas,  on  the  other  hand,  once  her  normal  bed  is 
invaded  by  that  winged  demon,  and  her  accouchement  is  pretty 
badly  disturbed.  The  physician  in  charge  is  perhaps  the  most 
interested  person  in  the  changed  condition  of  his  patient.  Here 
is  a  case  of  labor  which  began  and  ended  without  the  slightest 
meddlesomeness,  attended  to  with  the  utmost  antiseptic  precau- 
tions, and,  in  spite  of  all  that,  the  woman  almost  immediately 
after  delivery  gets  a  chill,  a  rise  of  temperature,  dry  and  coated 
tongue,  rapid  pulse,  pains  in  the  limbs,  and  a  violent  headache. 
On  careful  examination  absolutely  nothing  is  found  in  or  about 
her  to  point  toward  sepsis.  I  have  observed  this  clinical  picture 
in  the  lying-in  state  in  my  own  and  in  the  practice  of  my  bro- 
thers and  sisters  (midwives)  during  the  recent  appearance  of 
influenza.  It  is  a  picture  that  made  an  iudelible  impression  on 
my  mind ;  for,  as  I  never  witnessed  the  least  disturbance  in  all 
my  labor  cases,  which  I  managed  personally  from  beginning  to 
end,  the  upheaval  that  influenza  produced  in  my  first  case  struck 
considerable  terror  to  my  heart. 

My  paper  would  be  made  needlessly  long  by  describing  cases 
in  detail.  I  shall  therefore  limit  myself  to  a  general  consider- 
ation of  the  subject. 

The  initial  symptom  in  all  cases  was  a  chill.  As  in  puer- 
peral sepsis,  the  patient  abruptly  passed  from  a  condition  of 
health  and  comfort  to  that  of  a  serious  illness.  The  duration  of 
the  chill  was  about  an  hour,  although  a  feeling  of  hot  and  cold 
never  left  the  woman  until  convalescence  set  in.  I  observed  this 
symptom  ushered  in  right  after  delivery,  as  well  as  a  day  or  two 
later.  The  former  mode  was  especially  characteristic  in  cases 
which  suffered  from  a  mild  grippe  shortly  before  labor,  and,  if  it 
were  not  for  the  high  temperature  that  followed  its  wake,  it  could 
easily  be  mistaken  for  the  shivering  often  proceeding  from  the 
emptying  of  the  uterus.     Next  came  a  high  temperature — 104°, 
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105°,  or  106°  F.  The  peculiarity  of  the  temperature  was  that  it 
hardly  varied,  remaining  the  same  during  the  twenty-four  hours. 
Coincident  with  the  febrile  movement,  lassitude,  pain  in  the 
limbs  and  back,  severe  headache,  and  soreness  in  the  throat  ap- 
peared in  rapid  succession.  In  a  good  many  instances  the  eyes 
were  glistening,  with  the  conjunctivae  injected.  Some  of  the 
patients  yawned,  holding  the  jaws  wide  apart  and  letting  out 
a  long-drawn-out  yawn,  as  if  they  suffered  from  some  marked 
prostration.  Before  long  the  affection  shaped  itself  into  one  of 
its  classical  forms — viz.,  catarrhal,  pulmonary,  typhoid,  or  ab- 
dominal. I  noticed  the  cardiac  type  in  two  cases  ;  the  heart 
was  rapid  and  feeble,  the  apex  beat  intermittent.  Most  of  the 
cases,  however,  were  of  the  pulmonary  type,  the  lesion  being 
bronchitis,  broncho-pneumonia,  or  lobar  pneumonia.  The  course 
that  this  type  ran  was  of  unusual  severity,  but  of  much  shorter 
duration.  The  defervescence  in  lobar  pneumonia  set  in  about 
the  fourth  day.  The  most  puzzling  and  at  the  same  time  the 
most  ^threatening  of  all  were  the  typhoid  and  abdominal  types. 
The  typhoid  form  resembled  in  some  of  its  aspects  an  over- 
whelming general  septicemia — high  temperature  ;  pulse  rapid, 
feeble,  and  irregular;  restlessness,  and  at  times  active  delirium  ; 
dry  and  fissured  tongue;  rapid  respiration,  but  no  tenderness 
over  the  abdomen,  no  tympanites,  no  severe  gastro-intestinal 
disturbances.  By  the  abdominal  type  I  mean  a  form  of  influ- 
enza which  is  characterized  by  severe  intestinal  colic,  consti- 
pation, and  tenderness  over  the  abdomen.  I  observed,  and  I 
believe  the  observation  is  public  property,  this  excruciating 
form  of  grippe  in  non-puerperal  patients,  as  in  men,  for  example. 
In  the  puerperal  woman,  however,  this  type  of  influenza  is,  in 
the  parlance  of  the  college  boys,  a  "  sticker."  One  is  apt,  with 
the  array  of  symptoms  before  him,  to  think  of  a  commencing 
pelvic  inflammation.  Time,  and  a  short  time  as  to  that,  how- 
ever, allays  the  apprehension.  In  a  few  days  the  patient  is 
herself  again  and  the  accoucheur  counts  himself  in  good  luck. 

The  following  points  have  guided  me  in  arriving  at  a  correct 
diagnosis  in  every  instance  : 

The  uterus  in  every  case  was  normally  contracted  and  of  nor- 
mal size ;  no  tenderness  or  pain  over  it  or  its  appendages, 
either  by  abdominal  palpation  or  vaginal  examination.  The 
lochia,  which  in  the  very  severe  cases  were  somewhat  suppressed, 
yet  in  all  were  of  the  normal  color  and  odor  ;  the  os  was  not 
patulous,  and  tympanites  was  absent. 
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In  addition  to  these  valuable  differential  points,  I  made  it  a 
rule  to  examine  most  carefully  every  patient,  with  a  view  to  the 
detection  of  some  possible  hidden  source  of  infection,  and  in 
each  case  the  result  was  negative. 

The  prognosis,  as  far  as  I  could  judge  from  my  experience,  is 
good.  Not  one  patient  died,  not  one  developed  sequelae.  In 
one  instance  an  urticarial  eruption  appeared,  during  the  course  of 
the  complication,  over  the  abdomen,  which  was  attended  with 
severe  itching,  but  I  was  inclined  to  think  that  that  was  the  re- 
sult of  the  quinine  that  was  given  for  the  temperature. 

No  matter  what  type  the  grippe  assumed,  the  average  duration 
was  not  longer  than  from  four  to  eight  days.  Thereafter  the 
woman  felt  and  looked  as  if  she  fought  hard,  but  had  the  satis- 
faction of  being  the  victor.  My  treatment  is  worth  mentioning 
for  its  negative  character.  The  ice  bag,  the  curette,  the  intra- 
uterine douche  were  conspicuous  by  their  absence ;  the  main 
reliance  was  placed  on  good  nourishment  and  stimulants  when 
indicated. 

156  Clinton  street. 

CLINICAL  NOTES.1 


BY 

BARTON  COOKE  HIRST,  M.D., 
Philadelphia,  Pa. 


(With  eight  illustrations.) 


SERIOUS    INJURIES   TO    THE    PELVIC    STRUCTURES    IN    LABOR,    AND 
THEIR   REPAIR. 

The  history  of  the  young  girl  from  whom  photograph  No.  1 
was  taken  reads  like  a  page  out  of  a  medieval  book  on  obstetrics. 
She  was  illegitimately  pregnant,  and,  to  conceal  her  condition 
from  her  family,  took  refuge  with  a  midwife  in  the  country. 
When  labor  came  on  it  proved  difficult,  and  at  the  end  of  four 
■days  of  hard  labor  pains  no  progress  had  been  made.  The  mid- 
wife then  called  in  a  physician,  who  applied  forceps  and  ex- 
tracted the  child  with  great  violence.  The  girl  came  under  my 
•care  some  four  months  after  her  delivery.     She  presented  a 

1  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
delphia, March  21st.  1895. 
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pitiable  appearance.  Emaciated  to  an  extreme  degree,  exces- 
sively anemic,  too  weak  to  stand  upon  her  feet,  and  unable  to 
walk  a  step,  even  if  her  strength  permitted,  from  complete  para- 
lysis along  the  course  of  the  peroneal  nerve  in  the  right  leg,  it 
seemed  almost  a  pity  she  had  survived  her  labor.  On  exami- 
nation of  the  pelvic  organs  the  following  remarkable  injuries 
were  discovered:     When  the  knees  were  separated  the  vulva 


Fig.  1.— Condition  on  entering  hospital. 


gaped  enough  to  admit  a  clenched  fist.  The  recto-vaginal  sep- 
tum was  torn  through  the  sphincter  and  to  within  an  inch  of 
what  was  left  of  the  womb.  There  was  a  transverse  tear  in  the 
base  of  the  bladder  into  which  three  fingers  could  be  inserted. 
Below  this  was  a  mass  of  cicatricial  tissue  about  an  inch  wide,  in 
the  lower  or  outer  edge  of  which  the  lower  third  of  the  urethra 
ended  as  a  blind  pouch.    There  was  no  trace  of  a  vaginal  cervix. 
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It  had  either  been  pulled  off  in  labor  or  had  sloughed  off  after- 
ward. On  both  sides  of  the  uterus  there  were  deep  pits  into 
which  the  finger  could  be  inserted  up  to  its  second  joint.  These 
were  either  abscess  cavities  or  more  likely  deep  tears  into  the 
broad  ligaments  that  had  not  healed  up.  There  was  of  course 
incontinence  of  feces  and  of  urine.  There  had  been  no  men- 
struation since  the  childbirth,  and  the  flow  has  not  yet  returned, 


Fig.  3.— Condition  on  leaving  hospital. 

although  it  is  seven  months  since  the  girl's  delivery,  and  she  is 
now  in  the  best  of  health. 

I  have  operated  on  this  patient  five  times  in  four  months.  At 
the  first  operation  the  transverse  tear  in  the  bladder  was  closed 
with  the  exception  of  an  aperture,  the  size  of  a  lead  pencil,  in 
the  median  line.  Into  this  opening  I  proposed  to  implant  what 
was  left  of  the  urethra.  Bat  four  successive  efforts  to  do  this 
failed,  for  there  was  not  enough  vitality  in  the  tissues  below  the 
band  of  cicatrix  to  insure  union  of  raw  surfaces,  and  I  was 
obliged  to  rest  content  with  what  I  had  secured  by  my  first  ope- 
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ration.  This,  however,  was  satisfactory  enough.  The  girl  can 
hold  her  water  all  night  and  for  four  or  five  hours  during  the 
day.  If  she  rises  suddenly  to  her  feet,  or  is  jolted  or  jarred  in 
any  way,  there  is  a  gush  of  urine.  Otherwise  there  is  perfect 
continence.  I  doubt  if  more  could  have  been  obtained  had  I 
made  for  her  a  new  urethra  or  had  fastened  what  was  left  of 
the  original  canal  in  the  bladder,  for  the  vesical  sphincter  was 


Fig.  3. 

entirely  destroyed  in  the  slough  and  resulting  cicatrix,  an  inch 
broad,  that  separated  bladder  and  urethra. 

The  repair  of  the  recto-vaginal  tear  was  effected  in  a  single 
operation.  It  was  difficult  to  approximate  the  edges  of  the  tear, 
on  account  of  the  cicatricial  rigidity  of  the  vaginal  walls.  This 
difficulty  was  overcome  by  making  deep  incisions  parallel  with 
the  edges  of  the  tear  and  about  an  inch  away  from  them. 
Rectal,  vaginal,  and  perineal  stitches  brought  the  parts  well  to- 
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gether.  I  tried  for  the  first  time  Leopold's  plan  of  a  restricted 
liquid  diet  and  keeping  the  bowels  locked  for  sixteen  days.  On 
removing  the  stitches  the  union  was  found  to  be  perfect.  The 
young  woman,  as  may  be  imagined,  is  now  quite  another  crea- 
ture. She  has  regained  the  use  of  her  right  leg  and  foot  and 
walks  with  a  scarcely  perceptible  limp.  She  has  entire  control 
of  her  bowels  and,  practically,  of  her  bladder.  Her  emaciation 
and  anemia  have  disappeared,  and  she  is  relieved  of  the  horrible 
discomfort  of  a  widely  gaping  vulva  soiled  constantly  with  a 


Fig.  4. 

mixture  of  feces  and  urine,  and,  as  she  expressed  it,  "  burning 
like  fire"  (Fig.  2). 

EPITHELIOMA   VTJLV,£. 

It  seems  to  be  the  impression  among  gynecologists  that  epi- 
thelioma of  the  vulva  is  an  incurable  disease.  In  one  of  the 
cases  about  to  be  reported  the  late  Dr.  Goodell  had  refused  to 
operate,  although  the  condition  was  most  favorable  for  operation, 
and  there  has  been  no  recurrence  now  for  a  year  (Fig.  3).  In 
a  recent  article  in  the  London  Practitioner  (February),  by  D. 
Berry  Hart,  the  author  makes  the  positive  statement  that  epi- 
thelioma vulvae  is  sure  to  return,  and  yet  a  few  paragraphs  re- 
moved is  a  reference  to  Ruprecht's  case  of  very  extensive  dis- 
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ease  removed  by  an  operation  that  included  the  removal  of  the 
inguinal  glands,  without  recurrence  after  more  than  three  years. 
Again,  in  a  recent  discussion  before  one  of  our  gynecological 
societies  the  hopelessness  of  the  operative  treatment  of  epithe- 
lioma of  the  vulva  was  generally  admitted.  I  am  not  yet  will- 
ing to  subscribe  to  this  belief.  General  surgeons  expect  suc- 
cess when  they  remove  epitheliomata  from  other  regions,  and  I 
am  confident  that  in  one  of  my  cases,  at  least,  the  cure  is  perma- 


Fig.  5. 


nent.  If,  however,  the  generally  accepted  view  is  correct,  we 
should  know  it.  And  it  is  with  a  hope  of  eliciting  discussion 
and  initiating  a  collective  investigation  that  I  bring  this  subject 
before  the  meeting. 

In  Case  1  (Fig.  3)  the  whole  right  labium  was  removed,  the 
raw  surface  seared  with  a  cautery,  and  the  edges  of  the  wound 
were  drawn  lightly  toward  one  another  with  catgut.  The 
wound  granulated  well,  there  was  instant  relief  from  the  pain 
and  mental  anxiety  that  even  small  epitheliomata  occasion,  and 
there  has  been  no  recurrence  in  a  year. 
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Case  2  (Fig.  4)  required  a  most  extensive  operation. 

Both  labia  were  removed,  with  the  mons  veneris.  The  in- 
guinal rings  were  exposed  and  the  glands  removed.  The  raw 
surfaces  were  seared  and  the  edges  of  the  wound  approximated 


with  catgut. 


The  woman  made  a  good  recovery  and  left  the  hos- 


m  ppp 
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pital  with  a  surprisingly  normal  appearance  of  the  vulva,  but  I 
have  lost  sight  of  her  and  know  nothing  of  her  present  condition. 
In  addition  to  the  importance  of  a  correct  prognosis  in  these 
cases,  the  diagnosis  is  a  feature  sometimes  of  great  interest. 
There  is  a  rare  form  of  syphiloderm  of  the  vulva  so  closely  re- 
sembling epithelioma  as  to  be  differentiated  from  it  only  by  the 
therapeutic  test  or  by  the  microscope. 
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Fig.  5  represents  a  very  extensive  and  inoperable  epithelioma, 
from  a  photograph  given  to  me  by  my  friend  Dr.  Stelwagon. 
Compare  with  this  Fig.  6.  The  latter  represents  a  growth  that 
was  thought  by  a  number  of  specialists  who  examined  it  to  be 
epithelioma,  and  I  was  about  to  operate  on  the  woman  when  Dr. 
Stelwagon  suggested  that  I  first  try  antisyphilitic  treatment  as 
an  experiment.     Ten  days  of  this  treatment  effected  such  im_ 


f™.  r. 


provement  in  the  condition  that  all  doubt  of  its  nature  was 
dissipated. 

HYSTERECTOMY    FOR   PUERPERAL    SEPSIS. 

The  most  recent  and  most  important  advance  in  obstetric  sur- 
gery is  the  removal  of  all  the  pelvic  organs  that  can  be  removed, 
when  septic  inflammation  has  spread  from  the  uterine  cavity 
to  the  body  of  the  womb  and  to  the  pelvic  connective  tissue. 
Women  who  were  surely  doomed  a  few  years  back  can  be  saved 
to-day.  It  is  little  wonder,  therefore,  that  we  are  seriously  con- 
cerned with  the  question  of  indications  and  limitations  of  this 
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operation,  and  that  we  desire  as  soon  as  practicable,  by  collective 
investigation  and  by  observation,  to  establish  clinical  rules  that 
will  guide  us  in  deciding  for  or  against  the  operation.  My  own 
experience  embraces  seven  operations  with  four  deaths  and  three 
recoveries,  and,  from  this  experience,  I  should  at  present  be  gov- 
erned by  the  following  considerations  in  a  case  of  septic  infec- 
tion of  the  parturient  tract  after  labor  or  abortion  in  which  hys- 
terectomy might  be  considered :  Unless  there  was  evidence  of 
extension  of  inflammation  to  pelvic  structures  beyond  the  womb, 
in  fixation  of  the  latter  and  the  development  of  inflammatory 
masses  around  it,  I  should  be  strongly  disposed  to  decline  the 


Fig.  8.— Hysterectomy  for  sepsis. 

operation,  even  though  thorough  and  repeated  intrauterine  dis- 
infections and  general  stimulation  failed  to  effect  improvement 
of  the  symptoms.  This  rule  excludes  operative  interference  in 
diphtheritic  endometritis,  and  rightly  so,  I  think ;  I  have  ope- 
rated on  such  cases  (Fig.  7  represents  one  of  them),  but  always 
too  late.1  There  is  not  enough  justification  for  operation  in  the 
first  twenty-four  hours,  and  after  that  it  is  too  late.  Suppurative 
and  dissecting  metritis  would  be  excluded,  too,  for  the  first  is 
often  cured  by  a  rupture  of  the  abscess  into  the  uterine  cavity, 
and  the  second  by  exfoliation  of  the  infected  muscle.  On  the 
contrary,  if  the  womb  were  fixed,  if  there  were  inflammatory 
1  By  diphtheritic  endometritis  I  mean  an  inflammation  of  the  endometrium 
with  a  dirty  greenish-yellow  or  dark-brown  exudate.  I  have  never  seen  such 
a  case  recover  under  any  treatment.  The  whitish  exudates  containing  only 
streptococci  and  micrococci  epidermidis  albi  are  by  no  means  necessarily  fatal. 
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masses  around  it,  and  if  the  symptoms  failed  to  yield  to  intraute- 
rine disinfection,  to  hot-water  douches,  to  poultices  over  the  ab- 
domen, and  to  general  stimulation,  an  abdominal  section  is  called 
for  and  the  operator  must  always  be  prepared  to  do  a  hysterec- 
tomy after  the  abdomen  is  opened,  being  influenced  as  to  the 
choice  of  salpingo-oophorectomy,  evacuation  of  abscesses  with 
drainage  and  the  removal  of  all  the  pelvic  organs,  by  the  condi- 
tion of  the  pelvic  structures.  The  common-sense  rule  would  of 
course  be  observed  that  the  operator  should  be  content  with  the 
least  radical  procedure,  if  it  promised  to  be  adequate. 

In  cases  that  really  demand  hysterectomy  by  reason  of  exten- 
sive infection  of  pelvic  structures,  the  outlook  must  always  be 
gloomy,  but  it  is  astonishing  to  find  as  good  results  as  may  oc- 
casionally be  secured  in  the  most  desperately  ill  women.  The 
case  from  which  Fig.  8  was  taken  could  scarcely  have  been 
worse.  I  operated  on  the  woman  four  weeks  after  labor,  some 
three  hours  after  I  first  saw  her,  but  her  general  condition  was 
so  bad  I  scarcely  expected  her  to  survive  the  operation.  The 
specimen  shows  pyosalpinx,  ovarian  abscess,  large  and  multiple 
abscesses  between  the  layers  of  the  broad  ligaments,  and  infection 
of  the  uterine  wall.  Fortunately  the  woman  made  an  uninter- 
rupted recovery,  and  is  in  fact  better  than  she  has  been  for 
years ;  for  she  gave  a  history  pointing  to  the  existence  of  pyo- 
salpinx before  impregnation,  and  it  was  probably  to  this  infected 
focus  that  she  owed  her  puerperal  sepsis. 

1821  Spruce  street. 
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Meeting  of  March  15th,  1895. 
The  President,  Franklin  H.  Martin,  M.D.,  in  the  Chair. 


PUS    CYST. 


Dr.  H.  T.  Byford. — This  small  specimen  is,  I  think,  interest- 
ing from  a  pathological  standpoint.  It  contains  a  cyst  which 
was  filled  with  pus,  and  what  appear  to  be  the  fimbriae  of  the 
Fallopian  tube  entering  it.  I  can  easily  pass  a  probe  into  the 
tube  from  the  abscess  cavity.     An  ovary  is  attached,  but  forms 
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no  part  of  the  cavity  of  the  tube.  The  question  arises,  what  is 
this  sac  composed  of,  if  not  of  the  ovary  or  the  tube,  and  yet  of 
something  that  I  could  enucleate  ?  The  pathologist,  Dr.  W.  A. 
Evans,  finds  muscular  tissue  and  a  few  epithelial  cells  in  its 
walls.  What  appear  to  be  the  fimbriae  are  nothing  but  the  folds 
of  the  mucous  membrane  partly  expanded  and  partly  hypertro- 
phied  at  the  beginning  of  the  dilatation.  If  the  ovary  had  been 
flattened  over  this  pyosalpinx  it  would  have  been  mistaken  for 
a  tubo-ovarian  abscess,  or  what  Bland  Sutton  calls  ovarian  hydro- 
cele. 

According  to  Sutton  these  cases  in  which  the  tube  opens  into 
the  sac  and  in  which  the  so-called  fimbriae  are  shown,  as  in  this 
specimen,  are  not  cysts  of  the  tube,  but  are  ovarian  hydroceles. 
When  there  is  a  tubo-ovarian  cyst  or  abscess,  I  believe  with  Sut- 
ton that  the  tube  first  becomes  occluded  at  the  abdominal  end 
and  therefore  cannot  enter  the  cyst  as  the  result  of  inflamma- 
tion. The  communication  between  the  tube  and  the  ovary  indi- 
cates inflammation  and  ulceration  or  pressure  atrophy  at  the 
point  of  contact.  But  when  the  tube  opens  directly  into  the 
cyst  with  this  appearance  of  fimbriae  spreading  over  the  inner 
lining,  the  condition  is  one  of  pyosalpinx  or  hydrosalpinx, 
whether  the  ovary  be  flattened  over  it  or  not.  This  tumor  can- 
not be  an  ovarian  hydrocele,  for  the  walls  of  the  sac  were  easily 
enucleated  and  contain  structures  like  the  Fallopian  tube. 

HYDROSALPINX. 

Dk.  Franklin  H.  Martin. — This  specimen  is  not  exhibited 
on  account  of  its  pathology,  but  to  illustrate  another  point.  The 
walls  of  the  tube  have  been  stretched  until  they  are  very  thin. 
The  patient  from  whom  this  specimen  was  removed  had  a  similar 
tube  on  the  other  side.  As  the  symptoms  of  the  patient  indi- 
cated infection,  I  dilated  and  thoroughly  curetted  the  uterus  be- 
fore opening  the  abdomen.  This  I  did  with  reasonable  amount 
of  care,  but  possibly  with  less  care  than  if  it  were  not  to  have 
been  followed  by  abdominal  section. 

While  manipulating  the  uterus  I  felt  something  break,  and 
on  opening  the  abdomen  for  the  purpose  of  removing  the  ap- 
pendages I  found  that  the  tube  corresponding  to  this  one  had 
ruptured  into  the  peritoneal  cavity.  This  experience  illustrates 
the  necessity  of  using  extreme  care  in  making  diagnoses,  and  of 
not  curetting  the  uterus,  where  infected  tubes  are  present,  with- 
out at  the  same  time  removing  them. 

MULTIPLE    MYOMA   OF    THE    UTERUS    WITH    DOUBLE    OVARIAN 
HEMATOCELE. 

Dr.  A.  H.  Ferguson. — This  specimen  was  removed  a  week 
ago  to-day  from  a  woman  29  years  of  age.  She  commenced  to 
menstruate  when  9  years  old  and  was  regular  until  a  year  ago, 
when  her  menses  became  more  frequent  and  there  was  some 
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disturbance  for  a  couple  of  months.  After  this  she  became 
regular  again  and  remained  so  until  about  three  months  ago,  at 
which  time  there  was  the  same  irregularity  as  before.  With 
this  exception  she  did  not  suffer  any  inconvenience.  Dr.  Bur- 
dick  examined  her  three  weeks  ago  and  diagnosed  a  double  ova- 
rian tumor  with  enlarged  uterus.  Under  anesthesia  I  verified 
his  diagnosis,  opened  the  abdomen,  and  found  two  large  ovarian 
hematoceles,  the  one  on  the  left  side  about  the  size  of  a  large 
orange,  and  the  one  on  the  right  about  the  size  of  an  apple. 
The  walls  were  very  thin  in  places,  and  in  the  effort  at  removal 
the  cysts  broke.  The  contents  had  a  tarry  appearance.  The 
interesting  part  of  the  specimen  is  that  the  uterus  is  myomatous. 
Some  of  these  myomatous  growths  are  submucous,  some  intra- 
mural, and  others  subperitoneal.  The  small  amount  of  disturb- 
ance with  such  complications  is  to  me  very  interesting,  and  it 
is  the  first  time  I  have  met  multiple  myomata  of  the  uterus  with 
double  ovarian  hematocele. 

Dr.  Byron  Robinson. — I  think  Dr.  Martin's  specimen  is  a  tubo- 
ovarian  cyst  which  was  no  doubt  once  a  pyosalpinx.  I  have  ex- 
amined a  great  number  of  such  specimens,  and  I  feel  certain  of 
its  nature.  I  believe  a  pus  sac  was  present,  was  absorbed,  and 
later  the  tube  opened  into  a  Graafian  follicle. 

Dr.  Martin. — Tell  us  exactly  what  you  understand  by  a 
tubo-ovarian  cyst. 

Dr.  Robinson. — The  fimbriated  end  of  the  tube  becomes  at- 
tached to  the  ovary  in  such  manner  that  it  communicates  with  a 
ruptured  Graafian  "follicle.  The  sac  thus  formed  is  distended  by 
the  secretion  of  the  epithelium  of  the  follicle.  I  do  not  believe 
Dr.  Byford's  specimen  is  an  ovarian  hydrocele  consisting  of  a 
portion  of  the  peritoneum,  because  I  believe  ovarian  hydroceles 
are  distended  Graafian  follicles.  The  follicles  may  be  so  changed 
as  to  obscure  their  identity.  I  have  examined  a  thousand  tubes 
and  ovaries  of  women  and  animals  for  these  cysts,  and  in  my 
opinion  the  peritoneum  cannot  secrete  and  make  ovarian  hydro- 
cele. I  do  not  think  they  should  be  called  peritoneal  cysts  ; 
they  are  remnants  of  the  mesonephron.  Nearly  always  the 
cysts  appear  in  distinct  places  and  must  be  of  a  definite  struc- 
ture. Therefore  I  would  presume  to  criticise  the  report  of  Dr. 
By  ford. 

UTERUS    REMOVED    BY    A   PORRO    OPERATION. 

Dr.  Byron  Robinson. — This  uterus  was  removed  by  a  Porro 
operation.  About  twenty  days  ago  Dr.  Walter  Fitch  called  me 
to  see  a  woman  who  had  been  in  labor  fifty  hours.  Her  pulse 
was  120,  the  liquor  amnii  had  almost  entirely  escaped,  tempe- 
rature 120°  in  the  mouth ;  she  was  suffering  severely.  After 
examination  I  advised  evisceration  of  the  child,  because  in  early 
life  the  woman  fell  on  some  sort  of  instrument,  which  displaced 
the  lower  lumbar  vertebrse  forward  so  far  that  it  was  utterly 


CHICAGO    GYNECOLOGICAL    SOCIETY, 


881 


impossible  to  deliver  the  child.  Dr.  Fitch  called  his  father  in 
consultation,  who  also  said  that  it  was  impossible  for  the  child  to 
be  born,  that  it  must  be  eviscerated  or  delivered  by  some  other 
operation.  The  only  operation  that  could  be  done  with  safety- 
was  the  Porro  operation.  I  did  not  think  Cesarean  section  was 
safe,  because  the  liquor  amnii  was  absent.  The  presentation 
was  a  breech,  and  I  could  hear  the  fetal  heart  sounds.  It  was 
decided  to  do  the  Porro  operation  instead  of  evisceration.  I  do 
not  think  the  child  could  have  been  delivered  alive,  and  delivery 
per  vias  naturales  would  have  killed  the  mother.  She  was  taken 
to  the  Woman's  Hospital  and  I  operated  immediately.  Dr. 
Walter  Fitch  and  Dr.  Lucy  Waite  assisted  me  in  the  operation. 
The  incision  was  made  very  long  in  order  to  deliver  the  uterus  ; 
I  will  not  apply  a  ligature  around  the  uterus  in  the  abdomen 
unless  the  waters  are  present.  After  delivery  of  the  uterus  I 
closed  part  of  the  incision  to  prevent  escape  of  the  intestines. 
Dr.  Waite  and  I  examined  and  found  the  placenta  anterior  and 
to  the  right  side,  and  therefore  the  uterus  was  incised  to  the 
left,  which  proved  to  be  at  the  left  border  of  the  placenta.  I 
attempted  to  deliver  the  child  by  traction  on  an  arm,  but  failed. 
I  then  seized  the  head  and  readily  delivered  the  child ;  active 
bleeding  followed,  which  was  quickly  controlled  with  the  liga- 
ture. The  child  was  easily  resuscitated.  I  was  tempted  to 
amputate  the  body  of  the  uterus  and  to  cover  the  stump  with 
peritoneum,  but  Dr.  Waite  induced  me  to  do  the  Porro  opera- 
tion. After  applying  a  ligature  to  the  upper  portion  of  either 
broad  ligament,  I  passed  a  long  needle  armed  with  a  ligature 
under  the  uterine  artery  on  each  side,  and  tied.  The  perito- 
neum was  then  closed  about  the  stump  level  with  the  elastic 
ligature.  The  pulse  dropped  to  105  after  the  infected  uterus 
was  removed.  The  patient  suffered  but  little  pain  after  the 
operation.  The  next  day  the  abdomen  became  very  tympanitic 
from  reflex  irritation  of  the  ligature  involving  the  abdominal 
brain.  I  never  saw  an  abdomen  so  distended  by  gas.  Salts  and 
calomel  were  administered,  and  now,  the  twenty-ninth  day  after 
the  operation,  her  pulse  is  80  and  her  temperature  is  99°.  For 
the  last  five  days  the  temperature  at  night  has  been  99°,  which 
I  think  is  due  to  infection  of  the  stump. 

SPECIMEN    OF    A   THREE   MONTHS'    PREGNANT    UTERUS. 

This  uterus,  I  should  think,  was  about  three  months  pregnant. 
The  woman  from  whom  this  uterus  was  removed  had  a  pyosal- 
pinx  and  a  suppurating  dermoid  ;  the  entire  pelvis  was  solid. 
Dr.  Van  Hoosen  did  the  operation  and  I  assisted  her.  Before 
the  uterus  was  removed  the  peritoneum  was  stripped  down  and 
on  each  side  ;  the  uterine  and  ovarian  arteries  were  ligated  ;  the 
stump  was  then  thoroughly  turned  in  and  the  peritoneum  was 
sewed  over  it  with  catgut.  The  patient  is  now  well,  twenty- 
six  days  afterthe  operation.  The  abdominal  incision  suppurated 
56 
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and  a  metastatic  abscess  occurred  from  infected  ligatures.     I  am 
becoming  afraid  of  the  animal  ligatures. 

I  have  been  doing  this  operation  for  six  months,  and  the  re- 
coveries are  absolutely  smooth  and  beautiful ;  they  are  much 
smoother,  in  my  opinion,  than  when  the  tubes  and  ovaries  are 
simply  excised.  I  do  extirpation  of  the  uterus  for  bilateral  dis- 
ease of  the  appendages,  if  I  think  the  woman  will  stand  the 
additional  operation.  All  must  acknowledge  that  many  ligatures 
cause  suppuration.  About  half  the  women  who  come  back  to 
me  for  treatment  after  abdominal  operations  are  suffering  from 
infected  ligatures;  therefore  I  am  trying  to  place  the  ligatures 
outside  of  the  peritoneal  cavity. 

Dr.  Martin. — I  would  ask  if  the  diagnosis  of  pregnancy  was 
made  before  the  operation. 

Dr.  Robinsoiv. — Yes,  it  was  a  deliberate  operation  ;  Dr.  Van 
Hoosen  made  the  diagnosis. 

Dr.  Martin. — Do  you  perform  hysterectomy  without  the  use 
of  ligatures  ? 

Dr.  Robinson. — In  abdominal  hysterectomy  I  split  the  perito- 
neum and  tie  the  uterine  arteries  extraperitoneally,  and  then 
cover  the  ligature  with  peritoneum.  I  did  this  operation  for 
several  reasons  :  first,  the  uterus  was  infected  and  would  have 
certainly  produced  puerperal  fever;  second,  the  woman  was  43 
years  of  age  and  probably  would  not  become  pregnant  again  ; 
third,  the  promontory  of  the  sacrum,  which  projected  far  for- 
ward, and  the  infection  contraindicated  symphysiotomy;  fourth, 
the  woman  desired  a  living  child. 

Dr.  E.  C.  Dudley. — I  sympathize  very  much  with  what  Dr. 
Robinson  has  said  about  infection  from  ligatures.  Three  or 
four  years  ago  I  had  a  great  deal  of  trouble  in  this  way  ;  every 
year  there  were  ten  or  fifteen  cases  of  siuuses  where  the  ligature 
had  become  infected.  These  sinuses  discharged  through  the 
lower  part  of  the  wound  for  months,  and  sometimes  for  a  year 
or  two.  Suppuration  of  this  sort  may  even  continue  so  long  as 
to  produce  degenerative  changes  in  other  organs,  such  as  the 
kidneys.  For  the  past  eighteen  months  I  have  used  catgut  en- 
tirely in  the  abdominal  cavity,  and  have  no  reason  to  regret  its 
use.  The  catgut  sold  by  instrument  makers  and  druggists  is 
very  apt  to  be  unreliable,  but  since  our  nurses  at  St.  Luke's 
Hospital  have  prepared  it  we  have  had  no  trouble. 

In  my  abdominal  work  of  the  past  ten  months  at  St.  Luke's 
Hospital,  not  selected,  but  including  many  very  grave  cases, 
there  has  been  no  death  from  any  cause.  If  carefully  prepared 
catgut  were  unsafe,  there  would  doubtless  have  been  some 
deaths  from  sepsis.  From  that  experience  it  follows  that  catgut, 
if  properly  pre  pared,  is  safe.  Catgut  is  absorbed  in  a  short  time, 
that  is  the  end  of  it,  and  any  needed  quantity  may  be  used. 
When  the  wound  is  closed  there  is  no  fear  of  a  long-continuing 
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sinus  which  must  last  until  the  infected  ligature  has  sloughed 
out — a  frequent  experience  with  silk. 

Dr.  H.  P.  Newman. — I  would  suggest  that  this  case  would 
seem  to  have  been  a  perfectly  proper  one  for  symphysiotomy. 

Dr.  A.  H.  Ferguson. — Dr.  Robinson's  operation  may  have 
been  justified  by  the  high  temperature  and  by  the  infected  ute- 
rus. Under  these  conditions  it  is  probably  good  surgery  to  do  a 
hysterectomy  to  prevent  puerperal  septicemia. 

Dr.  Frank  A.  Stahl  reported 

A    CASE    OF    POSTMATURE    LABOR.' 

Dr.  Samuel  L.  Weber. — I  am  sorry  that  the  paper  read  did 
not  go  more  fully  into  details.  I  do  not  think  that  we  can  draw 
conclusions  from  this  brief  synopsis  of  the  case.  Dr.  Leopold 
and  others  have  shown  that  our  basis  for  calculating  the  period 
of  gestation  is  an  uncertain  one  ;  that  it  is  not  necessarily  the 
ovum  of  the  last  menstruation  that  was  impregnated,  but  that  it 
maybe  an  ovum  of  the  next  menstruation  that  was  due  which 
was  impregnated,  or  an  ovum  that  came  from  a  Graafian  follicle 
that  ruptured  at  some  intervening  time.  Our  ordinary  calcula- 
tion of  two  hundred  and  eighty  days  from  the  last  menstruation 
may  therefore  be  in  error  as  much  as  twenty-eight  days.  Dr. 
Stahl's  case,  in  which  the  woman  was  delivered  three  hundred 
and  two  days  after  the  last  menstruation,  can  easily,  therefore,  be 
explained  under  this  heading,  and  need  not  at  all  be  considered 
a  case  of  missed  labor.  The  first  attempt  of  the  uterus  to  expel 
its  contents  in  this  case  was  very  likely  a  beginning  premature 
labor. 

Dr.  F.  A.  Stahl,  in  closing  the  discussion,  said :  Dr.  Weber's 
remarks  apply,  as  a  rule,  to  all  cases  of  pregnancy,  but  not  to 
the  exceptional  ones.  The  case  1  present  is  an  exceptional  one 
which  proves  the  rule.  What  Dr.  Weber  has  said  is  true.  The 
French  code  recognizes  legitimate  birth  when  it  occurs  between 
one  hundred  and  eighty  and  three  hundred  days  from  the  ab- 
sence of  the  husband.  In  this  case  the  woman,  who  has  no 
object  whatever  to  misrepresent,  is  intelligent  and  knows  dis- 
tinctly the  date  of  her  last  menstruation.  The  woman  is  not  of 
a  nervous  or  hysterical  disposition,  and  there  was  no  traumatic 
cause  which  might  produce  the  semblance  of  labor.  The  pelvis 
measured  antero-posteriorly  about  nine  and  a  half  centimetres. 
If  labor  did  commence  on  "December  22d,  why  did  it  not  con- 
tinue to  termination  X 

Many  cases  of  missed  labor  are  on  record.  Playfair  relates 
a  case  where  the  fetus  remained  in  utero  eleven  months  after 
missed  labor  without  being  recognized  and  removed.  Playfair 
tells  us  that  in  his  case  Nature  did  make  an  attempt  to  force  out 
the  contents  of  the  uterus,  but  it  was  not  successful.     There  were 

1  See  original  article,  p.  842. 
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reasons  in  my  ease  why  the  mother  could  not  give  birth  to  the 
chihl  at  the  time  of  the  missed  labor;  pregnancy  continued  two 
week.-,  then  Nature  made  a  second  attempt  to  cast  off  the  fetus. 

Dr.  Reuben  Peterson  read  a  thesis  on 

SUSPENSION    OF    THE    EETKODISPLACED    UTERUS    BY    THE 
UTERO-OVA  RJ  AX    LIG  A  M  KNTS.' 

Dr.  II.  P.  Newman. — The  paper  has  been  presented  in  a 
very  admirable  manner  and  must  interest  all  who  have  heard  it. 
It  is  a  subject  which  concerns  every  gynecologist,  because  ute- 
rine displacements  at  the  present  time  are  treated  very  much 
more  than  formerly  by  surgical  procedures  rather  than  by  tem- 
porizing or  by  palliative  measures. 

I  have  not  done  the  operation  described  by  the  essayist,  but  I 
have  practised  for  two  or  more  years  a  similar  method  described 
by  Kelly,  which  consists  in  anteverting  the  uterus  and  placing 
the  sutures  in  the  posterior  surface  of  the  uterus.  This  opera- 
tion anteverts  the  uterus  and  draws  the  fundus  forward  against 
the  abdominal  wall.  By  obtaining  close  approximation  the  inT 
testines  are  prevented  from  slipping  down  in  front  of  the  uterus, 
between  it  and  the  bladder,  where,  if  they  find  their  way  into 
the  anterior  cul-de-sac,  they  are  liable  to  become  strangulated.  I 
should  fear  that  the  method  proposed  by  the  essayist  would  be 
particularly  liable  to  this  accident. 

I  must  take  exception  to  the  practice  of  leaving  silk  sutures 
in  the  abdominal  cavity,  subject  to  irritation  from  more  or  less 
constant  movement.  I  believe  sutures  will  do  what  they  are  in- 
tended to  do  in  ten  or  twelve  days,  and  should  then  be  removed. 
In  practising  abdominal  fixation  I  formerly  used  buried  sutures, 
but,  having  had  disagreeable  consequences  in  several  cases,  I 
have  given  up  this  practice.  I  have  had  patients,  where  com- 
plete union  had  taken  place  and  the  general  health  had  been 
excellent,  return  after  a  year  to  be  treated  for  a  sinus  caused  by 
an  irritating  suture. 

The  comparison  of  this  operation  with  others,  Alexander's 
for  instance,  as  regards  remote  and  immediate  results,  is  out  of 
place,  because  all  of  Dr.  Peterson's  cases,  with  the  exception  of 
seven,  had  accessory  operations  in  the  pelvic  cavity,  such  as  re- 
moval of  ovaries,  cysts,  etc.,  so  that  the  good  results  obtained 
may  have  been  due  to  the  removal  of  other  pathological  condi- 
tions as  well  as  to  the  mere  suspension  of  the  uterus.  The  es- 
sayist speaks  of  having  had  subsequently  to  resort  to  perineor- 
rhaphy, or  of  having  a  case  in  which  results  were  not  satisfactory, 
and  suggests  that  if  a  badly  torn  perineum  were  repaired  it 
would  perhaps  remedy  the  symptoms  of  the  patient.  Any  ope- 
ration for  suspension  of  the  uterus  that  will  leave  a  large,  gaping 
vaginal  orifice  or  injured  perineal  floor,  causing  rectocele  and 
1  See  original  article,  p.  832. 
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cystocele,  and  thus  dragging  upon  the  uterus  and  bringing  the 
cervix  forward,  will,  with  the  superimposed  intra-abdominal 
pressure,  give  unsatisfactory  results.  I  would  not  counsel  any 
operation  for  suspending  the  uterus  without  the  accessory  ope- 
rations on  the  floor  of  the  pelvis.  I  should  prefer  to  do  them  at 
the  same  time,  as  they  are  minor  plastic  operations  and  would 
not  complicate  matters. 

Exception  might  perhaps  be  taken  to  the  remarks  made  in  re- 
gard to  Alexander's  operation.  The  results  obtained  by  those 
who  have  shortened  the  round  ligaments  a  considerable  number 
of  times  have  been  extremely  favorable,  and  many  permanent 
recoveries  have  been  reported  ;  but  the  operation  must  be  prop- 
erly done.  An  inch  or  two  of  the  round  ligaments  is  not  suffi- 
cient to  draw  the  uterus  forward  and  antevert  it,  as  is  the  in- 
tention of  the  operation.  This  operation  has  the  advantage  of 
not  opening  the  peritoneal  cavity. 

Dr.  Sawyer. — To  what  depth  do  you  pass  the  suture  in  the 
tissues  of  the  uterus — how  far  from  the  fundus  ? 

Dr.  Newman. — It  is  my  custom  to  select  the  posterior  surface 
of  the  uterus,  about  an  inch  from  the  fundus,  for  the  first  suture  ; 
the  second  is  placed  about  half  an  inch  below  to  a  depth  of  an 
eighth  of  an  inch  or  more  into  the  uterine  tissue. 

In  this  connection  I  wish  to  present  a  specimen  which  will 
show  how  firm  the  adhesions  may  become  in  abdominal  fixation 
of  the  uterus.  I  removed  both  ovaries  for  pyosalpinx  in  this 
case,  and  at  the  same  time  hysterorrhaphy  was  performed  for  a 
retroverted  and  adherent  uterus.  The  woman  subsequently 
suffered  from  a  fistulous  opening  leading  down  to  the  uterus 
and  a  continued  septic  condition  of  the  endometrium.  While 
attempting  to  explore  the  sinus  and  find  the  suture  it  was 
thought  best  to  remove  the  uterus  entirely.  This  was  done  per 
vaginam,  but  with  great  difficulty.  It  was  large,  and  after  tying 
off  the  broad  ligaments  I  found  that  there  was  a  strong  attach- 
ment of  the  fundus  to  the  abdominal  walls,  which  I  was  not 
able  to  separate  easily  with  my  fingers,  so  I  peeled  up  the  ex- 
ternal muscular  layer  of  the  uterine  wall  and  tied  it  off  rather 
than  to  take  any  chances  from  mutilation  of  the  peritoneum. 
There  was  perhaps  three-fourths  to  an  inch  in  one  direction  and 
an  inch  and  a  half  in  the  other,  as  you  can  see,  in  which  the 
outer  layer  of  the  uterus  was  dissected' off .  The  patient  made  a 
prompt  recovery  and  is  now  free  from  her  former  troubles. 

Dr.  E.  C.  Dudley. — I  did  not  intend  to  say  anything,  be- 
cause the  paper  itself  covers  the  ground  very  well.  Suspensio 
uteri  as  described  by  Kelly — that  is,  to  fasten  the  posterior  wall 
of  the  uterus  to  the  anterior  wall  of  the  abdomen — is  based 
upon  a  correct  principle.  This  operation  can  never  be  much  in 
competition  with  the  Alexander  operation.  The  Alexander 
operation  must  be  confined  to  cases  of  small  retrodisplaced 
uteri  which  cannot  be  retained  in  place  by  non-surgical  means ; 
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but,  since  small  non-adherent  uteri  can  usually  be  replaced  and 
retained  by  non-surgical  means,  it  follows  that  the  Alexander 
operation  has  a  relatively  limited  field.  Suspensio  uteri,  on  the 
other  hand,  is  efficient  in  cases  of  very  large,  heavy  uteri  for  the 
retention  of  which  the  weakened  supports  are  inadequate. 
Even  after  shortening  the  round  ligaments  these  uteri  are  apt 
to  go  back.  Suspensio  uteri  is,  however,  especially  indicated 
in  cases  of  displacement  with  uterine  adhesions  which  cannot  be 
broken  with  safety  or  efficiency  until  the  abdomen  has  been 
opened.  Large  uteri  and  adherent  uteri  with  retrodisplacements 
are  very  common.  Therefore  suspensio  uteri  will  have  a  much 
larger  field  than  Alexander's  operation.  The  essayist  is  to  be 
congratulated  on  the  logical,  clear  manner  in  which  he  has 
treated  the  subject. 

Dr.  A.  II.  Ferguson. — I  would  like  to  call  the  attention  of 
the  Society  to  the  approximation  of  peritoneum  to  peritoneum 
with  the  idea  of  getting  strong  adhesions.  If  I  am  correct,  the 
writer  of  the  paper  thinks  that  scarifying  the  peritoneum  is  of 
little  value.  The  approximation  of  peritoneum  to  peritoneum 
is  a  normal  condition  in  the  abdomen,  and  no  adhesions  take 
place  unless  an  inflammatory  trauma  through  germs,  or  some 
other  trauma,  such  as  direct  injury,  occurs  ;  therefore  the  adhe- 
sion of  peritoneum  to  peritoneum  after  an  operation  takes  place 
as  a  repair  of  the  trauma  of  the  stitches.  If  these  stitches  are 
far  apart  leakage  takes  place  between  the  points  of  adhesion, 
as  has  been  so  frequently  proven  in  intestinal  surgery.  Greig 
Smith  has  recently  brought  this  subject  very  forcibly  before  the 
profession.  I  could  point  out  from  a  number  of  cases  in  my 
own  practice  that  where  peritoneum  is  simply  sewed  to  perito- 
neum the  adhesions  are  liable  to  pass  away  very  rapidly,  par- 
ticularly when  the  operation  is  done  aseptically  and  where  only 
sufficient  inflammation  follows  for  reparative  purposes — that  is, 
only  a  plastic  inflammatory  product  is  thrown  out  at  the  points 
of  trauma.  The  importance  of  scarifying  the  peritoneum,  in  or- 
der to  get  more  abundant  plastic  material  thrown  out  upon  the 
surface  to  secure  strong  adhesions,  is  therefore  evident.  The 
operation  pointed  out  by  Dr.  Newman  allows  of  a  good  deal 
of  vivification  in  the  incision  itself,  and  brings  directly  in  con- 
tact with  the  uterus  a  broad  raw  surface  which  would  cause, 
I  fancy,  pretty  strong  adhesions.  We  know  that  in  colotomie6 
where  the  peritoneum  is  sutured  to  the  skin  an  ectropic  condition 
of  the  bowel  is  more  liable  to  take  place  than  when  the  opera- 
tion is  done  hurriedly  and  the  bowel  adheres  to  the  fascia,  the 
muscular  tissue,  and  skin,  as  well  as  to  the  peritoneum,  which 
gives  a  strong  fibrous  union.  A  feeble,  semi-fibrous  plastic  for- 
mation occurs  when  peritoneum  is  approximated  to  peritoneum. 
So,  in  all  cases  where  permanency  is  expected,  sufficient  trauma 
should  be  done  to  the  peritoneum  to  give  an  opportunity  to  the 
tissues  to  throw  out  the  plastic  material  so  essential  for  the  for- 
mation of  fibrous  material. 
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Dr.  H.  T.  Byfokd. — I  am  very  much  pleased  with  the  pa- 
per. I  do  not  think  it  is  necessary  to  argue  this  subject  upon 
theoretical  grounds.  We  know  that  if  the  uterus  is  attached  to 
the  abdominal  wall  by  ligatures  it  will  usually  stay  there  and 
the  displacement  will  be  cured,  whether  attached  by  its  posterior 
or  anterior  surface  or  by  the  round  or  ovarian  ligaments,  pro- 
vided the  cervix  be  held  near  the  sacrum  by  the  utero-sacral 
ligaments  or  by  operations  on  the  vagina.  As  a  possible  objec- 
tion to  the  operation  described,  I  would  say  that  in  case  preg- 
nancy should  occur  there  might  be  disturbance  from  traction 
upon  the  ovaries. 

Dr.  T.  J.  W atkins. — I  wish  to  congratulate  Dr.  Peterson  on 
presenting  this  subject  in  such  a  complete  manner  in  a  brief 
paper.  I  believe,  however,  there  is  a  tendency  to  do  abdominal 
operations  too  frequently  for  retropositious  of  the  uterus.  These 
malpositions  may  be  conveniently  divided  into  : 

1.  Retroposition  without  adhesions  without  prolapse  of  the 
appendages".  These  cases,  I  believe,  can  be  usually,  if  not  al- 
ways, cured  by  non-operative  procedures. 

2.  Retroposition  of  the  uterus  without  adhesions  with  pro- 
lapse of  the  appendages.  Relief  of  the  displacement  will  usu- 
ally correct  the  prolapse,  but  occasionally  it  will  be  impossible 
to  effect  a  cure  without  doing  an  abdominal  operation.  I  believe 
the  operation  described  by  the  essayist  excels  all  other  abdomi- 
nal operations  for  retroposition  of  the  uterus.  It  is  extremely 
important  to  bring  the  posterior  wall  of  the  uterus  against  the 
anterior  abdominal  wall  in  ventral  fixation  or  suspension,  for  the 
reason  so  clearly  given  by  the  essayist — that  is,  to  direct  the  in- 
tra-abdominal pressure  against  the  posterior  wall  of  the  uterus. 

3.  Retroposition  of  the  uterus  with  adhesions  without  pro- 
lapse of  the  appendages.  These  may  require  ventral  fixation  or 
suspension  of  the  uterus. 

4.  Retroposition  of  the  uterus  with  adhesions  and  with  pro- 
lapsed appendages.  These  call  for  radical  operative  procedures 
to  effect  a  complete  cure.  Dr.  Peterson  spoke  of  the  etiology 
of  adhesions  of  the  uterus.  Adhesions  of  the  uterus  seldom  if 
ever  occur  without  adhesions  of  the  appendages.  It  is  there- 
fore usually  necessary  to  open  the  abdominal  cavity,  to  treat  the 
diseased  appendages,  before  we  can  treat  the  malposition  of  the 
uterus ;  the  diseased  uterus  is  secondary  to  disease  of  the  appen- 
dages. I  would  ask  Dr.  Peterson  whether  he  would  employ 
suspension  of  a  retroposed  uterus  in  cases  of  bilateral  suppura- 
tion, or  whether  he  would  do  hysterectomy. 

J  believe  that  an  examination  under  anesthesia  should  always 
be  practised  before  resorting  to  abdominal  operations  for  the 
cure  of  retropositions  of  the  uterus,  because  frequently  a  uterus 
which  seems  to  be  fixed  when  examined  without  the  aid  of  an 
anesthetic  is  readily  reposited  with  the  patient  anesthetized. 

Dr.  Byron  Robinson. — I  think  it  is  the  general  consensus  of 
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opinion  that  Dr.  Peterson  has  presented  a  very  clear,  concise, 
and  complete  paper.  I  am  not,  however,  in  favor  of  the  opera- 
tion in  very  many  cases.  If  Dr.  Ferguson  will  read  ray  treatise 
on  "  Intestinal  Surgery,"  published  six  years  ago,  he  will  find 
what  he  referred  to  Greig  Smith's  recent  paper — that  is,  how  peri- 
toneal hands  lengthened  after  operation,  etc.  These  peritoneal 
bands  will  lengthen  and  separate  after  a  while. 

I  wish  to  take  issue  with  Dr.  Dudley  regarding  the  correct 
principle  of  the  operation — that  is,  to  fix  a  viscus  to  the  abdom- 
inal wall.  I  think  it  correct  not  to  fix  any  movable  organ  to 
the  abdominal  wall  ;  Nature  cannot  he  improved  upon  by  attach- 
ing any  movable  organ  to  the  belly  wall. 

When  ovaries  are  large  and  prolapsed  they  must  be  infected, 
gonorrheal,  and  it  is  utterly  impossible  to  cure  gonorrhea  of  the 
appendages.  Therefore  I  fail  to  see  wherein  this  operation  is  so 
useful.  In  case  of  bilateral  removal  of  the  appendages  I  think 
I  can  offer  an  improvement  on  the  operation  described,  which 
consists  in  not  fixing  the  uterus  to  the  abdominal  wall,  but  in 
shortening  the  broad  ligaments;  this  will  leave  the  uterus  free 
and  keep  it  up.  In  case  of  volvulus  of  the  intestines  we  do  not 
fix  the  intestines  to  the  abdominal  wall,  but  we  shorten  the 
mesentery.  I  prefer  to  do  the  operation  I  introduced  two  years 
ago — namely,  to  shorten  the  broad  ligaments  on  each  side.  As 
I  understand  the  doctor,  he  examined  some  of  these  cases  some 
time  after  the  operation  was  done,  and  found  the  uterus  in  nor- 
mal position  aud  yet  fixed.  How  can  a  uterus  be  normal  that  is 
fixed  (  Any  uterus  fixed  permanently  is  dislocated,  and  a  dis- 
located uterus  is  not  in  normal  position.  The  respiratory  move- 
ment of  the  uterus  will  soon  separate  the  adhesions  fastening  it 
to  the  abdominal  wall.  In  case  the  appendages  are  prolapsed 
an  anterior  colporrhaphy  or  a  Tait  operation  will  push  the  cervix 
back  to  the  sacrum  and  will  relieve  the  patient.  I  have  done 
these  operations  more  than  seventy  times  for  relief  of  prolapsed 
uterine  appendages,  with  good  results. 

Dr.  E.  C.  Dudley. — When  I  said  it  was  a  correct,  principle  to 
fix  the  posterior  wall  of  the  uterus  to  the  anterior  abdominal 
wall,  I  did  not  mean  that  the  organ  would  remain  fixed  and 
immovable  in  this  position.  There  is  no  fixed  normal  position 
for  the  uterus.  The  position  of  the  organ  must  vary  within  the 
range  of  its  normal  movements.  Those  cases  which  are  suitable 
for  the  operation  under  discussion  are  cases  in  which  the  normal 
ligamentous  supports  are  inadequate.  The  object  of  the  opera- 
tion is  to  make  an  additional  supporting  ligament.  This  is  done 
by  fixing  the  uterus  by  adhesions;  these  adhesions  become 
stretched,  and  form,  as  it  were,  an  artificial  ligament,  which 
makes  up  for  the  defect  in  the  natural  ligaments.  The  opera- 
tion is  not  indicated  in  every  retroplaced  uterus ;  it  is,  however, 
for  certain  select  cases,  in  compliance  with  a  correct  principle. 
The  oval  denudation  upon  the  anterior  wall  which  Dr.  Robinson 
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has  mentioned  is  manifestly  incorrect  in  principle,  for  it  shortens 
the  anterior  vaginal  wall  by  contraction  of  the  cicatricial  tissue, 
brings  the  cervix  forward  toward  the  pubes,  and  thereby  favors 
rather  than  prevents  a  backward  displacement  of  the  corpus.  I 
do  not  understand  that  Dr.  Peterson  has  advocated  suspensio 
uteri  as  a  universal  panacea.  Other  modes  of  treatment,  opera- 
tive and  inoperative,  are  definitely  indicated  in  appropriate  cases. 
For  certain  select  cases  suspensio  uteri  is  a  very  satisfactory 
procedure,  and,  I  repeat,  in  such  cases  the  principle  is  correct. 

Dr.  Byron  Robinson. — I  do  not  claim  any  originality  in  de- 
scribing the  lengthening  of  peritoneal  adhesions.  Dr.  Peterson 
is  trying  to  make  one  support  do  the  work  of  another  support 
— the  lateral  ligaments  support  the  uterus. 

Dr.  Franklin  H.  Martin. — I  have  had  an  opportunity  to  ex- 
amine one  of  the  cases  Dr.  Peterson  has  reported.  Her  home  is 
in  this  city,  and  Dr.  Peterson  asked  her  to  come  to  my  office  for 
the  purpose  of  having  an  examination  made  in  order  to  make 
his  report  more  complete.  I  examined  the  uterus  thoroughly 
:and  found  it  perfectly  movable.  It  could  be  lifted  in  the  pelvis  ; 
it  could  be  pushed  to  one  side  or  the  other  ;  and  the  cervix 
could  be  drawn  forward.  By  drawing  the  cervix  well  forward 
and  pushing  the  fundus  backward  I  could  retrovert  the  uterus 
sufficiently  to  enable  me  to  feel  it  in  the  posterior  cul-de-sac ; 
but  as  soon  as  I  would  let  go  of  the  organ,  and  before  I  could 
examine  again,  it  would  be  in  normal  position.  I  could  feel 
resistance  against  these  movements,  and  the  tissues  to  which  the 
uterus  was  attached  were  loose  enough  to  permit  the  free  mo- 
bility. This  examination  proved  to  me  that  the  operation  would 
not  interfere  with  pregnancy.  In  other  words,  the  adhesions 
were  superficial  and  did  not  involve  the  deep  fascia,  so  that  the 
uterus  would  easily  rise  and  fall.  The  examination  showed  a 
very  gratifying  result.  It  is  easy  to  understand,  if  the  pelvic 
floor  is  perfect  and  the  sacro-uterine  ligaments  nearly  normal, 
very  little  influence  need  be  only  occasionally  exerted  in  order 
to  keep  the  uterus  in  ante  version.  In  the  operation  which  I 
have  done  I  have  put  two  or  three  deep  chromicized  catgut 
stitches  through  the  fundus  of  the  uterus  a  little  posterior  to  the 
crest,  and  then,  by  flexing  the  patient's  limbs  so  as  to  relax  the 
abdominal  wall,  with  a  curved  needle  I  have  carried  them 
through  the  deep  tissues  of  the  abdomen,  including  the  peri- 
toneum, subperitoneal  tissue,  muscle,  and  deep  fascia,  and  tied 
within  the  abdominal  cavity.  When  I  expect  to  do  ventral 
fixation  I  neither  carry  the  abdominal  wound  low  nor  do  I  have 
the  wound  over  the  place  of  attachment  of  the  uterus,  in  order 
to  avoid  the  possibility  of  infection  from  a  stitch-hole  abscess. 
The  abdominal  incision  is  the  point  most  liable  to  infection.  If 
the  abdominal  incision  becomes  deeply  infected  the  buried 
stitches  will  become  infected.  Therefore  I  condemn  any  stitch 
inserted  through  the  abdominal  wall  and  tied  which  has  for  its 
purpose  the  fixation  of  the  uterus. 
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Dr.  Reuben  Peterson,  in  closing  the  discussion,  said  :  I  am 
deeply  gratified  with  the  way  the  paper  lias  heen  received  and' 
with  the  thoroughness  of  the  discussion.  The  position  taken 
that  the  operation  may  give  rise  to  a  constriction  of  the  bowel 
in  the  space  form;1;!  between  the  uterus  and  abdominal  wall  is 
not  tenable,  because,  although  this  operation  has  been  done  a 
great  many  times,  no  such  accident  has  been  reported.  In  the 
case  reported  in  the  paper  where  a  secondary  celiotomy  for  in- 
testinal obstruction  was  made  two  months  after  the  primary 
operation,  I  feared  that  such  an  accident  had  occurred  because 
of  the  theoretical  arguments  advanced  against  the  operation. 
For  this  reason  I  carefully  examined  the  appendages  to  see  if 
either  they  or  the  uterus  had  caused  the  constriction,  butl  found 
that  the  strangulation  arose  from  a  point  higher  up  in  the 
abdomen. 

One  of  the  advantages  of  this  operation  is  that  it  leaves  the 
uterus,  not  fixed,  but  movable ;  and  I  think  that  Dr.  Robinson 
must  have  misunderstood  me,  as  I  said  that  in  the  ten  patients 
examined  the  uterus  was  found  freely  movable  and  not  attached 
to  the  abdominal  wall. 

Dr.  Ferguson's  point,  that  the  approximation  of  normal  peri- 
toneal surfaces  does  not  cause  adhesions,  is  a  good  one.  If  this 
principle  were  not  true  all  kinds  of  adhesions  would  result  from 
abdominal  surgery.  The  reason  I  assign  for  the  fact  that  the 
fundus  does  not  become  adherent  is  that,  from  the  nature  of  the 
operation,  it  is  not  approximated  as  closely  to  the  abdominal 
wall  as  when  the  sutures  are  passed  through  the  body  of  the 
uterus.  Whenever  sutures  are  passed  through  any  portion  of 
the  peritoneum  inflammation  results,  which  explains  the  adhe- 
sion of  the  fundus  to  the  abdominal  peritoneum  in  those  cases 
where  the  sutures  were  passed  through  the  body.  In  the  ope- 
ration I  have  described  the  ovarian  ligaments  are  fixed  to  the 
abdominal  wall  by  the  inflammatory  process  produced  by  the 
sutures.  The  operation,  therefore,  suspends  the  uterus,  but 
does  not  fix  it,  because  the  sutures  do  not  pass  through  the 
fundus.  The  mobility  of  the  uterus  is  clearly  shown  by  the 
examination  of  the  fourteen  patients. 

I  have  been  somewhat  afraid  to  use  catgut  in  the  abdominal 
cavity,  because  of  the  results  of  the  bacteriological  examinations 
which  have  been  made  of  it,  even  after  it  has  been  thought  to 
have  been  perfectly  sterilized.  I  prepare  catgut  by  boiling  it 
for  two  successive  hours  in  absolute  alcohol,  using  the  apparatus 
devised  by  one  of  your  members,  Dr.  Yan  Hook,  which  is  espe- 
cially adapted  fortius  purpose.  More  recent  microscopical  ex- 
aminations of  catgut  prepared  in  this  way  have  not,  however, 
been  entirely  satisfactory,  and  for  this  reason,  and  knowing  that 
silk  can  be  made  absolutely  sterile,  I  have  been  more  inclined 
to  use  silk.     If  boiling  catgut  in  cumol,  which   subjects  it  to  a 
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very  high  temperature  without  detriment  to  its  integrity,  as 
recently  done  in  Germany,  proves  to  be  satisfactory,  and  if  the 
most  approved  tests  then  fail  to  reveal  the  presence  of  bacteria, 
we  can  probably  use  catgut  thus  prepared  with  safety  in  the 
abdomen.  Objection  was  raised  to  the  use  of  silk  because  of 
the  danger  of  fistula?,  etc.,  and  the  point  was  brought  out  by  Dr. 
Martin  that  the  ligatures  are  not  passed  through  the  skin. 
Welch,  of  Johns  Hopkins,  has  shown  conclusively  that  when 
ligatures  are  passed  through  the  skin  there  is  danger  of  suppu- 
ration, on  account  of  germs  which  lie  deep  down  in  the  lower 
layers  of  the  skin  and  cannot  be  removed.  For  this  reason  I 
have  always  avoided  passing  the  sutures  through  the  skin. 

Dr.  Newman's  remark  in  regard  to  the  need  of  repairing  the 
ruptured  perineum  prior  to  any  operation  for  the  rectification  of 
a  displacement,  is  a  good  one.  1  do  not  believe  this  operation 
should  be  attempted  until  perineorrhaphy  or  trachelorrhaphy  or 
other  necessary  operation  be  done  ;  but  in  one  case,  because  the 
patient  was  extremely  neurotic  and  was  in  a  very  weak  condi- 
tion, I  did  not  consider  it  advisable  to  repair  the  perineum  at  the 
same  sitting.  The  suspension  operation  I  considered  to  be  the 
most  important  operation,  and  I  thought  I  would  do  that  first, 
and  if  she  did  not  get  better  I  would  repair  the  ruptured  peri- 
neum afterward. 

My  experience,  which  is  limited  in  comparison  with  Dr.  By- 
ford's,  is  that  the  ovaries  are  not  lifted  up  by  Alexander's  opera- 
tion, and  I  have  shortened  the  ligaments  as  much  as  was  neces- 
sary for  the  correct  performance  of  that  operation.  I  do  not 
agree  with  Dr.  Byford  that  whatever  way  the  operation  of  sus- 
pending the  uterus  is  performed,  whether  the  ligature  is  passed 
around  the  round  ligaments  or  through  the  fundus,  good  results 
are  obtained.  I  have  seen  the  operation  performed  a  number  of 
times,  have  seen  the  sutures  passed  around  the  round  ligaments, 
and  have  seen  many  failnres,  which  were,  in  my  opinion,  due  to 
the  fact  that  the  proper  position  of  the  uterus  was  not  obtained. 
In  a  lecture  which  I  heard  Dr.  Byford  deliver  at  St.  Luke's  Hos- 
pital upon  an  operation  he  had  devised  for  a  retroflexed  uterus, 
he  showed  very  graphically  on  the  blackboard  that  the  operation 
had  not  succeeded  because  the  intra-abdominal  pressure  had 
gotten  between  the  abdominal  wall  and  the  uterus  and  had  forced 
the  latter  backward. 

I  do  not  by  any  means  think  that  this  is  the  only  operation 
that  can  be  "done  for  the  relief  of  retrodisplacements  of  the 
uterus.  I  chose  this  method  because  I  thought  its  principles 
correct  and  wished  to  give  it  a  fair  trial. 

The  question  has  been  asked  whether  in  bilateral  suppuration 
of  the  appendages  requiring  excision  I  would  also  remove  the 
uterus.  In  many  cases  we'do  not  cure  these  cases  by  removal 
of  the  tubes  and  ovaries.  I  have  a  number  of  patients  who 
come  to  my  office  for  treatment,  although  the  uterine  appendages 
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have  been  removed.  In  two  instances  I  have  been  obliged  to 
subsequently  remove  the  uterus  in  order  to  cure  the  patients. 
If  the  patient's  condition  is  such  she  can  stand  the  added  shock 
of  a  hysterectomy,  it  would  be  well  in  certain  cases  to  remove  the 
uterus  at  the  same  time  with  the  appendages.  Dr.  Robinson's 
point  of  shortening  the  broad  ligaments,  and  thereby  holding 
the  uterus  up  in  proper  position  when  the  appendages  are  re- 
moved, I  do  not  consider  at  all  sound.  It  does  not  bring  the 
uterus  up  in  its  normal  position.  It  may  hold  the  fundus  upright, 
but  it  does  not  throw  it  into  anteflexion  nor  does  it  raise  it  up 
out  of  the  pelvis.  For  this  reason  I  would  prefer  the  additional 
operation  of  passing  the  sutures  as  described. 

Dr.  A.  H.  Ferguson. — I  wish  to  make  a  statement  in  regard 
to  the  priority  of  a  stitch  which  was  disputed  by  Dr.  Senn  at 
the  last  meeting.  Not  being  then  positive  but  that  somebody 
had  used  the  stitch  before  I  did,  I  have  taken  pains  to  again  look 
over  the  literature  carefully,  and  I  have  since  had  a  conversation 
with  Dr.  Senn  in  which  he  said  :  "  Your  stitch,  as  I  understand 
it  now,  is  quite  different  from  Gussenbauer's  ;  it  is  a  good  one, 
and  I  am  going  to  use  it.'1  Gussenbauer's  figure-of-eight  stitch 
is  different  from  mine,  which  I  am  now  calling  the  inversion 
suture. 

Official  Transactions.  T.  J.  Watkins, 

Editor. 
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Stated  Meeting,  April  (2d,  1895. 
The  President,  Bache  McE.  Emmet,  M.D.,  in  the  Chair. 
Dr.  W.  Gill  Wylie  presented  a  specimen  of 

FIBROMA  OF  THE    UTERUS  AND  OVARIES  REMOVED  BY  THE  ABDOMINAL 

METHOD. 

Dr.  G.  C.  Freeborn  wished  to  say  a  word  about  the  ovaries  in 
Dr.  Wylie's  case.  He  thought  he  could  predict  pretty  closely 
by  their  gross  appearance  what  one  would  find  on  microscopic 
examination.  It  was  probably  a  pair  of  ovaries  representing 
chronic  ovaritis  in  which  one  would  find  large  numbers  of  cor- 
pora fibrosa.  These  had  been  looked  upon  as  the  result  of  ob- 
literation of  the  corpora  lutea,  but  recent  investigations  had 
shown  that  the  large  majority  of  them  were  due  to  atresia  of  the 
Graafian  follicles.  There  was  an  interstitial  ovaritis,  with  the 
production  of  new  tissue,  making  the  stroma  of  the  ovary  much 
more  dense,  and  the  result  of  this  was  that  the  Graafian  follicles 
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were  unable  to  rise  to  the  surface,  mature,  and  rupture.  They 
then  underwent  a  fibrous  change  which  started  in  the  theca  fol- 
liculi,  where  there  was  a  larger  proportion  of  cells,  and  the  result 
was  the  production  of  a  fibrous  body.  This  might  be  exceed- 
ingly small,  only  to  be  seen  with  the  microscope,  or  it  might  be 
as  large  as  a  pea.  He  had  seen  ovaries,  looking  exactly  like  the 
pair  presented,  which  were  full  of  these  fibrous  bodies  in  all 
stages  of  development  up  to  a  size  quite  visible  to  the  unaided 
eye.  The  contraction  pulled  in  the  surface  of  the  ovary  and 
produced  convolutions  or  corrugations. 

Both  of  the  ovaries  exhibited  also  contained  a  hyperplastic 
corpus  luteum.  This  was  of  very  common  occurrence  in  this 
class  of  ovaries.  The  Graafian  follicle  which  had  escaped  de- 
generation went  on  to  rupture,  and  the  corpus  luteum  which 
was  formed,  instead  of  undergoing  cicatricial  change,  one  might 
say,  went  on  developing  and  became  quite  a  large  body. 

Dr.  Wylie  asked  whether  the  form  of  ovary  just  described  by 
Dr.  Freeborn  was  more  likely  to  occur  where  there  was  a  fibroid 
of  the  uterus. 

Dr.  Freeborn  replied  that  that  was  a  subject  which  he  was 
now  studying—  the  relation  of  fibroid  changes  in  the  uterus  and 
in  the  ovaries — but  he  was  not  yet  prepared  to  report. 

Dr.  Wylie  had  found  it  almost  impossible  to  cure  a  chronic 
endometritis  in  cases,  notof  distinct  fibroid  tumor,  but  of  chronic 
fibrous  change  in  the  organ  attended  with  thickened,  enlarged, 
and  spiral  blood  vessels.  It  was  a  condition  in  which  he  thought 
the  uterus,  tubes,  and  ovaries  should  be  removed.  In  the  ova- 
ries presented  it  would  be  observed  that  nearly  the  entire  organ 
seemed  involved  in  the  structural  change.  He  had  oftener  seen 
it  in  spots. 

Dr.  Freeborn  thought  the  condition  was  very  common  and. 
was  as  likely  to  occur  in  early  life  as  after  the  menopause.  He 
could  recall  a  number  of  cases  where  the  age  of  the  patient  was 
under  30.  He  was  going  to  try  to  trace  the  nerve  terminals  into 
the  fibrous  tissue,  to  learn  whether  contraction  and  pressure  upon 
them  might  have  to  do  with  the  symptoms. 

The  President  inquired  whether  the  development  and  struc- 
ture were  the  same  as  in  isolated  fibroma  of  the  ovary. 

Dr.  Freeborn  replied  that  there  was  a  difference,  but  in  just 
what  the  difference  consisted  pathologists  had  not  yet  settled. 
The  so-called  fibrous  ovaries  had  always  been  supposed  to  de- 
velop from  the  cicatricial  corpus  luteum  ;  but,  as  he  had  already 
stated,  the  vast  majority  of  the  fibrous  bodies  at  present  under 
discussion  did  not  come  from  the  corpus  luteum,  but  from  the 
Graafian  follicles.  That  they  might  go  on  to  develop  into  a 
fibroid  tumor  was  possible,  but  he  had  never  observed  it. 
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Dr.  II,  J.  Boldt  presented  several  specimens,  as  follows: 

POST-PUERPERAL    SEPSIS  ;    SMALL    MULTIPLE    PELVIC    ABSCESSES  ; 

OVARIAN    ABSCESS;    PELVIC    PERITONITIS;    RADICAL 

VAGINAL    OPERATION. 

The  patient,  Mrs.  B.,  was  referred  to  me  by  Dr.  L.  Weiss, 
who  first  saw  her  several  days  after  her  confinement,  with  the 
history  that  she  had  pelvic  pain,  most  intense  on  the  right  side 
and  in  the  hypogastrinm,  with  temperature  seldom  below~105°  F. 
Gradually  an  improvement  in  the  temperature  took  place,  yet  it 
frequently  rose  to  103°  F.  and  the  pain  did  not  subside/  My 
intention  was  to  make  a  vaginal  incision  and  drain  ;  when,  how- 
ever, an  examination  was  made  under  anesthesia,  this  was  shown 
to  be  impracticable,  hence  the  radical  operation  was  undertaken 
on  March  30th.  It  proved  one  of  the  most  difficult  operations 
of  this  class  which  I  had  undertaken  for  some  time.  The  ute- 
rus was  so  exceedingly  friable  that  the  structures  tore  whenever 
a  forceps  was  placed  ;  then  the  intestinal  adhesions  over  the  pel- 
vic organs  were  quite  extensive,  besides  the  very  firm  adhesions 
of  the  contents  to  the  walls  of  the  pelvis.  Am  additional  com- 
plicating feature  was  encountered  by  the  existing  profuse  hemor- 
rhage. At  the  completion  of  operation  the  patient  was  so  pro- 
foundly affected  by  shock  that  grave  doubt  was  entertained  as 
to  her  rallying.  Since  then,  however,  she  has  not  had  an  unfa- 
vorable symptom  and  the  temperature  has  been  normal. 

TUBERCULAR    PERITONITIS;    TUBERCULAR    SALPINGO-OOPHORITIS. 

Abdominal  section  ;  removal  of  the  adnexa  ;  tuberculous  ab- 
dominal fistula  resulting  ;  subsequent  removal  of  the  uterus  on 
account  of  tuberculosis  of  the  endometrium. — Miss  L.  H.,  set. 
19.  The  patient  consults  the  speaker  only  on  account  of  an  in- 
crease in  size  of  the  abdomen  and  general  lassitude.  No  pain 
is  present,  except  a  pressure  in  the  lower  abdomen  after  eating. 
Menstruation  began  at  11 ;  was  irregular  during  the  first  year  ; 
subsequently  it  was  regular  every  four  weeks,  the  flow  lasting 
from  three  to  four  days,  and  painless.  No  additional  history 
could  be  elicited.  In  appearance  the  patient  is  emaciated. 
Upon  examination  the  following  is  determined  :  The  abdomen 
is  greatly  distended  with  fluid,  so  much  so  that  even  the  epigas- 
trium is  prominent.  Percussion  of  the  thorax  is  negative,  ex- 
cept at  the  supraclavicular  region  of  the  right  side  where  there 
is  moderate  dulness.  Auscultation  shows  rude  respiration  here 
and  also  in  the  supraclavicular  region  of  this  side  and  at  the 
base  of  the  left  lung.  The  action  of  the  heart  is  accelerated  to 
100  beats  a  minute. 

Pelvic  examination. — Vulva,  vagina,  and  vaginal  portion  of 
the  uterus  are  those  of  a  virgin.  The  uterus  is  retroflexed  and 
firmly  fixed.  To  the  left  the  pelvis  is  filled  out  by  an  irregular 
tumor  which  encroaches  on  the  uterus  and  the  pelvic  walls  ;    it 
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is  of  doughy  consistence  and  reaches  up  to  a  level  with  the  an- 
terior superior  spine  of  the  ilium  ;  surro trading  it  pachy-pelveo- 
peritonitic  plaques  (Schwarten)  are  appreciable.  On  the  right 
side  the  tube  is  enlarged,  hard,  and  nodular,  held  fixed  by  a 
perimetritic  exudate.  From  the  results  of  physical  exploration, 
the  history  of  the  case,  absence  of  pain,  etc.,  the  diagnosis  of 
tubercular  peritonitis,  probably  having  its  primary  seat  in  the 
left  appendage,  is  made  and  early  operation  advised,  inasmuch 
as  yet  no  positive  pulmonary  lesion  of  a  serious  nature  existed. 

Abdominal  section  on  July  15M,  1S94. — After  permitting  the 
escape  of  a  very  large  amount  of  ascitic  fluid  and  determining 
the  firm  intestinal  adhesion  to  the  pelvic  contents,  the  abdomi- 
nal incision  was  sufficiently  enlarged,  when  it  was  seen  that  not 
half  a  square  inch  of  intestine  was  present  which  was  not  studded 
with  miliary  tubercles  ;  in  some  places  the  tubercles  were  as 
large  as  a  hempseed.  In  this  instance  the  diagnosis  made  prior 
to  operation  was  corroborated  in  every  detail  by  the  operation. 
It  was  an  unusually  difficult  task  to  separate  the  adhesions  and 
enucleate  the  pus  tubes  with  their  respective  ovaries,  which  were 
similarly  affected.  As  much  of  the  diseased  tissue  as  was  feas- 
ible was  removed.  I  should  also  have  extirpated  the  uterus  had 
this  been  at  all  permissible,  but  the  very  low  condition  of  the 
patient  did  not  warrant  the  spending  of  five  minutes  of  avoid- 
able time.  The  hemorrhage  from  the  extensive  torn  adhesion 
surfaces  demanded  very  tight  packing  with  iodoform  gauze. 
Recovery  from  operation  was  uneventful,  with  the  exception  of 
two  high  rises  of  temperature  to  105f°  on  the  third  and  fifth 
days  which  could  not  be  accounted  for,  and  which  again  sub- 
sided without  any  noteworthy  treatment.  A  glass  drain  was 
kept  in  the  abdominal  cavity  for  about  three  weeks,  the  daily 
secretions  by  that  time  having  diminished  to  about  thirty 
grammes.  An  abdominal  fistula  remained  at  the  former  site 
of  the  drainage  tube.  On  January  2d  of  this  year  the  fistula 
was  curetted  and  a  considerable  quantity  of  caseous  material  of 
tubercular  character  was  removed.  At  the  site  of  the  large 
tubercular  pyosalpinx  there  was  still  an  induration  about  the 
size  of  a  large  walnut.  The  uterus  was  much  softened  in  con- 
sistence, the  curette  entering  it  with  great  ease,  which  alone 
was  already  very  suspicious  under  the  circumstances ;  the 
scraping  brought  forth  a  large  quantity  of  characteristic  tuber- 
cular material.  A  drain  was  now  placed  at  the  bottom  of  the 
fistula  and  made  to  communicate  with  the  vagina,  and  sewn 
in.  The  development  of  very  active  symptoms  took  but  three 
days,  the  pelvic  condition  rapidly  becoming  aggravated,  so  that 
by  the  fifth  day  the  hard  mass  to  the  left  of  the  uterus  had  in- 
creased to  a  soft  one  the  size  of  a  duck  egg,  and  large  quantities 
of  pus  were  discharged  per  vaginam,  so  that  the  inference  to  be 
drawn  was  that  the  tubercular  process  had  so  long  remained  in- 
active, but  by  the  slight  operative  interference  had  been  called 
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into  activity.  A  radical  vaginal  operation  was  now  decided 
upon  and  put  into  execution  on  the  following  day.  In  addition 
to  the  abscess  on  the  left  side  there  was  a  smaller  one  between 
the  uterus  and  the  bladder  which  contained  about  fifteen 
grammes  of  pus.  The  subsequent  microscopical  examination  of 
the  uterus  snowed  its  body  to  be  tuberculous,  the  process,  how- 
ever, being  limited  to  the  endometrium.  We  have  in  this  case, 
then,  a  rather  unusual  condition — namely,  primary  tuberculosis 
of  the  left  Fallopian  tube  ;  next,  the  corresponding  ovary  ;  then 
tubercular  peritonitis ;  third,  the  same  disease  of  the  opposite 
tube  and  ovary  ;  and  last,  tubercular  endometritis.  I  am  aware 
that  the  arguments  which  I  bring  forth  to  substantiate  my  views- 
of  the  sequence  of  invasion  of  the  process  are  not  proven  in  a 
scientific  sense.  On  the  other  hand,  we  have  clinical  data. 
First,  the  gross  pathological  changes  in  the  left  appendage 
would  lead  us  to  the  conclusion  that  this  was  first  affected,  and 
not,  as  is  usually  the  case,  that  this  part  became  affected  from 
the  peritonitis  ;  had  this  been  the  case  the  changes  would  not 
have  been  so  marked,  but  would  have  probably  corresponded 
with  those  on  the  right  side.  Again,  had  the  tubercular  perito- 
nitis already  existed  for  such  length  of  time  as  was  probably 
necessary  to  cause  such  gross  lesion  in  the  tube,  we  would  have 
been  apt  to  have  irreparable  pulmonary  lesions.  Following  this 
peritoneal  disease,  or  almost  simultaneously  with  it,  came  the  in- 
fection of  the  right  adnexa.  Finally,  the  uterus  was  invaded, 
because  the  tubercular  process  was  limited  to  the  endometrium,, 
which  would  not  have  been  the  case  if  this  had  been  the  seat  of 
such  disease  for  any  length  of  time.  In  addition  we  may  add  that 
long-existing  disease  of  the  uterus  necessarily  gives  rise  to  symp- 
toms which  will  cause  the  afflicted  to  seek  gynecological  advice. 

VAGINAL    SALPINGO- OOPHORECTOMY   FOR    SALPINGITIS. 

Ordinarily  vaginal  operations  are  not  difficult,  but  when  the 
appendage  which  it  is  desired  to  remove  is  adherent  the  matter 
of  operation  becomes  of  great  difficulty,  as  was  the  case  in  this 
instance.  The  ovary  could  be  felt  in  the  cul-de-sac  of  Douglas, 
enlarged,  quite  sensitive,  and  adherent ;  the  Fallopian  tube  dis- 
torted and  also  adherent.  The  operation  proved  itself  even 
more  difficult  than  anticipated,  owing  to  the  very  dense  adhe- 
sions; but  then  we  have  the  satisfaction  that  the  patient  was  able 
to  leave  her  bed  in  four  days  and  that  she  has  no  abdominal 
scar.  Whether  the  symptoms,  which  consisted  of  constant  pain 
in  the  left  ovarian  region,  more  intense  at  the  time  of  menstrua- 
tion, and  backache  upon  physical  exertion,  will  disappear  or  not, 
remains  to  be  seen,  but  from  my  personal  experience  with  such 
cases  I  would  say  yes. 

UNILATERAL    TUBO-OVARIAN    ABSCESS  ;     VAGINAL    SALPINGO- 
OOPHORECTOMY. 

Mrs.  E.,  present  illness  of  seven  months'  duration.     The  symp- 
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toms  of  constant  pain  over  the  respective  tubo-ovarian  region, 
associated  with  intense  dysmenorrhea  and  profuse  leucorrhea, 
had  resisted  all  previous  treatment.  The  operation,  although 
somewhat  longer  in  duration  than  it  would  have  been  by  the 
abdominal  method,  and  associated  with  more  difficulty  as  far 
as  the  extirpation  of  the  appendages  was  concerned,  more  than 
repaid  for  these  disadvantages,  the  patient  being  able  to  leave 
her  bed  on  the  fourth  day. 

Case  No.  2  presented  a  similar  clinical  picture,  except  that  the 
duration  of  the  illness  was  only  five  months.  The  operation 
was  similarly  made  with  an  equally  good  result. 

The  cases  show  us  that  conservatism  can  be  practised  in  vagi- 
nal operations  almost  as  well  as  in  abdominal  work;  in  these 
cases  fully  as  well. 

LARGE    PYOSALPINX    OF    THE    LEFT    SIDE  ;     RESECTION    OF    DILATED 
AND    INFLAMED    PART    OF   THE    RIGHT  TUBE. 

The  suppurative  lesion  is  of  gonorrheal  origin,  and,  as  can  be 
readily  appreciated  by  the  specimen,  was  complicated  by  exten- 
sive and  firm  adhesions.  The  abdominal  operation  was  chosen 
by  me  instead  of  the  vaginal  because  bimanual  examination 
showed  that  the  right  aduexa  were  not  diseased  to  such  an  extent 
but  what  they  might  be  saved. 

The  operation  proved  the  surmise  correct.  The  uterine  half 
of  the  tube  was  saved,  the  ovary  being  fastened  to  it  with  cat- 
gut sutures.     Recovery  was  uninterrupted. 

ENCEPHALOID  CANCER  OF  THE  BLADDER. 

The  specimen  was  removed  from  the  summit  of  the  bladder 
about  three  months  ago.  The  accompanying  is  the  history  as 
given  me  by  her  physician  : 

"  Miss  J.  G.,  public-school  teacher,  aet.  70.  Patient  has  al- 
ways been  well  but  for  an  attack  of  acute  Bright's  seven  years 
ago,  accompanied  by  edema  with  albuminuria,  and  occasional 
attacks  of  gravel  attended  by  paroxysms  of  severe  pain  about 
the  urethra  and  the  passage  of  a  small  phosphatic  calculus  the 
size  of  a  hempseed,  many  of  which  she  has  preserved. 

"Four  years  ago  she  was  obliged  to  remain  at  home  from 
school,  having  an  acute  cystitis  attended  by  severe  pain,  fre- 
quent micturition,  straining,  etc.,  her  complaints  being  directed 
always  to  the  '  water  passage.'  Examination  of  urine  at  that 
time  I  find  showed  triple  phosphates  with  bladder  epithelium, 
reaction  alkaline,  some  pus,  mucus,  etc.  This  was  followed  for 
some  months  during  the  summer  by  complete  relief,  returning 
again  in  an  aggravated  form  in  the  fall  of  the  year.  The 
voiding  of  urine  became  more  frequent,  a  specimen  showing  a 
large  amount  of  ropy  mucus,  some  blood,  pus,  etc.  Two  years 
ago  clear  blood  was  voided  at  times,  continuing  for  some  days, 
then  remaining  absent  for  weeks.  All  these  unfavorable  evi- 
dences have  been  absent  at  intervals,  excepting  pain,  which  has 
57 
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always  been  present ;  dysuria.  She  is  an  arthritic  subject,  hav- 
ing tender,  distorted  finger  joints,  a  sharp  second  sound  of  the 
heart,  and  sclerosed  arteries.  She  is  believed  to  have  been  suf- 
fering from  pyelitis,  this  dependent  upon  her  phosphaturia. 
She  now  has  fifty  per  cent  by  volume  of  albumin  in  her  urine." 
From  a  pathological  standpoint  it  is  remarkable  that,  although 
throughout  the  microscopic  fields  showed  the  appearances  of 
cancer,  there  were  places  which  showed  characteristic  features 
of  sarcoma,  conditions  which,  while  admitted  by  some  as  exist- 
ing together,  yet  generally  are  doubted.  The  operation  was 
done  by  opening  the  bladder  per  vaginam.  There  was  nothing 
noteworthy  about  the  procedure.  The  patient  died  a  few  days 
subsequent  to  the  operation,  having,  however,  been  temporarily 
relieved. 

LOCALIZED    EXFOLIATIVE   COLITIS    FOLLOWING    OVARIOTOMY. 

About  one  week  after  a  double  ovariotomy  the  patient,  set.  24 
years,  began  to  complain  of  pain,  always  persistent,  and  limited 
to  the  beginning  portion  of  the  ascending  colon  ;  at  times  the 
pain  was  excruciating,  to  such  an  extent  that  a  hypnotic  became 
necessary.  The  temperature  was  not  elevated  at  any  time  more 
than  one  degree  above  normal.  After  a  continuance  of  these 
symptoms  for  a  period  of  nearly  two  weeks,  the  specimen  here 
presented  was  passed  per  anum.  It  consists  of  an  irregularly 
shaped  piece  of  necrotic  large  intestine,  which  was  nearly  two 
inches  in  diameter  in  the  fresh  state  ;  the  edges  are  ragged  ;  in 
the  midst  is  a  small,  round  opening  which  has  no  clinical  signi- 
ficance. As  shown  by  microscopical  examination,  the  entire 
thickness  of  the  gut,  excluding  only  the  peritoneal  covering  at 
some  points,  is  involved.  For  a  number  of  days  subsequently 
shreds  of  mucosa  were  passed.  The  pain  did  not  subside  en- 
tirely, and  it  is  doubtful  to  me  whether  this  wrill  take  place,  be- 
lieving that  a  stricture  of  no  inconsiderable  extent  must  have 
ensued.     So  far  as  I  know,  this  is  a  unique  complication. 

Dr.  George  M.  Edebohls  said  with  regard  to  Dr.  Boldt's  case 
of  tubercular  peritonitis  in  which  he  removed  the  ovaries,  etc., 
that  he  had  recently  had  a  similar  case,  the  result  of  which 
would  lead  him  to  regard  the  ultimate  prognosis  in  Dr.  Boldt's 
case  as  very  unfavorable,  although,  in  general,  tubercular  peri- 
tonitis treated  by  abdominal  section  did  wrell.  In  his  case  there 
was  a  large  accumulation  of  fluid  in  the  abdominal  cavity.  The 
diagnosis  prior  to  operation  was  not  positive  ;  upon  opening  the 
abdomen  he  found  general  tubercular  peritonitis  and  papillo- 
matous cysts  of  both  ovaries.  After  removing  the  latter  and 
washing  out  the  cavity  with  saline  solution  and  drying  thor- 
oughly, it  was  closed  and  primary  union  followed.  A  fecal  fis- 
tula formed  at  the  lower  angle  of  the  well-healed  wound  at  the 
end  of  three  weeks  and  persisted  for  a  month,  when  it  healed 
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under  simple  cleanliness  and  antisepsis.  For  a  month  after 
closure  of  the  fistula  the  patient  felt  exceedingly  well,  and  her 
ultimate  recovery  seemed  assured.  Fluid  then  reaccumulated 
in  the  abdomen  and  was  removed  by  tapping  by  Dr.  A.  Strong, 
the  patient's  family  physician.  Somewhat  later  still  acute  pul- 
monary tuberculosis  became  quite  suddenly  manifest,  of  which 
she  died  within  two  weeks.  He  cited  the  case  as  illustrating 
the  marked  tendency  in  some  for  the  tuberculosis  to  invade  new 
organs,  and  he  would  fear  that  this  tendency  existed  in  Dr. 
Boklt's  case,  as  shown  by  the  appearance  of  the  tuberculosis  in 
the  uterus  after  removal  of  the  tuberculous  tubes  and  ovaries. 

Regarding  the  case  of  exfoliative  colitis,  he  could  not  explain  the 
discharge  of  a  piece  of  the  colon  wall  with  the  feces  after  ovari- 
otomy on  any  other  supposition  than  that  a  part  of  the  mesocolon 
had  been  accidentally  included  in  ligating  the  pedicle,  leading  to 
necrosis  of  that  part  of  the  bowel  supplied  by  the  ligated  mesen- 
tery. 

Dr.  Currier  said  he  had  seen  two  cases  in  which  there  was 
periodic  discharge  of  mucous  membrane  of  the  intestine  several 
inches  long,  and  he  asked  Dr.  Boldt  whether  his  might  not  have 
been  such  a  case.  In  reply  to  a  question  by  Dr.  Freeborn  he 
said  a  microscopic  examination  of  the  casts  was  not  made. 

Dr.  Freeborn  thought  Dr.  Currier's  case  was  more  likely  one 
of  membranous  colitis,  which  was  not  a  rare  condition.  In  Dr. 
Boldt's  case  there  was  mucous  membrane  and  muscular  tissue, 
which  was  very  uncommon. 

Dr.  Currier,  referring  to  Dr.  Boldt's  fourth  specimen,  wished 
to  know  under  what  circumstances  he  would  remove  the  tubes 
and  ovaries  through  the  vagina  in  preference  to  the  abdominal 
method.  The  vaginal  method  being  comparatively  new  in  this 
country,  he  thought  it  was  desirable  to  have  its  indications  made 
quite  plain.  He  had  had  a  number  of  cases  recently  in  which 
the  question  of  the  best  route  had  arisen,  and  he  had  chosen  the 
abdominal,  although  another  operator  might  have  preferred  the 
vaginal.  That  the  latter  was  not  always  practicable  seemed  to 
be  illustrated  by  a  case  operated  upon  by  him  last  Sunday.  The 
tube  was  very  large  and  thick,  due,  it  was  probable,  to  old  gon- 
orrheal pyosalpinx,  and  had  become  so  intimately  attached  to 
the  intestine  that  in  dissecting  it  away  the  peritoneal  and  muscu- 
lar coats  of  the  intestine  were  invaded.  He  could  not  see  how 
the  operation  could  have  been  done  successfully  through  vaginal 
incision.  This  remark  applied  with  equal  force  to  a  case  of  in- 
traligamentous cyst  which  he  had  removed  by  the  abdominal 
method  a  few  weeks  ago.  Yet  he  believed  French  operators  at- 
tacked every  form  of  tumor  through  the  vaginal  incision. 

Dr.  H.  K.  Vineberg  said  that  where  he  had  made  a  vaginal 
incision  for  the  purpose  of  removing  the  tubes  and  ovaries,  but 
found  this  route  impracticable,  he  had  simply  closed  the  wound 
and  completed  the  operation  by  celiotomy,  and  the  patient  had 
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made  a  perfect  recovery.  He  could  not  agree  with  Dr.  Boldt 
if  he  thought  conservative  surgery  could  not  be  done  through 
the  vagina.  One  could  draw  the  parts  down  and  render  them 
just  as  accessible  through  a  longitudinal  anterior  vaginal  incision 
as  through  the  abdomen.  He  had  done  this  in  some  cases  with 
moderate  ease. 

Dr.  Boldt,  in  replying  to  Dr.  Curriers  question,  said  that  it 
did  not  matter  how  extensive  were  the  adhesions,  he  would  ope- 
rate through  the  vagina,  unless  he  wished  to  do  what  was  spoken 
of  as  conservative  work,  and  in  that  event  he  would  prefer  to 
open  the  abdomen.  He  had  not  said  that  conservative  work 
could  not  be  done  through  the  vagina,  but  he  thought  it  could 
be  done  better,  with  greater  likelihood  of  pregnancy  taking  place 
by  a  part  of  the  ovary  being  saved,  if  one  operated  through  ab- 
dominal incision. 

Dr.  Andrew  F.  Currier  presented  a  specimen  of  possible 

TUBAL    ABORTION 

with  the  following  history  :  Patient  26  years  of  age,  tall,  dark, 
and  of  decidedly  phlegmatic  temperament.  Married  four  years 
and  never  pregnant,  so  far  as  could  be  ascertained.  Menses 
began  at  15;  recurred  irregularly,  lasting  seven  to  eight  days; 
quantity  of  blood  lost  always  large,  and  dysmenorrhea  always 
annoying.  The  last  distinct  menstrual  period  ended  January 
27th.  On  that  day,  while  walking  with  her  husband,  she  was 
seized  with  intense  abdominal  pain  which  continued  two  days, 
semi-collapse  occurring  on  the  second  day.  Her  physician  then 
called  a  consultant,  who  thought  her  disorder  was  of  gastric  ori- 
gin. During  the  succeeding  four  weeks  there  was  constant 
fever,  the  temperature  ranging  from  one  to  three  degrees  above 
the  normal,  the  pulse  running  from  90  to  100,  while  the  urine 
contained  a  varying  quantity  of  albumin  but  no  casts.  At  the 
end  of  this  period  of  four  weeks  she  was  able  to  go  about  her 
house  and  attend  to  her  ordinary  duties.  At  irregular  intervals 
(from  January  27th)  she  had  bloody  discharges  from  the  vagina, 
and  early  in  March  passed  what  was  supposed  to  have  been  a 
decidual  cast. 

March  15th  she  was  again  seized  with  great  pain  and  prostra- 
tion, and  was  in  this  condition,  with  sensitive  stomach  and 
troublesome  nausea  and  vomiting,  when  seen  by  me  March  17th. 
Examination  revealed  a  nulliparous  portio  vaginalis,  and  a  tu- 
mor of  doughy  consistence,  as  large  as  a  man's  fist,  in  which  the 
body  of  the  uterus  seemed  embedded.  The  tumor  was  most  dis- 
tinctly appreciated  by  rectal  examination  ;  the  body  of  the  ute- 
rus could  not  be  differentiated  from  the  tumor.  I  advised  an 
immediate  operation,  and  she  was  brought  to  the  city  that  night. 
The  following  afternoon  the  operation  was  performed.  The  in- 
testines were  distended  and  firmly  adherent  to  the  tumor,  being 
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separated  with  great  difficulty.  The  tumor  lay  in  the  median 
line,  was  of  a  dark-purple  color,  and  included  the  entire  right 
broad  ligament,  tube,  and  ovary.  It  was  removed  by  successive 
ligations  along  its  lower  border,  and  the  removal  was  attended 
witli  rather  free  hemorrhage.  Shock  was  profound,  and  it  was 
necessary  to  bandage  the  patient's  extremities,  inject  a  quart  of 
salt  solution  into  the  rectum  and  one-fifteenth  grain  of  strychnia 
hypodermically,  before  removing  her  from  the  operating  table 
to  the  bed.  In  spite  of  continuous  efforts  at  stimulation  she 
never  fairly  rallied  from  the  operation.  Nausea  was  constant 
and  could  not  be  allayed.  The  pulse  never  went  below  140,  and 
finally  became  too  rapid  to  count.  Sleep  could  not  be  induced, 
and  in  the  fifty  or  more  hours  in  which  she  survived  the  opera- 
tion the  only  sleep  she  had  was  about  three-quarters  of  an  hour 
during  the  second  night,  after  an  enema  containing  sulphonal. 

This  case  furnishes  another  illustration  of  the  great  difficulty 
with  which  thoroughly  septic  individuals  rally  after  a  severe 
abdominal  operation,  and  also  the  necessity  of  constant  teaching 
that  such  cases  should  not  be  allowed  to  go  on,  unoperated  upon, 
until  hopeless  sepsis  has  occurred. 

I  should  like  to  have  the  specimen  submitted  to  the  patholo- 
gist of  the  Society  for  his  judgment  as  to  the  existence  of  tubal 
gestation.1 

Dr.  Ealph  Waldo  thought  the  case  demonstrated  as  conclu- 
sively as  any  one  case  could  that  where  there  was  a  focus  of 
septic  poisoning,  no  matter  from  what  cause,  if  one  removed  it 
it  was  all  right,  and  the  sooner  the  better ;  but  if  the  patient 
were  generally  and  profoundly  septic  an  operation  would  be  of 
very  little  avail,  except  one  of  very  conservative  nature,  such  as 
puncture  into  a  pus  accumulation,  which  would  not  subject  the 
patient  to  much  shock.  He  did  not  mean  to  criticise  Dr.  Cur- 
rier's method  of  operating  or  the  operation,  but  wished  simply 
to  remark  that  where  the  patient  was  markedly  septic  she  would 
probably  die  if  a  major  operation  were  done. 

Dr.  Egbert  H.  Grandin  thought  Dr.  Currier  was  right  in 
operating  in  this  case,  but  as  he  had  listened  to  the  history  it  had 
occurred  to  him  that  it  was  possibly  one  of  those  cases  in  which 
the  vaginal  route  should  have  been  selected  in  preference  to  the 
abdominal.  He  had  hitherto  taken  occasion  to  say  that  he  had 
preferred  abdominal  work,  simply  because,  in  the  class  of  cases 
which  had  come  under  his  observation,  he  had  thus  been  able 
to  best  meet  the  conditions  which  were  present^  But  where  a 
woman  was  in  a  septic  state  from  an  accumulation  of  pus  or  a 
tumor  within  the  pelvis,  it  seemed  to  him  that  it  would  be  better 
to  operate  by  the  route  which  would  expose  her  to  the  least 
shock — namely,  through  the  vagina. 

Dr.  WYLiEVemarked  that  it  would  hardly  be  fair  to  pass  criti- 
cism upon  the  case  related  without  having  seen  it,  but  he  might 
1  See  report  of  Dr.  Freeborn,  pathologist,  in  Transactions  of  May  21st,  1895. 
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say  that  he,  too,  believed  that  where  a  patient  had  been  long  in  a 
septic  condition  one  should  be  very  conservative,  even  limiting 
his  interference,  if  possible,  to  the  trocar  or  vaginal  opening. 
That,  indeed,  was  about  the  only  condition  in  which  he  would 
use  the  trocar — where  the  patient  could  not  be  operated  upon 
safely.  If  it  were  his  intention  to  operate  at  all,  he  did  not  know 
that  he  would  prefer  the  vaginal  route  to  the  abdominal.  Per- 
haps he  would  if  the  tumor  were  situated  low. 

Regarding  the  general  question  of  the  vaginal  and  abdominal 
methods,  Dr.  Wylie  said  he  had  followed  with  a  great  deal  of 
interest  the  views  expressed  by  different  operators,  especially  by 
some  of  the  foreigners  and  those  who  had  been  abroad  recently. 
It  had  so  happened  that  he  was  himself  in  Europe  last  summer 
and  saw  some  vaginal  work,  but  he  had  not  made  up  his  mind 
with  respect  to  more  than  one  or  two  vital  points.  One  of  these, 
which  it  seemed  to  him  had  been  somewhat  ignored  in  the 
anxiety  to  arrive  at  the  most  recent  and  fashionable  way  of  doing 
things,  related  to  the  mortality  rate.  He  thought  we  were  ap- 
proaching a  time  when  there  would  be  a  more  or  less  fixed 
standard  for  abdominal  surgery,  and  unless  a  man's  death  rate 
fell  to  that  point  he  should  feel  himself  under  obligation  to  his 
patients  to  give  up  such  surgical  work. 

Regarding  methods,  Dr.  Wylie  thought  we  should  not  adopt 
one  method  to  the  exclusion  of  another,  for  to  do  so  would  be 
going  to  an  extreme.  As  far  as  he  could  judge,  it  was  in  this 
case,  as  in  many  others  in  life,  a  matter  of  training  and  habit. 
A  surgeon  would  naturally  select  the  abdominal  method ;  a  gyne- 
cologist would  be  inclined  to  choose  the  vaginal.  Those  trained 
in  gynecology  the  past  ten  or  fifteen  years  had  been  more  closely 
associated  with  general  medicine  than  surgery,  and  the  surgeons 
had  had  little  to  do  with  gynecology. 

But  the  point  which  he  had  been  trying  to  decide  the  past  year  or 
longer  was  whether  the  vaginal  method  was  safer  than  the  ab- 
dominal. Unfortunately  for  this  study,  most  of  his  cases  operated 
upon  through  the  vagina  until  recently  had  been  selected — cases 
of  simple  cancer  of  the  uterus,  or  of  salpingitis  near  the  posterior 
wall  of  the  vagina — and  therefore  had  not  exposed  the  patient  to 
the  ordinary  amount  of  risk.  He  had  not,  for  instance,  removed 
the  uterus  for  prolapsus,  as  he  had  seen  others  do.  Out  of  all  of 
his  vaginal  hysterectomies,  numbering  about  seventy,  there  had 
been  but  one  death,  and  in  that  instance  death  was  due,  not  to 
the  operation,  but  to  Bright's  disease,  which  was  revealed  by  the 
autopsy,  although  previously  the  urine  had  been  negative.  This 
record  was  somewhat  better  than  for  his  last  seventy  cases  of 
abdominal  section  done  the  past  two  years,  in  which  there  were 
two  deaths,  but  here  were  to  be  found  the  most  complicated  and 
difficult  cases,  including  cancer,  sarcoma,  and  all  others  as  they 
came  in  their  order.  Out  of  between  forty  and  fifty  which  had 
been  sent   him  without  a  diagnosis   of   malignant   disease,  he 
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had  found  eleven  with  cancer,  which  fact  illustrated  the  compli- 
cated type  of  the  cases  on  which  he  had  operated  by  the  abdomi- 
nal method.  One  of  the  two  deaths  occurred  in  a  case  of  malig- 
nant tumor,  the  other  on  a  syphilitic  basis  in  which  the  pedicle, 
as  in  all  syphilitic  ulcers,  was  extremely  friable,  difficult  to  tie, 
and  often  sloughed.  The  patient  died  of  exhaustion  after  seve- 
ral weeks,  and  he  believed  the  syphilitic  trouble  was  to  blame. 

If  the  tumor  were  large  and  had  to  be  cut  into  pieces  in  order 
to  remove  it  through  the  vagina,  or  many  forceps  were  required, 
Dr.  Wylie  would  prefer  the  abdominal  route  as  being  the  cleaner 
and  the  more  exact.  In  his  opinion  it  was  just  as  safe,  if  done 
by  an  expert.  He  could  understand,  however,  why  a  gynecolo- 
gist not  accustomed  to  abdominal  work  might  prefer  the  vaginal 
route  and  obtain  good  results  from  it.  But  his  work  would 
probably  prove  incomplete,  for  undoubtedly  portions  of  diseased 
tissue  would  often  be  left.  "We  were  not  yet  able  to  judge  of 
the  ultimate  results,  since  the  operation  had  not  yet  been  done 
so  extensively  as  abdominal  section  and  it  had  been  in  the  field 
but  a  short  time.  The  death  rate  from  abdominal  work  for 
salpingitis  ought  not  to  exceed  one  or  two  per  cent  under  the 
most  favorable  circumstances,  such  as  existed  in  private  hospitals,, 
nor  more  than  three  per  cent  in  general  hospitals  where  the  in- 
ternes and  nurses  were  frequently  changed.  While  he  might  be 
prejudiced  in  favor  of  the  abdominal  operation,  yet  he  did  both, 
and  tried  to  adapt  the  procedure  to  the  patient,  not  the  patient 
to  the  procedure. 

Dr.  Boldt  felt  that  he  could  not  allow  one  remark  made  by 
Dr.  Wylie  to  pass  unchallenged.  It  was  that  those  who  had 
been  trained  in  abdominal  work  would  choose  that  route  and 
prefer  it,  and  that  it  was  only  those  who  had  not  been  so  trained 
who  would  take  the  vaginal  route.  He  could  not  believe  that  Dr. 
Wylie  had  meant  to  say  this,  for  certainly  the  men  who  were 
now  doing  vaginal  work  in  this  country  and  abroad  had  formerly 
•done  abdominal  work  which  compared  very  favorably  with  that 
of  any  other  operator. 

Dr.  Wylie  explained  that  he  stated  that  it  was  those  who  had 
had  surgical  training  before  they  had  adopted  gynecological 
work  who  would  probably  choose  the  abdominal  route.  Of 
course  there  were  exceptions  to  all  rules. 

Dr.  Boldt  added  that,  of  course,  he  would  not  think  of  the 
vaginal  route  for  the  removal  of  an  ovarian  cystoma  of  any  size 
and  with  suspected  adhesions.  It  was  quite  natural  for  the  surgeon 
to  select  his  operation  according  to  the  case  instead  of  mould- 
ing the  case  to  the  operation.  The  mortality  rate  in  a  large 
collection  of  cases  was  considerably  greater  on  the  side  of  the 
abdominal  than  on  that  of  the  vaginal  method.  Moreover,  we 
should  consider  the  future  of  the  patient.  Too  much  emphasis 
could  not  be  laid  upon  the  liability  to  adhesions,  to  hernia,  and 
upon  the  unpleasant  scar  and  prolonged  convalescence  in  the 
abdominal  method  when  compared  with  the  vaginal. 
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Dr.  Wylie  objected  that  the  statistics  of  mortality  on  the  side 
of  the  abdominal  method  were  taken  promiscuously  for  years 
and  from  the  work  of  inexperienced  operators,  whereas  those  for 
vaginal  work,  excluding  Byford's,  were  for  a  much  more  recent 
period  and  by  trained  operators.  His  remarks,  however,  were 
directed  to  the  statements  of  European  writers,  as  Jacobs,  rather 
than  to  those  of  our  own  country,  who  may  not  have  fallen  into 
such  errors  about  our  work  and  results  in  this  country.  It  was 
not  uncommon  at  present  for  an  expert  operator  not  to  lose  a 
patient  from  abdominal  section  for  salpingitis  in  a  year  or  even 
two  years.  The  vaginal  operation  could  hardly  excel  the  ab- 
dominal in  this  regard,  because  the  mortality  from  the  latter  was 
almost  nil.  It  seemed  to  him  that  the  question  of  real  import- 
ance related  to  the  mortality.  It  did  not  matter  much  whether 
a  patient  was  confined  a  few  days  more  to  bed.  There  was 
scarcely  any  danger  of  hernia  if  the  abdominal  wound  were  closed 
properly.  One  thing  which  he  objected  to  especially  was  the 
urging  of  taking  out  immense  tumors  through  the  vagina  which 
might  even  reach  up  to  the  umbilicus.  This  was  quite  different 
from  the  combined  operation,  where,  owing  to  the  impaction  of 
the  tumor,  one  found  it  advisable  to  operate  partly  from  below 
and  partly  from  above,  as  he  had  done  in  certain  instances  for  a 
number  of  years. 

(To  be  continued.) 
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A  Stated  Meeting  was  held  at  the   Hall  of  the  College,  March 

21st,  1895. 

Charles  B.  Penrose,  M.D.,  in  the  Chair. 

Dk.  Robert  G.  Le  Conte  read  a  paper  entitled 

AN    OPERATION    FOR   THE   RESTORATION    OF   THE    SPHINCTER    ANI.1 

Dr.  J.  M.  Baldy. — It  seems  to  me  that  the  proposition 
made  by  Dr.  Le  Conte  is  so  important,  in  connection  with 
sphincter  tears,  that  there  should  be  more  attention  given  to  it. 
Unquestionably  there  are  cases  in  which  the  usual  operation  has 
given  relief,  but  there  is  no  question  in  my  mind  that  there  are 
a  number  of  these  cases  which  give  pretty  good  results  sympto- 
matically,  in  which  the  ends  of  the  sphincter  are  not  really 
united.     The  results  are  not  so  good  as  where  the  ends  of  the 

1  See  original  article"  p.  863. 
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muscle  are  united.  Just  in  proportion  as  the  ends  of  the  sphinc- 
ter are  wide  apart,  in  just  that  ratio  you  will  have  incontinence 
of  fecal  matter.  This  is  the  general  rule,  but  there  are  cases  in 
which  there  are  torn  sphincters  which  get  on  pretty  well  for  the 
rest  of  their  lives,  having  no  trouble  except  when  there  is  diar- 
rhea. I  recall  the  case  of  a  woman  who  sued  a  doctor  for  a 
torn  sphincter.  The  doctor  had  called  in  another  man  to  do  the 
operation,  but  he  did  not  unite  the  ends  of  the  sphincter ;  and 
yet  this  woman  came  into  court  and  claimed  that  she  had  had 
complete  control  over  the  sphincter  since  the  operation.  When 
the  ends  are  not  united  there  is  only  relative  control.  In  the 
case  referred  to  by  Dr.  Le  Conte  there  was  only  about  half  the 
sphincter  left,  and  when  she  was  put  on  the  table  I  remarked 
that  I  doubted  very  much  whether  we  could  get  a  good  result. 
In  that  case  I  would  not  have  obtained  such  a  satisfactory  re- 
sult had  we  not  adopted  the  plan  recommended  by  Dr.  Le  Conte. 
The  stitching  of  the  muscle  ends  and  the  stretching  is  a  good 
combination.  The  stretching  is,  of  course,  not  a  new  proce- 
dure, but  in  combination  with  the  tendon  suture  it  is  a  decided 
improvement.  The  method  which  I  have  followed  for  years  is 
to  put  the  stitches  into  the  dimpled  points,  without  making  a 
special  effort  to  take  up  the  muscular  tissue  itself.  The  muscle 
is  about  one-quarter  of  an  inch  below  the  dimple,  and  unless 
you  take  special  pains  to  bring  the  muscle  ends  together  you 
cannot  get  good  results.  This  is  the  reason  why  patients  come 
back  without  complete  control  over  their  sphincters.  It  is  a 
very  good  plan  to  lift  up  the  muscle  and  make  traction  upon  it 
by  means  of  a  tenaculum.  The  muscle  is  not  usually  seen,  as 
the  operation  is  generally  performed,  because  there  is  a  false 
aponeurosis  developed  covering  the  torn  ends,  and,  in  addition, 
the  fibres  of  the  muscle  are  retracted.  Therefore  you  will  not 
get  good  muscle  apposition  unless  you  fray  out  the  muscle  ends 
so  as  to  have  the  muscular  tissue  exposed. 

It  is  not  such  an  easy  thing  to  stretch  the  muscle  as  it  seems 
from  Dr.  Le  Conte's  remarks.  The  taking  up  of  the  sphincter 
with  the  finger  and  thumb  is  easier  to  describe  than  to  do.  But 
by  grasping  the  muscle  by  the  thumbs  and  fingers  and  lifting  up 
the  arms  the  operator  gets  considerable  leverage.  Then,  if  it  be 
not  enough,  it  can  be  done  again  when  the  stitches  are  all  in, 
without  the  danger  of  their  tearing  out.  In  old  cases  there  is 
some  danger  that  the  stitches  will  slough  out,  but  the  operation 
as  recommended  by  Dr.  Le  Conte  tends  to  overcome  this.  _  It  is 
a  very  practical  and  a  valuable  improvement  over  the  ordinary 
operation. 

Dr.  Charles  P.  Noble. — I  have  been  much  interested  in  the 
paper.  Of  course  the  only  way  to  test  the  operation  is  to  do  it 
in  a  number  of  cases  and  observe  the  results.  The  method  of 
suturing  is  novel,  but  the  other  points  are  not  new.  When  I 
was  a  student  I  was  taught  to   stretch   the   sphincter,  and  to 
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stretch  it  for  several  days,  before  the  operation.  As  to  the  time, 
I  would  suggest  doing  it  before  the  denudation,  as  then  there 
can  be  no  danger  of  tearing  the  tissues  at  the  upper  angle  of  the 
laceration.  In  my  last  three  cases  of  sphincter  restoration  I 
have  adopted  the  plan  of  using  silkworm  sutures  for  everything, 
and  they  all  got  along  well.  Formerly  I  used  catgut  sutures  in 
the  rectal  mucous  membrane.  I  have  failed  to  get  union  with 
restoration  of  function  in  but  one  case.  Since  using  silkworm 
gut  exclusively  1  bave  introduced  the  rectal  sutures  deeply 
enough  to  include  about  one-third  of  the  sphincter,  so  that  the 
sphincter  ends  are  in  contact  before  the  external  sutures  are  in- 
troduced. When  I  used  the  catgut  sutures  in  the  rectum  I  in- 
cluded only  the  mucous  membrane.  I  think  well  of  this  opera- 
tion of  Dr.  Le  Conte  and  shall  try  it. 

With  regard  to  the  point  mentioned  by  Dr.  Baldy,  I  think  it 
is  the  habit  of  all  operators  to  lift  up  the  dimple  with  the  tena- 
culum and  snip  off  the  ends  of  the  muscle.  I  have  never  seen  it 
done  in  any  other  way.  This  is  done  to  expose  the  end  of  the 
retracted  muscle  and  to  secure  good  union. 

Dr.  B.  C.  Hirst. — It  seems  to  me  that  the  proposed  opera- 
tion is  open  to  the  objection  that  the  ends  of  the  muscle  may 
slough,  but  this  question  can  only  be  answered  by  experience. 
The  stitches  in  the  old  plan  of  suturing  will  not  cut  out  if  they 
are  inserted  deeply  enough.  The  sheath  of  the  muscle  holds 
them,  if  the  muscle  itself  should  not.  I  have  been  in  the  habit 
of  passing  the  stitches  deeply  through  the  ends  of  the  muscle 
and  of  knotting  them  in  the  rectum.  Just  above  the  sphincter 
I  put  a  stitch  like  Emmet's  sphincter  stitch  ;  this  reinforces  the 
two  stitches  in  the  sphincter  and  lessens  the  strain  upon  them. 
I  have  not  yet  had  a  failure  by  this  plan. 

Dr.  Noble. — It  seems  to  me  that  the  point  raised  by  Dr. 
Hirst  as  to  the  stitches  tearing  out  depends  upon  how  tightly 
they  are  tied  in  the  muscle  and  whether  the  muscle  is  strangu- 
lated or  not. 

Dr.  C.  B.  Penrose. — The  operation  of  Dr.  Le  Conte  is  cer- 
tainly a  very  ingenious  one.  I  have  no  doubt  that  there  are 
some  cases  in  which  it  may  be  found  useful.  I  wish,  however, 
to  say  a  few  words,  not  against  this  operation,  but  in  favor  of  the 
old  one,  or  the  one  which  was  introduced  by  Dr.  Emmet.  Like 
Dr.  Noble,  I  have  always  used  silkworm-gut  sutures  in  all  plastic 
work  about  the  perineum  or  vagina.  In  case  there  is  a  lacera- 
tion extending  up  the  recto-vaginal  septum,  I  close  it  by  means 
of  silkworm-gut  sutures  introduced  from  the  vaginal  aspect.  I 
have  never  introduced  sutures,  in  the  closure  of  a  tear  of  this 
kind,  by  way  of  the  rectum.  It  does  not  seem  possible  to  me  to 
stretch  the  sphincter  ani  as  Dr.  Le  Conte  suggests.  We  do  not 
grasp  the  sphincter  muscle  itself  directly,  but  we  grasp  the  tis- 
sues surrounding  this  muscle  somewhat  like  a  sheath,  and  the 
muscle  necessarily  slips  away  from  the  fingers  and  we  stretch 
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only  the  surrounding  tissues.  As  you  know,  the  operation  of 
dividing  the  sphincter  ani  by  a  median  posterior  incision  has 
been  followed  in  some  cases  where  the  muscle  was  so  contracted 
that  it  seemed  impossible  to  draw  the  lacerated  ends  together. 
It  is  always  necessary,  in  case  of  operation  for  repair  of  the  torn 
sphincter  ani  muscle,  that  the  muscle  should  be  attached  to  the 
median  point  of  the  recto-vaginal  septum  lying  immediately 
above ;  otherwise  we  are  apt  to  have  a  small  fistulous  opening 
lying  in  the  recto-vaginal  septum  immediately  above  the  sphinc- 
ter ani  muscle. 

In  Emmet's  operation  for  the  restoration  of  the  sphincter  this 
accident  is  avoided,  because  the  one  or  two  chief  sutures  pass 
through  the  muscle  and  through  the  recto- vaginal  septum.  We 
of  course  do  not  see  nearly  so  many  injuries  of  this  kind  at  the 
present  day  as  occurred  formerly.  In  the  experience  which  I 
have  had  I  have  never  had  a  failure  of  muscular  union  and  of 
perfect  retentive  power  over  both  flatus  and  feces  after  follow- 
ing the  method  of  Dr.  Emmet.  During  the  past  winter  I  have 
operated  upon  four  women  at  the  University  Hospital  with  com- 
plete tear  of  the  sphincter  ani,  and  in  every  case  there  was  per- 
fect retentive  power  from  the  day  of  the  operation.  In  one  of 
these  women  the  tear  was  of  twenty-five  years'  standing,  and  she 
had  borne  nine  children  since  the  receipt  of  the  injury.  I  think 
that  failure  to  obtain  muscular  union  and  perfect  control  is  not 
due  to  any  fault  of  the  old  operation,  but  is  due  to  the  fact  that 
the  steps  of  the  old  operation  have  not  been  properly  followed. 
The  great  mistake  which  is  made  is  that  the  sutures  are  intro- 
duced too  far  out  and  too  far  forward  to  grasp  all  the  fibres  of 
the  sphincter  ani  muscle ;  and  very  often  we  see  a  case  operated 
on  in  this  way  in  which  there  is  no  muscular  union  whatever, 
though  the  recto-vaginal  septum  may  have  been  completely  re- 
stored, or  in  which  there  is  muscular  union  of  only  the  outer 
fibres  of  the  sphincter  ani. 

Dr.  Le  (Jonte. — The  objection  of  Dr.  Penrose  is  answered  at 
the  end  of  my  paper.  The  last  stitch  used  is  the  same  as  Dr. 
Emmet's.  With  regard  to  the  strangulation  of  the  muscle,  men- 
tioned by  Dr.  Hirst,  I  think  that  it  is  the  same  with  the  sphinc- 
ter as  with  other  muscles  of  the  body  :  the  catgut  does  not  hold 
the  muscle  so  tightly  as  to  cause  sloughing,  and  soon  yields  by 
becoming  softened  and  absorbed. 

Dr.  J.  M.  Baldy  read  a  paper  on 

LIGATURE    AND    SUTURE    MATERIAL    IN    HYSTERECTOMY.1 

Dr.  Charles  P.  Noble.— Dr.  Baldy  states  in  his  paper  that 

the  cases  in  which  the  suture  has  been  discharged  have  been 

cases  of  complete  hysterectomy.     His   objection  would   apply 

only  to  cases  of  complete  hysterectomy,  but  not  to  cases  in 

1  See  original  article,  p.  826. 
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which  the  cervix  has  been  amputated  above  the  vagina.  I  have 
used  only  the  silk  ligature,  and  none  of  mv  cases  have  given  any 
trouble.  Although  it  is  a  fact  that  there  has  been  a  superfluity 
of  sutures  in  my  early  cases,  I  myself  have  never  used  catgut 
in  the  abdomen.  As  regards  trouble  after  using  silk,  I  think  it 
is  more  the  size  of  the  ligature  than  anything  else  that  causes  it. 
A  large  silk  cord  gives  trouble  where  a  small  thread  would  not ;. 
this  is  partly  because  when  large  silk  is  used  the  ligature  is 
tied  more  tightly,  which  reduces  the  vitality  of  the  stump,  and 
partly  because  if  a  large  ligature  is  infected  the  white  blood  cells 
are  less  able  to  combat  the  resultant  septic  processes  about  the 
ligature.  I  have  been  using  silkworm  gut  as  a  buried  suture  for 
abdominal  wounds  for  three  years,  and  out  of  several  thousand 
stitches  so  introduced  I  have  had  trouble  in  but  three  cases,  and 
this  was  trifling.  I  have  heard  that  Schede,  who  introduced  the 
buried  silkworm-gut  suture,  has  abandoned  it  for  the  buried  sil- 
ver-wire suture.  Now,  if  the  jagged  ends  of  silver  wire  do  not 
cause  irritation,  it  is  easy  to  understand  why  the  ends  of  the  silk- 
worm gut  can  remain  without  giving  trouble.  I  would  say  that 
I  have  had  marked  satisfaction  in  this  method  of  suturing  the 
abdominal  wall,  and  do  not  know  of  anything  in  my  abdomi- 
nal work  which  has  given  me  so  much  satisfaction.  Of  course 
much  depends  upon  the  way  in  which  the  superficial  stitches  are 
put  in.  If  dead  spaces  are  left  suppuration  may  result.  This 
has  occurred  in  but  three  of  my  cases,  all  of  which  were  hys- 
terorrhaphies.  I  use  the  method  only  in  cases  which  are  not 
drained. 

Dr.  B.  C.  Hirst. — It  is  to  be  hoped  that  Dr.  Baldy  will  tell 
us  his  method  of  sterilization.  I  may  state  that  the  method  I 
have  followed  for  the  last  three  years  with  satisfaction  is  the  fol- 
lowing :  The  catgut  ligatures  are  soaked  for  twenty-four  hours 
in  benzine,  and  are  then  boiled  in  alcohol  for  half  an  hour  on 
three  successive  days  ;  the  apparatus  used  for  boiling  the  alcohol 
has  a  condenser  attached,  so  that  there  is  no  waste.  I  have  never 
had  a  case  of  sepsis  from  a  ligature. 

It  may  be  of  interest  for  the  Section  to  hear  of  cases  in  which 
silkworm  sutures  were  used  in  the  abdominal  wall  with  bad  re- 
sults. I  saw,  some  time  ago,  a  patient  of  Dr.  Edebohls  in  whom 
the  abdomen  was  fairly  riddled  with  sinuses  due  to  buried  silk- 
worm-gut sutures  ;  it  required  quite  an  extensive  operation  to 
cure  her.  I  have  also  seen  a  patient  of  Dr.  Noble  who  had  an 
abdominal  sinus  from  a  buried  stitch.  She  told  me  that  Dr. 
Noble  had  made  an  attempt  to  extract  it  under  anesthesia,  but 
had  failed.  I  sent  her  back  to  Dr.  Noble,  and  would  like  to 
hear  the  ultimate  result. 

Dr.  Noble. — That  is  one  of  the  cases  I  referred  to.  I  intro- 
duced a  blunt  hook  and  took  out  the  suture.  I  removed  it  with- 
out any  trouble. 

Dr.  Baldy. — As  far  as  sterilization  is  concerned,  iny  method 
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is  practically  the  same  as  that  used  by  Dr.  Hirst,  except  that  I 
boil  the  ligatures  again  just  before  the  operation.  This  may  not 
be  necessary,  but  I  think  that  it  is  a  safe  precaution.  The  point 
I  make  is  that  the  material  used  should  be  tested  as  to  its  beino- 
free  from  infection,  before  being  used.  I  believe  that  ligature's 
can  be  sterilized  in  oil,  and  I  refer  to  Dr.  Penrose's  specimens 
which  he  showed  at  one  of  the  meetings,  where  the  catgut  had 
been  in  oil  for  three  years  and  was  perfectly  sterile.  My  point 
is  that  the  gentlemen  who  blame  the  catgut  should  look  for  other 
causes  of  suppuration.  They  depend  upon  the  fact  that  the  cat- 
gut had  been  rendered  sterile  previously,  and  fail  to  have  a  test 
made  at  the  time.  Of  course  there  are  other  sources  of  sup- 
puration. Those  of  us  who  make  use  of  catgut  do  not  fear  it 
from  this  cause.  We  have  used  it  too  long  without  bad  results 
not  to  know  that  those  gentlemen  who  do  have  sepsis  following 
its  use  do  not  have  the  gut  properly  prepared  and  should 
blame  themselves,  not  the  catgut. 

The  size  of  the  silk  has  very  little  to  do  with  it.  If  the  liga- 
tures are  perfectly  sterilized  it  does  not  make  any  difference 
what  size  is  used.  In  the  case  reported  the  silk  used  in  the  va- 
ginal mucous  membrane  was  the  smallest  silk  I  use  in  abdominal 
work. 

In  cases  where  we  drain  it  seems  to  me  that  above  and  below 
the  drainage  tube  there  is  a  Y-shaped  opening  in  which  there  is 
no  contact  of  tissue,  and  in  such  cases  there  is  apt  to  be  failure 
of  union.  The  objection  to  burying  sutures  in  these  drainage 
cases  is  that  suppuration  occurs  and  the  suture  material  becomes 
infected  ;  but,  if  it  does,  it  is  the  fault  of  the  nurse  or  surgeon, 
and  not  the  fault  of  the  drainage  tube  or  the  sutures.  My  ex- 
perience is  to  the  contrary,  and  for  two  years  I  have  been,  in 
drainage  and  all  other  cases,  burying  catgut  and  silk  in  the  fascia 
of  the  abdominal  wall. 

Dr.  Barton  Cooke  Hirst  presented  reports  of 

CLINICAL   NOTES.1 

Dr.  Noble. — I  think  that  few  of  us  can  add  anything  to  Dr. 
Hirst's  remarks  on  the  making  of  a  new  female  urethra.  Dr. 
Emmet  constructed  a  new  urethra  in  several  cases,  upon  the 
principle  of  the  coffee-pot  spout,  the  urethra  being  extended 
forward  in  front  of  the  pubes,  so  that  considerable  urine  could 
collect  in  the  bladder  before  its  level  reached  the  plane  of  the 
orifice  of  the  urethra;  then,  as  the  bladder  filled,  it  ascended 
into  the  abdomen,  making  traction  upon  the  urethra,  thus  clos- 
ing it.  He  found,  however,  that  all  the  women  got  cystitis, 
because  they  did  not  empty  the  bladder  at  regular  intervals. 
For  this  reason  he  gave  up  the  operation  of  trying  to  construct 
a  new  urethra  when  this  structure  has  been  destroyed  together 
with  its  sphincter. 

1  See  original  article,  p.  869. 
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Epithelioma  of  the  vulva  must  be  a  rare  condition.  I  have 
never  seen  a  case  either  in  private,  hospital,  or  dispensary 
practice.  I  have,  of  course,  seen  epithelioma  of  the  vagina 
which  has  spread  downward  to  the  vulva,  but  not  a  primary 
epithelioma  of  the  vulva. 

I  am  glad  that  Dr.  Hirst  has  reported  his  experience  in  puer- 
peral hysterectomy.  This  question  is  being  discussed  very 
largely  at  this  time,  and  our  kuowledge  of  it  will  be  increased 
by  the  reports  of  the  experience  of  all  workers  in  this  field.  The 
case  he  reports  to-night,  while  in  a  certain  sense  a  puerperal 
one,  belongs  more  properly  to  the  post-puerperal  period  because 
of  the  length  of  time  which  elapsed  between  the  labor  and  the 
operation.  Abdominal  section  for  suppurative  disease  of  the 
uterine  appendages  of  puerperal  origin  is  not  a  new  operation. 
The  only  point  that  is  at  all  new  is  the  removal  of  the  uterus  in 
such  cases  as  well  as  its  appendages.  In  the  majority  of  cases, 
when  operated  upon  late,  it  is  not  essential  to  the  recovery  of 
the  woman  that  the  uterus  as  well  as  its  appendages  be  removed, 
as  it  is  exceptional  that  the  uterus  itself  contains  an  abscess. 
When  a  woman  has  a  septic  puerperal  uterus  containing  pus,  as 
a  rule  she  does  not  live  many  weeks,  so  that  the  surgeon  who 
operates  in  the  third  or  fourth  or  some  later  week  will  seldom 
be  confronted  with  this  condition.  From  the  practical  stand- 
point, in  other  words,  it  seems  to  me  that  the  removal  of  the 
uterus  in  addition  to  its  appendages,  at  this  late  period,  is  rather 
a  variation  in  technique  than  a  new  principle.  In  certain  cases 
the  pelvis  can  be  left  in  better  condition  by  removing  the  ute- 
rus as  well  as  its  appendages,  and  in  such  cases  this  should  be 
done. 

I  understand  Dr.  Hirst  to  say  that  he  does  not  believe  in  the 
value  of  abdominal  section  done  early  in  the  puerperium  for 
puerperal  septic  processes.  I  am  not  in  accord  with  him  about 
leaving  all  these  women  to  their  fate.  As  a  matter  of  fact 
several  of  them  have  been  saved  by  operation.  One  was  ope- 
rated upon  by  Dr.  Kelly  on  the  seventh  day.  In  that  case  there 
was  an  infected  uterus  with  beginning  lymphangitis  in  the 
broad  ligaments.  The  woman  recovered.  Another  case  was 
reported  by  Dr.  Smith,  of  Canada,  and  I  have  read  of  a  third 
case  by  a  German  operator,  but  have  forgotten  the  reference. 

Whether  we  shall  operate  upon  these  early  cases  by  abdom- 
inal section  is  a  grave  question  which  comes  home  to  every 
operator.  The  majority  of  cases  of  septic  endometritis  and 
metritis  will  recover  under  the  recognized  methods  of  treat- 
ment directed  toward  the  disinfection  of  the  birth  canal.  If, 
however,  this  line  of  treatment  fails  and  there  is  no  improve- 
ment after  douching,  curetting,  and  the  use  of  iodoform  gauze, 
but,  on  the  contrary,  the  patient  continues  to  grow  worse,  the 
septic  element  becomes  more  severe,  and  symptoms  of  peritonitis 
appear,  in  this  particular  class  of  cases  puerperal  hysterectomy 
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offers  the  only  reasonable  prospect  of  saving  the  life  of  the  pa- 
tient. By  this  operation  the  lives  of  a  certain  proportion  of 
such  cases  may  be  saved,  and  therefore  I  am  in  favor  of  its  per- 
formance. In  these  cases  the  septic  process  is  very  acute,  so 
that  operation  will  be  called  for  in  from  five  to  eight  days  after 
labor.  This  class  of  cases  should  be  sharply  differentiated  from 
those  in  which  the  onset  of  infection  is  insidious  and  the  type 
of  the  inflammatory  process  mild.  It  is  plainly  evident  that 
puerperal  hysterectomy  is  not  an  operation  which  the  surgeon 
would  desire  to  perform,  as  the  patients  are  extremely  ill  and  a 
considerable  percentage  of  them  will  die.  Only  the  sense  of 
duty  that  a  chance  for  life  should  be  given  even  to  these  des- 
perately ill  women  would  induce  him  to  operate  upon  snch 
patients.  It  will  be  difficult  to  separate  the  cases  which  will 
recover  under  the  ordinary  methods  from  those  which  will  re- 
quire abdominal  section,  and  therefore  I  would  recommend  that 
the  gynecologist  should  be  associated  with  the  general  practi- 
tioner in  these  septic  cases,  in  order  to  watch  their  progress.  If 
only  called  in  at  the  time  that  the  family  physician  has  con- 
cluded that  the  case  will  be  fatal  without  operation,  it  will 
usually  be  too  late  to  operate.  On  the  other  hand,  even  if 
called  at  the  proper  time,  without  having  personal  knowledge 
of  the  previous  condition  of  the  patient,  the  gynecologist  will 
seldom  feel  like  urging  immediate  operation  upon  such  a  pa- 
tient. We  must  apply~the  lesson  which  surgery  has  taught  with 
reference  to  appendicitis  to  this  class  of  cases,  and  have  the 
operator  associated  with  the  practitioner  in  their  management 
from  the  beginning. 

Db.  J.  M.  Baldt. — I  have  never  seen  a  case  of  epithelioma  of 
the  vulva  as  a  primary  disease. 

With  reference  to  the  puerperal  cases,  I  am  very  much  in  ac- 
cord with  what  the  other  speakers  have  said.  There  are  a  num- 
ber of  these  cases  occurring  after  childbirth  and  abortions  every 
year,  and  it  seems  as  if  something  ought  to  be  done  to  save  some 
of  the  women.  If  anything  is  to  be  done  it  must  be  just  at  the 
time  when  it  will  be  effective.  There  is  a  time  when  an  opera- 
tion may  be  successful ;  but  there  is  also  a  time  when  it  is  too 
late  to  do  anything,  because  the  condition  of  sepsis  is  too  deep. 
I  remember  one  case  of  pelvic  abscess  after  criminal  abortion. 
It  was  a  very  simple  case  of  abscess  and  had  been  simply  aban- 
doned to  vaginal  douching,  and  the  patient  went  on  for  ten  or 
twelve  days  unconscious  from  sepsis.  When  I  saw  her  operation 
was  out  of  the  question.  Such  cases  bring  up  the  subject  of 
the  use  of  the  intrauterine  douche  and  the  curette  freely  and  fear- 
lessly. We  cannot  drum  into  the  profession  too  much  that  this  is 
the  proper  method  of  treating  septic  cases,  and  that  the  patient 
is  not  to  be  left  to  the  powers  of  Nature  by  the  so-called  expect- 
ant treatment.  If  the  curette  fails  the  patient  must  either  be 
left  to  die  or  we  must  operate  in  the  way  mentioned.     If  the 
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uterus  is  filled  with  pus  and  there  is  pus  in  the  uterine  walls,  as 
in  the  case  I  presented  to  the  Obstetric  Society  at  its  last  meet- 
ing, and  there  are  two  or  three  depots  of  pus  in  the  broad  liga- 
ments, that  patient  is  not  going  to  get  well  by  simple  curetting 
and  drainage.  After  curetting  most  patients  improve  ;  but  if 
within  twenty-four  hours  she  again  fails,  we  may  conclude  that 
the  infection  is  from  the  uterine  walls  themselves.  By  hysterec- 
tomy that  a  certain  proportion  of  these  cases  can  be  saved  there 
is  no  doubt.  I  have  operated  upon  two  cases  in  this  condition. 
The  second  one  would  have  recovered,  but  was  attacked  by  pneu- 
monia and  died  on  the  fifteenth  day  after  the  operation.  The 
first  case  did  not  get  into  my  hands  early  enough  or  it  might 
have  been  saved. 

There  is  a  point  which  Dr.  Noble  has  brought  to  our  atten- 
tion, and  that  is  that  we  may  operate  upon  cases  which  would 
have  recovered  without  operation.  This  is  possible.  In  a  large 
number  of  cases  it  could  not  be  otherwise  than  that  some  might 
have  recovered  without  any  operation.  The  question  is,  What 
are  we  going  to  do  as  the  rule  in  these  cases  ?  Take  one  hundred 
women  with  puerperal  sepsis  and  apparently  dying.  We  know 
that  we  can  do  a  hysterectomy  writh  a  mortality  of  from  five  to 
eight  per  cent,  so  that  we  would  run  less  risk  by  operating  than 
by  leaving  the  case  alone.  The  so-called  supporting  treatment 
is  only  an  expectant  treatment.  Whiskey,  quinine,  and  sup- 
porting treatment  are  ineffective  against  the  absorption  of  pus ; 
and  unless  the  absorption  of  pus  is  stopped  you  will  not  save  life. 
I  doubt  if  there  is  such  a  patient  ever  saved  by  this  treatment. 
You  might  as  well  throw  the  quinine  and  whiskey  into  the  street. 
I  am,  therefore,  heartily  in  favor  of  early  operation.  The  gyne- 
cologist should  be  called  in  early  to  study  the  case  with  the 
physician.  This  will  give  a  chance  to  study  the  case  intelli- 
gently and  prevent  too  hasty  action. 

Dr.  John  C.  Da  Costa. — I  have  seen  some  cases  of  epithelioma 
of  the  vulva,  though  rarely  of  late  years.  Two  cases  like  Dr. 
Hirst's  come  prominently  into  my  mind.  They  were  in  the  ser- 
vice of  my  colleague,  Dr.  Mears,  in  the  Jefferson  Hospital  in 
1883.  The  first  was  a  case  of  epithelioma  affecting  one  side  of 
the  vulva.  The  second  one  was  an  epithelioma  of  both  sides, 
involving  also  the  clitoris,  urethra,  and  mons  veneris.  In  both 
beautiful  results  were  obtained  by  operation,  and  both  patients 
soon  discharged  apparently  well.  Both  patients  came  back  dur- 
ing my  service,  ten  months  or  a  year  afterward.  The  first  was 
in  such  a  condition  from  return  of  the  cancer  that  nothing  could 
be  done,  the  other  had  peritonitis  and  secondary  involvement, 
and  both  died  shortly  afterward.  Since  then  I  have  seen  but 
few  cases. 

With  regard  to  the  operation  of  hysterectomy  for  puerperal 
sepsis,  those  who  have  read  Dr.  Thomas'  book  remember  that, 
in  speaking  of  fibroids,  he  says  that  successful  cases  have  a  won- 
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derf ul  faculty  of  creeping  into  print  which  does  not  characterize 
the  unsuccessful  ones.  We  might  apply  Dr.  Thomas'  words  to 
operations  for  puerperal  sepsis.  Now,  it  seems  to  me  that 
where  the  woman  is  suffering  from  septic  poisoning  you  do  not 
add  much  to  her  chances  for  life  if  you  add  the  shock  of  a  major 
operation  to  her  condition.  I  have  seen  cases  get  well  under 
the  treatment  that  Dr.  Baldy  decries  so  much.  I  have  not  done 
a  hysterectomy  in  the  puerperium,  feeling  that  a  woman's 
chance  for  life  is  much  better  when  let  alone  than  when  ope- 
rated on. 

Dr.  George  M.  Boyd. — Dr.  Baldy  spoke  of  septicemia  occur- 
ring after  abortion,  where  there  is  retention  of  part  of  the  pla- 
centa. It  seems  to  me  that  in  those  cases  interference  is  not 
necessary  early.  The  retained  placenta  may  come  away  gradu- 
ally without  causing  immediate  symptoms.  Such  cases  can 
hardly  be  compared  with  puerperal  cases  at  term,  where  general 
infection  occurs.  The  difficulty  is  in  dividing  the  local  from  the 
general  cases  of  infection.  Pathologically  there  is  no  trouble 
in  making  the  distinction.  Clinically,  if  the  cause  is  local  ope- 
ration is  called  for,  but  in  general  infection  it  seems  to  me  that 
the  removal  of  the  uterus  would  be  of  no  benefit. 

I  was  much  interested  in  a  discussion  of  this  subject  in  New 
York  recently,  and  the  question  of  the  removal  of  the  uterus 
through  the  vagina  in  these  cases.  Dr.  Boldt  took  the  ground, 
as  has  been  done  to-night,  that  the  operation  must  be  done  early. 
If  we  operate  early  the  uterus  is  not  involuted  and  the  better 
operation  is  from  above.  In  deciding  the  question  of  operation,, 
also,  our  attention  should  be  directed  to  the  point  of  the  infec- 
tion. I  think  that  sometimes  our  attention  is  directed  entirely 
to  the  uterus  as  the  point  of  infection,  whereas  it  may  be  the 
tubes  or  elsewhere. 

Dr.  Baldy. — I  would  like  to  ask  Dr.  Boyd  to  be  more  explicit. 
What  does  he  mean  by  general  and  local  septicemia?  My  idea 
of  septicemia  is  that  it  is  always  local  in  origin  and  always  gen- 
eral in  results.  Septicemia  is  a  blood  disease.  I  do  not  under- 
stand septicemia  from  any  other  point  of  view. 

Dr.  Boyd. — What  I  meant  was  that  there  is  a  difference  from 
the  standpoint  of  the  severity  of  the  infection,  perhaps  due  to  a 
different  form  of  germ  invasion.  In  the  form  following  abor- 
tion we  seldom  have  it  so  rapidly  progressing,  it  is  a  disease  of 
a  milder  type  ;  while  the  infection  following  labor  at  term 
develops  rapidly  and  death  occurs  in  three  or  four  days.  After 
abortion  it  is  probable  that  there  is  a  greater  amount  of  trau- 
matism. 

Dr.  Hirst  (in  reply  to  a  question  from  the  Chair). — The  case 
was  an  unmistakable  one.  It  was  examined  by  Dr.  Stelwagon 
and  by  Dr.  Goodell,  who  pronounced  it  a  case  of  epithelioma. 
After  removing  it  completely  I  burned  the  surface  with  the  hot 
iron.  As  regards  the  frequency  of  these  cases,  I  did  not  know 
58 
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that  I  was  so  fortunate.  I  have  seen  two  of  them  in  twelve 
months.  It  is  over  a  year  now  since  the  operation  and  the 
woman  is  perfectly  well.  The  report  in  Berry  Hart's  paper  of 
Huprecht's  case  in  which  there  was  no  recurrence  in  three  years 
gives  me  hope  for  the  same  good  result  in  mine.  My  second 
case  was  similar  to  Ruprecht's;  it  required  extensive  dissection, 
but  I  have  lost  track  of  the  woman  and  cannot  find  out  the  re- 
sult. 

With  regard  to  puerperal  hysterectomy,  I  think  the  subject  is 
most  important  and  interesting.  The  discussion  of  it  must  be 
approached,  not  in  a  dogmatic  spirit,  but  in  the  humble  frame  of 
mind  of  a  student.  In  a  general  way  puerperal  hysterectomy  is 
indicated  in  some  forms  of  sepsis.  But  there  are  many  different 
manifestations  of  sepsis  after  labor,  as  different  in  their  course 
and  termination  as  if  they  had  no  relation  to  each  other.  For 
instance,  diphtheritic  endometritis  and  puerperal  phlebitis  are 
two  conditions  dependent  upon  infection  of  the  womb  during  or 
after  labor.  In  the  one  there  is  violent  local  inflammation  with 
profound  systemic  depression.  In  the  other  there  is  no  local 
disturbance  at  all,  but  involvement  perhaps  of  distant  organs  and 
structures  and  grave  systemic  symptoms.  In  the  one  death 
occurs  in  a  few  days,  in  the  other  the  disease  runs  a  course  of 
months  and  ends  usually  in  recovery.  Any  form  of  puerperal 
sepsis  may  apparently  require  hysterectomy,  and  at  any  time  after 
labor  from  a  few  days  to  many  weeks.  There  are  some  forms, 
however,  in  which  the  operation  is  useless.  My  rule,  not  to  ope- 
rate unless  the  inflammation  has  spread  beyond  the  womb,  will 
aid  one  in  avoiding  a  useless  operation,  for  it  excludes  diphthe- 
ritic endometritis  and  phlebitis,  in  neither  of  which  can  hyste- 
rectomy be  of  the  slightest  use,  unless  in  the  former  case  the 
operation  were  done  in  the  first  twelve  hours ;  but  the  indications 
for  it  do  not  appear  so  early. 

To  Dr.  Noble  I  would  reply  that  I  also  reported  a  case  of 
removal  of  the  uterus  for  abscess  of  the  uterine  wall,  and  that 
the  woman  recovered.  In  addition  to  this  case  I  have  seen  three 
others.  One  of  them  was  operated  upon  as  late  as  six  weeks 
after  confinement,  so  that  there  is  nothing  remarkable  about  the 
late  operation  for  pus  in  the  parietes  of  the  womb. 

Dr.  Charles  P.  Noble  reported  an  instance  of 

SALIVATION    DURING   PREGNANCY, 

and  requested  therapeutic  suggestions  from  the  Fellows. 

Dr.  B.  C.  Hirst. — Dr.  Noble  has  reported  a  very  interesting 
case.  All  of  us,  of  course,  have  seen  cases  of  moderate  saliva- 
tion, but  I  recall  but  one  excessive  case,  that  I  was  called  to  see 
in  consultation.  The  woman  had  had  four  abortions  previously 
performed  for  ptyalism  during  pregnancy.  I  was  sent  for  to 
see  her  in  her  fifth  pregnancy,  and  her  physician  told  me  he 
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"would  lose  his  most  important  patient  in  the  town  unless  I  did 
what  was  expected  of  me — induced  abortion.  I  told  the  family, 
■after  seeing  the  patient,  that  an  operation  was  not  necessary.  On 
leaving  I  saw  the  physician  who  had  brought  on  the  previous 
abortions  enter  the  house,  and  was  told  afterward  that  he  per- 
formed the  operation  before  he  left.  The  patient  had  a  severe 
attackof  sepsis  in  consequence  and  nearly  died.  This  affection 
is  distinctly  a  neurosis,  and  I  know  of  no  medicinal  remedy  that 
will  control  it. 

Dr.  C.  B.  Penrose  presented  a  specimen  of 

SUBPERITONEAL    FIBROID    TUMOR    OF    A    DOUBLE     PREGNANT    UTERUS. 

The  patient  had  the  following  history:  She  was  a  white 
woman,  36  years  of  age,  and  had  had  no  miscarriages  and  no 
children.  Menstruation  had  first  appeared  in  her  fourteenth 
year  and  had  always  been  accompanied  by  premenstrual  pain. 
It  was  irregular,  appearing  every  three  to  six  weeks  and  lasting 
five  days.  Five  years  ago  menstruation  had  ceased  for  ten  weeks, 
and  at  that  time  she  first  noticed  a  hard  tumor  growing  in  the 
right  iliac  fossa.  When  admitted  to  the  University  Hospital  she 
complained  of  severe  pain  in  her  back,  dragging"  and  bearing- 
down  sensations,  and  general  failure  of  health.  There  was  pro- 
fuse leucorrhea.  This  tumor  had  slowly  increased  in  size  from 
the  time  of  its  appearance  until  it  occupied  the  whole  of  the 
lower  abdomen. 

She  had  been  married  for  the  first  time  two  months  before 
admission  to  the  hospital.  For  three  days  before  and  at  the  time 
of  operation  a  bloody  fluid  had  escaped  from  the  vagina  resem- 
bling the  menstrual  fluid,  and  the  woman  thought  that  she  was 
passing  through  a  normal  menstrual  period.  "There  were  no 
signs  whatever  of  pregnancy,  and  this  condition  was  not  sus- 
pected before  operation. 

Celiotomy  was  performed  on  December  Tth,  1894.  The  uterus 
was  amputated  at  the  internal  os  and  the  stump  treated  by  the 
intraperitoneal  method.     Eecovery  was  exceedingly  easy. 

The  pathological  examination  of  the  specimen  removed,  made 
by  Dr.  Beyea,  is  as  follows : 

Macroscopic. — The  specimens  consist  of  an  amputated  uterus, 
a  subperitoneal  and  pediculated  fibroid  tumor  of  the  uterus,  and 
the  tubes  and  ovaries. 

Diagnosis. — Subperitoneal  pedunculated  fibroid  tumor  of  the 
uterus  ;  uterus  bicornis  unicollis  ;  pregnancy  in  the  right  uterine 
cavity ;  developed  decidua  over  the  entire  surface  of  both  uterine 
cavities,  and  normal  tubes  and  ovaries. 

The  specimen  measures  twenty-one  centimetres  in  length, 
twenty  centimetres  in  breadth,  nine  centimetres  in  diameter  /and 
weighs  five  and  a  half  pounds.  It  is  composed  of  four  large 
fibroid  nodules  about  the  size  of  a  grapefruit — one  growing  from 
the  anterior  portion  of  the  fundus  uteri  at  its  highest  "point, 
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another  is  attached  to  the  centre  of  this,  and  one  grows  on  each 
side  of  this  last  tumor.  The  tumor  is  attached  to  the  uterus  by 
a  pedicle  seven  centimetres  in  diameter.  The  uterus  is  cardiform 
in  shape,  with  a  septum  extending  through  the  centre  of  the 
cavity  from  the  fundus  to  within  one  centimetre  of  what  seems 
to  be  the  internal  os.  The  uterine  walls  are  about  equally  hyper- 
trophied,  measuring  three  centimetres  in  diameter.  The  great- 
est diameter  of  the  septum  wall,  near  the  fundus,  is  one  centi- 
metre. It  gradually  lessens  in  diameter  as  the  internal  os  is 
approached,  and  finally  disappears.  On  making  sections  through 
the  uterine  walls  the  mucous  membrane  is  seen  to  be  very  much 
hypertrophied,  roughened  throughout,  and  hemorrhagic — the 
surface  appearing  somewhat  like  masses  of  organized  blood  clots 
attached  to  the  mucous  membrane.  This  tissue  is  undoubtedly 
decidua.  A  cyst  of  pregnancy,  measuring  4.5  by  3  by  3  centi- 
metres, is  seen  growing  from  the  right  uterine  cavity,  being  at- 
tached to  the  right  posterior  half  at  the  fundus  by  a  pedicle  or 
area  of  decidual  tissue ;  its  pedicle  measures  2.5  centimetres. 
The  uterine  walls  are  soft  in  consistence,  and  a  few  enlarged 
spaces  not  containing  fluid  are  seen  in  its  substance — presumably 
lymph  spaces.     The  tubes  and  ovaries  are  normal. 

Microscopic  exami?iation. — Sections   made  through   mucous 
membrane  show  a  well-developed  decidua. 
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Twentieth  Annual  Meeting,  held  in  Baltimore,  May  28th,  29th, 

and  30th,  1895. 

Matthew  D.  Mann,  M.D.,  of  Buffalo,  President. 


Dr.  T.  A.  Ashby,  of  Baltimore,  delivered  the 

ADDRESS   OF    WELCOME. 

He  said  that  the  associated  work  of  the  Society  had  been 
marked  by  originality  and  soundness  of  views.  From  the  very 
beginning  the  Society  had  been  the  exponent  of  true  prin- 
ciples of  scientific  progress.  An  era  had  been  reached  of  pains- 
taking and  minuteness  of  technique.  It  remained  for  this  and 
the  coming  generation  to  perfect  the  technique  of  recognized  pro- 
cedures and  to  mark  distinctions  between  methods  and  plans  of 
action.  The  Fellows  of  this  Society  would,  no  doubt,  be  found 
in  the  advance  column. 

In  conclusion  he  said :  Baltimore  has  always  shown  her  ap- 
preciation of  every  form  of  improvement,  and  her  people  are  not 
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wanting  in  sentiments  which  ennoble  human  nature.  We  are  a 
social  and  humanity-loving  people.  We  ask  you  to  enjoy  the 
hospitality  of  our  city ;  we  ask  you  to  our  hearts  and  homes,  and 
we  wish  you  to  share  the  pleasure  we  experience  in  having  you 
meet  in  our  beautiful  city. 

Dr.  S.  C.  Gordon,  of  Portland,  Maine,  read  a  paper  entitled 

FURTHER    EXPERIENCE    AND    OBSERVATIONS    IN    HYSTERECTOMY    FOR 

FIBROIDS. 

My  previous  paper  on  this  subject  called  forth  much  discus- 
sion and  criticism.  Dr.  Munde  said  that  seventy -five  per  cent 
did  not  require  any  surgical  treatment ;  but  by  far  the  larger 
number  of  those  who  participated  in  that  discussion  did  not  seem 
to  indorse  this  statement,  and  the  general  sentiment  seemed  to 
be  in  favor  of  removing  all  uteri  having  fibroids  which  bad  given 
rise  to  much  suffering.  The  difficulty  is  in  determining  the  de- 
gree of  suffering  which  would  justify  surgical  interference. 
Further  experience  has  taught  me  that  any  fibroid  may  ultimately 
lead  to  grave  trouble,  and  T  steadfastly  adhere  to  my  former 
position.  The  more  I  do  complete  hysterectomy  the  better  satis- 
fied am  I  with  the  result.  However  little  of  the  cervix  is  left,  there 
will  always  be  danger  of  septic  material  in  the  cervical  canal,  no 
matter  how  carefully  the  part  may  have  been  cauterized.  In  all 
cases  the  utmost  care  is  taken  to  previously  render  the  vagina 
aseptic,  and  a  douche  of  1:5000  bichloride  of  mercury  is  em- 
ployed daily  as  long  as  there  is  any  discharge.  The  principal 
objection  to  complete  hysterectomy  has  been  the  extra  length  of 
time  required,  but  I  think  that  those  who  have  become  expert 
in  this  method  of  operating  find  that  very  little  more  time  is 
consumed  in  this  than  in  the  partial  operation.  No  uterus  can 
long  remain  normal  if  it  contains  a  fibroid.  The  whole  circula- 
tion becomes  pathological.  To  my  mind  the  chief  danger  in 
long  operations  lies  in  the  amount  of  blood  lost  rather  than 
in  the  danger  from  shock.  Danger  from  shock,  when  ana- 
lyzed, almost  always  means  danger  from  hemorrhage.  Ho- 
mans  l  says  that  out  of  six  hundred  and  fifty  fibroid  cases 
he  had  seen  he  had  operated  upon  only  ninety-three,  although 
he  had  desired  to  operate  on  a  much  larger  proportion.  He 
estimates  the  mortality  as  from  three  to_  ten  per  cent.  My 
rule  is  to  operate  on  all  cases  as  soon  as  a  fibroid  is  discovered. 
When  this  rule  is  adhered  to  I  think  the  mortality  by  complete 
hysterectomy  will  not  amount  to  more  than  three  per  cent.  A 
certain  proportion  of  fibroids  will  undergo  malignant  degenera- 
tion or  other  changes  which  make  later  operative  measures  dan- 
gerous because  of  hemorrhage.  The  size  of  the  tumor  does  not 
by  any  means  determine  its  capacity  for  producing  suffering  and 
liarm.     I  think  that  hysterectomy  for  uterine  fibroids  is  an  ope- 

1  Boston  Medical  and  Surgical  Journal,  March  7th,  1895. 
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ration  that  lias  come  to  stay,  and  that  a  much  greater  percentage- 
than  ten  will  be  subjected  in  the  future  to  this  operation. 

I  have  never  changed  my  method  of  operating  since  I  adopted 
the  continuous  suture  of  catgut  about  twelve  years  ago.  I  have 
never  regretted  the  very  extensive  use  I  have  made  of  it.  The 
catgut  has  the  special  advantage  that  you  can  use  it  freely  by 
continuous  suture  where  the  same  amount  of  silk  would  be 
objectionable.  I  ligate  a  portion  of  the  broad  ligament  an  inch 
below  the  clamp.  I  then  cut  between  the  clamp  and  ligature, 
and,  as  fast  as  I  cut,  coutinue  the  over-and-over  suture.  In  this 
way  I  close  the  broad  ligament  as  soon  as  it  is  cut.  No  blood  is 
lost  and  the  integrity  of  the  tissues  is  not  impaired. 

I  have  tried  the  various  methods  of  hysterectomy,  but  have 
found  my  own  preferable.  Its  advantages  are:  (1)  it  is  easier 
than  any  other  method  ;  (2)  by  using  catgut  there  is  less  fear, 
owing  to  its  elasticity,  of  strangulating  the  tissues ;  (3)  by  the 
continuous  suture  one  can  always  have  the  blood  vessels  under 
control ;  (4)  if  the  tissues  are  fragile  from  inflammatory  action, 
the  catgut  suture  can  be  used  to  almost  any  extent  in  the  event 
of  annoying  bleeding  ;  (5)  the  absorption  of  catgut  always  takes 
place,  so  that  there  is  much  less  danger  of  fistulse  ;  and  (6)  in  my 
experience  no  casualties  have  followed  its  use  which  might  not 
have  followed  any  kind  of  suture. 

Dr.  Thomas  Addis  Emmet,  of  New  York,  read  a  paper  on 
a  similar  topic : 

THE    USE    OF     TRACTION    AND     MORCELLATION    IN    THE    REMOVAL    OF 
FIBROIDS    VERSUS    HYSTERECTOMY. 

The  method  of  treating  fibroid  growths  by  traction  and  mor- 
cellation  is  one  yet  little  known  to  the  profession,  notwithstand- 
ing that  it  has  been  practised  by  myself  for  many  years.  I 
firmly  believe  that  if  properly  practised  it  will  greatly  reduce 
the  number  of  cases  in  which  total  extirpation  is  to  be  resorted 
to.  Many  enterprising  members  of  the  profession  are  now 
busily  engaged  in  removing  the  uterus  for  procidentia  and  differ- 
ent forms  of  prolapse  of  the  vaginal  wall — procedures  which 
seem  to  me  to  constitute  malpractice.  When  an  operation  is- 
performed  unnecessarily  it  is  to  be  considered  malpractice.  To- 
extirpate  the  uterus  before  thoroughly  exploring  the  uterine 
canal  is  certainly  very  reprehensible.  Frequently  a  secondary 
growth  projecting  into  the  canal  is  the  immediate  cause  of  the 
loss  of  blood.  The  most  important  fact  to  determine,  after  locat- 
ing the  uterine  tumor,  is  the  rapidity  of  its  growth.  The  testi- 
mony of  those  who  must  take  charge  of  these  cases  after  the 
surgeon  has  received  full  credit  for  his  work  should  be  heard, 
and  I  am  sure  this  testimony  is  that  too  large  a  proportion  of 
the  women  in  whom  the  uterus  has  been  removed  remain  in- 
valids.     In  a  certain  proportion  of  these  women  there  is  a  sag- 
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ging  of  the  pelvic  roof;  in  others  there  is  a  sagging  of  the 
urethra  or  vagina.  There  are  still  others  who  remain  invalids 
after  this  operation,  in  whom  there  is  no  palpable  lesion. 

My  experience  has  been  a  long  one,  and  I  have  had  some  very 
good  and  some  very  unsatisfactory  results.  At  the  present  time 
I  believe  that  the  more  rapid  the  growth  of  the  tumor  the  more 
urgent  the  necessity  for  extirpation,  irrespective  of  the  amount 
of  ^hemorrhage.  The  age  of  the  patient  has  some  bearing  on  de- 
termining the  necessity  of  removing  the  uterus.  After  an  ex- 
perience of  thirty  years,  I  think  I  am  justified  in  stating  that 
in  a  large  proportion  of  the  cases  of  fibroids  great  changes  take 
place  in  the  uterus  at  or  about  the  menopause,  and,  while  there 
is  an  undetermined  proportion  in  which  these  changes  are  ab- 
sent, the  number  is  sufficient  to  warrant  the  expectation  that 
there  will  be  some  amelioration  at  this  period  of  life.  Some- 
times these  tumors  disappear  during  pregnancy.  I  cannot, 
therefore,  accept  the  position  of  those  who  favor  the  indiscrimi- 
nate removal  of  the  uterus  for  fibroid  growths. 

My  method  of  operating  is  now  coming  back  to  us  from 
abroad  as  a  foreign  operation.  The  procedure  I  originated  con- 
sists in  firmly  seizing  the  growth  and  exciting  sufficient  uterine 
contraction  to  displace  the  mass,  and  at  the  same  time  to  close 
up  the  space  that  has  been  occupied  by  the  mass.  _  As  the  body 
is  drawn  down  and  outward  the  surrounding  uterine  tissues  are 
brought  down  as  a  pedicle,  and  the  space  occupied  by  the  tumor 
is  nearly  or  completely  obliterated.  My  impression  is  that  in 
the  winter  of  1861  and  1862  I  first  used  traction  for  the  removal 
of  fibroids. 

The  use  of  ergot  is  of  doubtful  efficacy,  except  under  very 
favorable  circumstances.  Its  action,  I  believe,  is  not  exerted 
directly  on  the  muscular  structure  of  the  uterus  itself,  but  upon 
the  muscular  structures  in  the  uterine  vessels.  By  thus  dimin- 
ishing the  supply  of  blood  to  the  organ  the  circulation  has  been 
cut  off.  I  have  known  this  treatment  to  lead  to  some  very  disas- 
trous results. 

The  traction  to  be  made  on  the  tumor  is  to  be  exercised  by  a 
twisting  movement,  laterally  in  one  direction  and  another,  and 
when  made  downward  the  uterus  must  be  steadied  by  counter- 
pressure.  When  there  is  a  marked  difference  in  the  density  of 
the  tissue,  it  will  be  possible  to  separate  the  uterus  readily  from 
its  bed  and  the  operation  will  be  almost  bloodless.  Where  no 
such  difference  exists  the  hemorrhage  is  often  profuse,  and 
it  may  be  desirable  to  pack  the  uterus  with  gauze  for  a  time 
before  resorting  to  further  operative  measures.  Our  future 
advance  will  rest  largely  upon  the  improvement  that  may  be 
made  in  the  use  of  sponge  tents,  for  they  offer  an  extremely 
valuable  method  of  dilating  the  cervical  canal.  In  former  times 
I  employed  these  sponge  tents  very  extensively  aud  with  the 
best  results,  as  they  had  been  carefully  prepared  for  me  by  a 
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skilled  and  faithful  nurse.  Recently  I  have  yielded  to  the  pre- 
judice against  them  and  have  not  used  them  ;  but  I  trust  that 
some  means  will  be  devised  by  which  this  most  valuable  mode 
of  dilating  the  canal  may  continue  to  be  employed  with  safety. 

I  believe  that  nearly  all  fibrous  growths  have  their  beginning 
near  the  uterine  canal,  where  the  functional  activity  is  the 
greatest ;  and  I  moreover  believe  that  the  natural  tendency  of 
such  growths  is  to  finally  project  into  the  uterine  canal.  It  is 
"well  known  that  childbearing  women  rarely  suffer  from  these 
growths,  and,  when  they  do  exist,  they  often  disappear  before 
involution  has  been  completed. 

Dr.  "W.  M.  Polk,  of  New  York,  opened  the  discussion.  He 
felt  that  Dr.  Gordon  was  unfair  toward  those  who  took  issue  with 
the  advocates  of  wholesale  hysterectomy,  in  that  at  the  time  they 
did  this  the  present  mortality  rates  were  not  in  their  possession. 
The  mortality  rate  might  now  fairly  be  stated  at  one  or  two  per 
■cent  in  proper  cases.  Although  Dr.  Emmet  spoke  from  a  very 
wide  experience,  it  seemed  necessary  to  differ  with  him  regard- 
ing the  matter  of  operating  on  fibroid  disease.  He  thought  that 
all  the  members  had  had  cases  which  had  been  so  immeasurably 
benefited  by  operation  that  they  fully  compensated  fur  rhe  occa- 
sional untoward  results  following  such  operations.  It  was  there- 
fore unfortunate  that  this  leader  in  gynecology  should  take  such 
au  uncompromising  position  on  this  most  important  question. 
M  my  cases  could  be  easily  cited  in  proof  of  this  statement. 
The  after  results  were  surely  no  worse  than  would  have  existed 
had  the  operation  not  been  done.  Even  ascending  myelitis  had 
been  claimed  to  have  followed  the  removal  of  fibroid  growths. 
There  were  many  cases,  undoubtedly,  of  peripheral  pareses  fol- 
lowing the  traumatism  of  the  operation.  It  should  not  be  for- 
gotten that  this  whole  subject  had  been  passing  through  a 
transition  stage,  and  naturally  many  cases  had  been  operated 
upon  which  should  have  been  let  alone. 

An  important  question  was,  Had  we  solved  the  problem  by 
a  resort  to  the  suprapubic  method?  He  felt  that  we  had  neg- 
lected too  much  the  infrapubic  route,  and  that  in  that  direction 
lay  the  possibility  of  obtaining  successful  results  at  much  less 
cost  to  the  patient.  Many  would  undoubtedly  take  issue  with 
him  on  this  point,  yet  he  hoped  they  would  give  this  infrapubic 
method  their  unbiassed  and  serious  consideration.  He  would  say 
here  that  even  a  soft  tumor  as  large  as  a  six-months  fetus  could  be 
more  safely  removed  by  the  vaginal  route,  admitting,  of  course, 
that  certain  cases  were  more  suitable  to  one  or  the  other  method. 

In  concluding,  the  speaker  said  that  he  greatly  appreciated 
the  work  of  Dr.  Emmet  on  morcellation,  but  his  method  of  re- 
moving submucous  fibroids  had  been  extended  by  others  to  the 
uterus  as  a  whole.  If  Dr.  Emmet  would  advocate  the  removal 
of  the  uterus  as  a  whole,  then  the  method  which  Dr.  Emmet 
advocated  was  the  method  which  all  followed. 
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Dr.  J.  M.  Baldt,  of  Philadelphia,  said  that  the  question  of 
the  advisability  of  total  extirpation,  and  the  results  of  the  ope- 
ration, should  receive  more  attention.  "We  should  mention  the 
symptoms  which  were  substituted  by  the  operation  for  those 
from  which  the  patient  suffered.  Removal  of  the  uterus  and  its 
appendages  meant  that  the  woman  would  suffer  from  the  symp- 
toms of  the  menopause,  and  that  these  symptoms  could  be  cured 
by  us,  or  in  the  course  of  time  by  Nature  herself.  Dr.  Polk  had 
shown  that  the  patients  had  been  unquestionably  relieved  of 
their  symptoms,  although  undoubtedly  they  suffered  from  the 
less  important  symptoms  of  the  menopause.  If  we  were  to  fol- 
low Dr.  Emmet's  advice  and  allow  these  tumors  to  go  on,  we 
would  find,  as  he  had  recently,  that  we  would  be  compelled  in 
many  instances  to  refuse  to  operate  on  account  of  the  extent  of 
the  disease.  His  own  experience  fully  confirmed  the  views  and 
statements  of  Dr.  Gordon. 

Dr.  Paul  F.  Munde,  of  New  York,  said  that  two  years  ago 
Dr.  Gordon  made  a  proposition  which  he  had  opposed  on  the 
same  grounds  that  he  still  opposed  it.  He  did  not  think  that 
the  removal  of  every  uterus  containing  a  fibroid,  no  matter  how 
small,  should  be  performed  as  soon  as  that  fibroid  was  detected. 
He  would  not  go  as  far  as  Dr.  Emmet,  but  he  could  not  believe, 
from  his  experience  of  over  twenty  years,  that  he  would  be 
justified  in  assuming  the  position  that  a  uterine  fibroid  should 
be  removed,  even  though  it  did  not  produce  symptoms  by  its 
pressure  and  rapid  growth,  by  the  hemorrhage  it  produced. 
"While  it  was  true  that  by  refusing  to  operate  the  tumor  might 
grow  and  eventually  demand  operation,  this  was  no  argument 
against  his  position,  because  if  the  patient  were  kept  under  ob- 
servation she  would  not  be  allowed  to  reach  the  inoperable 
stage,  as  alluded  to  by  the  last  speaker.  He  did  not,  of  course, 
deny  the  great  successes  following  hysterectomy,  but  he  felt  that 
no  operation  should  be  performed  unless  there  was  a  clear  neces- 
sity for  it. 

Dr.  Howard  A.  Kelly,  of  Baltimore,  said  he  wished  to  agree 
most  heartily  with  what  the  last  speaker  had  said,  and  to  express 
his  entire  disapproval  of  the  position  taken  by  Dr.  Gordon.  It 
should  be  remembered  that  some  of  these  cases  became  more 
easy  of  operation  by  waiting,  so  that  the  argument  employed  by 
Dr.  Baldy  did  not  always  hold  good.  He  would  do  total  hyster- 
ectomy on  tumors  producing  profuse  hemorrhage  or  causing 
severe  suffering  from  pressure.  His  plan  of  operating  was  ori- 
ginal and  rapid  of  execution.  He  had  done  it  in  three  min- 
utes without  hurrying,  demonstrating  the  various  steps  of  the 
operation  as  he  proceeded. 

Dr.  K.  Stansbcry  Sutton,  of  Pittsburg,  said,  regarding  both 
these  papers,  that  he  believed  it  was  not  right  from  a  surgical 
.standpoint  to  talk  of  a  myoma  and  a  fibroma  as  the  same  thing. 
They  were  different  tumors — there  was  as  much  difference  as 
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between  an  adenoma  and  an  angioma.  Those  who  had  studied 
these  tumors  carefully  for  many  years  had  seen  certain  tumors 
disappear.  He  would  assert  positively  that  no  one  had  seen  a 
true  fibroma  disappear  at  any  age,  although  doubtless  a  myoma 
had  been  observed  to  disappear.  It  was  important,  therefore,  to 
determine  from  which  class  of  tumor  the  patient  was  suffering. 
He  would  no  more  think  of  cutting  off  a  woman's  leg  for  every 
affection  of  the  knee  joint  than  he  would  think  of  removing  her 
uterus  for  every  h'broma  or  myoma. 

Dr.  McGonigal,  of  California,  said  that  he  had  been  able  at 
times  to  enucleate  fibroid  tumors  from  above  as  well  as  from 
below.  When  this  could  be  done  from  above  it  seemed  to  him 
to  be  the  correct  practice.  If  the  ovaries  and  Fallopian  tubes 
were  in  a  healthy  condition,  and  the  tumor  could  be  removed, 
it  was  our  duty  to  remove  the  tumor  and  leave  the  uterus  and 
tubes.  Subserous  fibroids  could  be  successfully  taken  out  from 
above,  leaving  the  ovaries  and  uterus  behind. 

Dr.  A.  Palmer  Dudley,  of  New  York,  said  that  Dr.  Emmet 
had  expressed  the  belief  that  the  majority  of  submucous  fibroids 
could  be  removed  by  traction  and  morcellation.  His  experience 
had  been  the  reverse  of  this — in  other  words,  that  the  majority 
of  such  growths  would  become  subperitoneal.  He  believed  that 
sponge  tents  were  the  most  injurious  and  dangerous  applications 
that  could  be  introduced  into  the  uterus,  both  because  of  the 
uncertainty  regarding  their  preparation  and  the  difficulty  ex- 
perienced in  removing  them.  Tumors  weighing  from  one  to 
three  pounds  could  be  removed  by  cutting  the  cervical  canal  on 
both  sides  sufficiently  to  admit  the  two  fingers.  This  obviated 
the  necessity  of  using  sponge  tents.  After  the  removal  of  the 
tumors  the  cervix  should  be  sutured  and  primary  union  secured. 
Fibroid  tumors  were  now  treated  by  electricity,  ligation  of  the 
uterine  artery,  morcellation,  and  hysterectomy  ;  we  should  not 
accept  any  one  theory,  but  should  individualize  our  treatment. 

Dr.  A.  J.  C.  Skene,  of  Brooklyn,  had  opeated  by  Emmet's 
method  himself  over  a  hundred  times  with  only  one  death.  It 
was  ridiculous  to  remove  all  the  sexual  organs  when  this  simpler 
operation  was  competent  to  effect  a  cure.  He  had  noticed  that 
Dr.  Gordon  had  expressed  the  opinion  that  he  had  never  re- 
gretted his  method  of  operating,  but  he  felt  that  it  was  not  pos- 
sible that  all  Dr.  Gordon's  patients  had  not  regretted  the  opera- 
tion. It  should  not  be  forgotten  that  myomectomy  could  be 
performed  in  these  cases  of  subperitoneal  fibroids. 

Dr.  George  J.  Engelmann,  of  St.  Louis,  said  that  extreme 
views  had  been  enunciated  in  the  course  of  this  discussion.  He 
had  personally  had  a  large  experience  with  disappearing  tumors.. 
He  would  like  to  be  able  to  differentiate  between  a  myoma  and 
a  fibroma  clinically,  but  he  had  known  many  solid  tumors,  show- 
ing a  tendency  to  malignant  degeneration,  to  disappear,  with  b> 
coincident  and  marked  relief  of  the   symptoms.     While  he  had 
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seen  many  of  these  disappear,  be  could  not  say  beforehand 
which  tumors  would  disappear  and  which  would  not.  He  hoped 
the  Fellows  of  the  Society  would  not  put  themselves  on  record 
as  performing  hysterectomy  for  every  fibroid  tumor  of  the  uterus. 

Dr.  Montgomery,  of  Philadelphia,  said  that  he  would  not  like 
to  take  the  position  that  every  fibroid  tumor  should  be  removed 
by  operation.  Tumors  projecting  into  the  uterine  cavity  should 
be  removed  without  disturbing  the  uterus  itself.  The  subperi- 
toneal variety  might  be  enucleated  and  myomectomy  performed,, 
still  leaving  an  active,  functionating  uterus.  He  wished  to  call 
attention  to  the  method  of  Eastman,  who  ligated  the  ovarian 
artery  and  removed  a  part  or  the  whole  of  the  uterus.  Many 
cases  demanded  hysterectomy  simply  to  enable  the  patient  to 
earn  her  living. 

Dr.  Howard,  of  Baltimore,  said  that  about  fifteen  years 
ago  a  lady  of  47  years  had  consulted  him  for  a  large  fibroid 
tumor.  She  was  bleeding  profusely  and  was  very  anemic.  He- 
had  incised  the  cervix  very  deeply  on  either  side  and  adminis- 
tered morphine  hypodermically.  Much  to  his  surprise  a  part  of 
the  tumor  presented  at  the  os  externum.  Portions  of  this  mass- 
were  delivered  at  successive  sittings,  and  she  had  since  been  in 
good  health.  Five  or  six  years  ago  a  lady  had  come  to  him 
with  a  large  fibroid  tumor.  He  had  removed  the  ovaries  for 
the  purpose  of  checking  the  hemorrhage,  but  the  hemorrhage 
had  not  ceased.  On  her  return,  three  or  four  months  afterward, 
the  hemorrhage  was  still  present,  and  examination  showed  a 
large  fibroid  growing  from  the  fundus.  The  mass  was  drawn, 
down  until  the  uterus  was  inverted,  and  then  the  mass  was  re- 
moved. The  uterus  was  next  returned  to  its  proper  position^ 
and  washed  out.  In  another  case  the  uterus  was  found  retro- 
verted,  and  it  was  replaced  and  the  uterus  curetted.  The 
hemorrhage  continued  and  subsequently  the  tumor  was  deliv- 
ered through  the  cervix. 

Dr.  Buckmaster  said  that  in  many  cases  an  accurate  diagnosis 
of  an  intrauterine  fibroid  could  not  be  made  without  proper 
dilatation  of  the  cervix.  For  this  reason  such  an  exploration 
should  be  made  before  a  hysterectomy  could  be  considered  as 
justifiable. 

Dr.  J.  Eiddle  Goffe,  of  New  York,  said  the  factor  of  the 
age  of  the  patient  had  not  been  dwelt  upon  in  this  discussion.. 
A  very  small  fibroid  tumor  in  a  woman  30  years  of  age  might 
demand  the  removal  of  the  uterus,  whereas  a  tumor  of  the 
same  size  in  a  person  approaching  the  menopause  mighty  not 
demand  such  an  operation.  He  had  had  a  number  of  patients 
between  the  ages  of  40  and  45  years  with  small  fibroid  tumors 
under  observation,  whom  he  could  not  advise  to  submit  to  a 
hysterectomy.  He  believed  that  they  could  be  safely  carried 
through  the  period  of  the  menopause  without  any  great  trouble 
or  expense  to  the  patient.     Undoubtedly  some  of  these  tumors 
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grew  after  the  menopause,  but  in  his  experience  most  of  them 
diminished  or  disappeared  after  this  period  of  life  had  been 
reached. 

Dr.  Gordon,  in  closing,  said  that  he  had  seen  the  uterus  re- 
moved in  ten  minutes,  and  half  an  hour  occupied  in  getting  the 
patient  to  bed.  This  was  "  playing  to  the  galleries."  He  reite- 
rated the  conclusion  expressed  in  the  paper — viz.,  that  in  all 
cases  where  a  woman  found  herself  an  invalid  from  a  fibroid 
uterus  to  the  extent  of  seeking  the  advice  of  a  surgeon,  unless 
such  tumor  could  be  successfully  and  easily  removed  per  vagi- 
nam,  either  by  enucleation  or  morcellation,  true  conservative 
surgery  demanded  hysterectomy,  and  in  his  experience  he  had 
found  the  abdominal  method  by  far  the  preferable  one.  He 
agreed  full}7  with  Dr.  Emmet  in  removing  per  vaginam  all  those 
submucous  fibroids  that  could  be  removed  by  this  method. 

Dr.  T.  A.  Emmet,  in  closing,  said  that  for  years  he  had 
been  misrepresented  as  opposed  to  the  removal  of  the  uterus. 
There  was  a  certain  class  of  cases  in  which  one  could  see  at  a 
glance  that  the  uterus  must  be  removed.  He  had  stated  that 
he  believed  all  fibroid  growths  originated  close  to  the  mucous 
membrane  and  exceptionally  worked  toward  the  peritoneum. 
If  there  were  a  number  of  fibroids  the  larger  one  would  be 
crowded  toward  the  peritoneum.  His  main  point  was  that  no 
one  should  remove  the  uterus  until  the  canal  had  been  dilated, 
and  a  digital  exploration  had  enabled  him  to  form  a  clear  idea 
of  the  true  position  and  condition  of  the  tumor.  The  canal 
should  be  kept  dilated  for  a  reasonable  time  and  the  patiei  fc 
kept  mi  ler  observation,  in  order  to  see  what  could  be  accom- 
plished by  this  simple  method  before  resorting  to  the  more  radi- 
cal procedure. 

(To  be  continued.) 


REVIEWS. 


Healthful  Womanhood  and  Childhood.  By  Henry  Bixby 
Hemenway,  A.M.,  M.D.,  Instructor  in  Laryngology  and  Dis- 
eases of  the  Chest,  Rush  Medical  College,  Chicago  ;  Fellow 
of  the  American  Academy  of  Medicine,  Member  of  the 
American  Medical  Association,  etc.  Evanston  :  Y.  J.  Hemen- 
way &  Company,  1 894. 

The  author  of  this  book  is  quite  right  instating  that  ignorance 
is  not  purity,  and  that  it  is  part  of  a  mother's  duty  to  instruct 
her  daughter  upon  subjects  which  she  is  often  left  to  pick  up 
haphazard.  We  may  be  pardoned  for  thinking  that,  excellent 
as  are  his  intentions  in  the  matter,  Dr.  Hemenway  has  not 
proved  his  capacity  for  taking  the  mother's  place.  The  amount 
of  detail  entered  into  surely  transcends  a  mother's  duty  in  this 
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respect,  and  it  is  difficult  to  see  of  what  benefit  much  of  the 
information  imparted  can  be  to  young  womanhood.  It  would, 
perhaps,  tend  to  so  disgust  her  with  mankind  that  she  would  get 
her  to  a  nunnery  with  what  speed  she  might,  and  it  would  cer- 
tainly fill  her  mind  with  disagreeable  ideas  and  associations- 
which  the  average  American  maiden  and  wife  need  never  expe- 
rience. It  is  also  difficult  to  understand  why  the  "  non-profes- 
sional readers"  to  whom  the  book  is  avowedly  addressed  should 
be  instructed  in  the  use  of  pessaries  and  of  cotton  tampons,  and 
about  the  operation  for  shortening  the  round  ligaments.  We 
might  suppose  that  the  doctor  had  suffered  from  a  momentary 
lapse  of  memory  and  imagined  himself  to  be  addressing  his  class 
of  students  at  Rush  Medical  College,  were  it  not  that  his  chair 
in  that  institution  is  that  of  laryngology. 

Beef  tea  is  not  nutritious,  to  be  sure,  but,  since  the  author  ac- 
knowledges its  value  as  a  stimulant,  why  add  that  "  chemically 
it  is  almost  like  urine"  ?  The  association  of  ideas  is  unpleasant, 
and  the  quotation  will  serve  as  an  example  of  the  lack  of  taste 
frequently  displayed  in  the  pages  of  this  book.  Is  it  necessary 
in  a  work  of  this  nature  to  quote  cases  of  errors  of  diagnosis- 
and  treatment  made  by  some  physicians,  and  to  lament  over  the 
sad  fact  that  "  many  physicians  "  (note  the  many)  "  make  '  ova- 
rian irritation '  a  scapegoat  for  their  ignorance  or  carelessness. 
Not  a  few  women  have  even  been  needlessly  and  permanently 
mutilated  by  enthusiastic  operators.  The  writer  has  found  in 
several  patients  whose  cases  had  been  diagnosticated  as  '  ovarian 
irritation '  by  other  physicians,  and  treated  as  such,  that  the 
whole  trouble  was  directly  traceable  to  uterine  displacements, 
especially  when  associated  with  constipation." 

Conservative  physicians  may  often  hold  the  opinion  that  the 
list  of  ovariotomies  is  in  excess  of  the  actual  need  therefor ;  but 
since  the  laity  is  not  in  a  position  to  judge,  and  the  decision  in 
regard  to  the  necessity  for  operation  must  be  left  to  the  medical 
profession,  is  it  wise  to  raise  a  doubt  in  patients'  minds  as  to 
the  quality  of  medical  intellectual  calibre  and  the  integrity  of 
physicians'  motives?  Have  not  the  honorable  members  of  the 
profession  sufficiently  hard  work  to  retain  the  place  they  deserve 
in  the  estimation  of  the  community,  in  a  country  where  some 
low-grade  colleges,  bogus  diplomas,  quacks  without  diplomas,. 
"  hustlers  "  with  framed  diplomas,  have  done  so  much  to  lower 
their  standing,  in  a  country  where  the  familiar  "  Hello,  Doc  !  " 
takes  the  place  of  the  courteous  inclination  to  the  revered 
"  Herr  Doctor  "  or  "  Monsieur  le  docteur,"  without  their  trou- 
bles being  added  to  by  a  Fellow  of  the  American  Academy 
of  Medicine  and  Member  of  the  American  Medical  Associa- 
tion % 

There  is  practical  information  within  'the  pages  of  this  book,, 
and  the  author  becomes  more  dignified  as  he  enters  upon  the 
subjects  of  pregnancy,  childbirth,  infant  feeding,  and  children's- 
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diseases,  yet  even  here  a  little  quiet  reserve  of  style  would  have 
been  acceptable. 

As  a  whole,  however,  and  especially  in  its  earlier  pages,  the 
book  is  scarcely  one  to  be  very  helpful  to  women.  As  we  said 
before,  the  details  are  in  most  cases  not  needed,  and  should  a 
necessity  arise  for  further  enlightenment  there  are  plenty  of 
physicians  of  either  sex  who  would  impart  information  in  quite 
as  scientific  and  a  far  more  delicate  manner  than  the  author  has 
done.     Yet  we  are  convinced  that  he  meant  well.  a.  r.  s. 

Twentieth  Century  Practice.  An  International  Encyclopedia 
of  Modern  Medical  Science.  By  Leading  Authorities  of  Eu- 
rope and  America.  Edited  by  Thomas  L.  Stedman,  M.D., 
New  York  City.  In  twenty  volumes.  Volume  II.,  Nutritive 
Disorders.  New  York  :  William  Wood  &  Co.,  1895. 
The  opening  section  of  this  volume  is  a  contribution  by  Sir 
Dyce  Duckworth,  of  London,  on  Addison's  disease  and  other 
pathological  conditions  affecting  the  suprarenal  capsules.  It 
is  short,  but  marks  a  distinct  advance  in  our  knowledge  of  the 
pathology  of  these  bodies.  The  second  section,  by  Von  Noor- 
den,  of  Frankfort,  is  a  carefully  written  and  thorough  exposi- 
tion of  diabetes  mellitus,  particular  attention  being  given  to  its 
treatment.  The  third,  on  rheumatism,  by  Maclagan,  of  Lon- 
don, is  equally  well  written  and  instructive,  whether  or  not  we 
agree  entirely  with  his  views  as  to  the  miasmatic  nature  of  the 
disease.  Dr.  Maclagan,  it  must  be  remembered,  was  the  ori- 
ginator of  the  salicyl  treatment  now  so  universally  employed. 
Dr.  Henry  M.  Lyman,  of  Chicago,  furnishes  a  long  but  detailed 
and  practical  essay  on  an  aristocratic  subject — gout;  he  devotes 
especial  attention  to  prophylaxis  and  treatment.  The  late  Dr. 
Dujardin-Beaumetz,  of  Paris,  long  known  as  a  strong  and  lucid 
writer,  has  written  the  article  oninflammatory  and  trophic  dis- 
easesof  the  muscles.  Oertel,  of  Munich,  celebrated  for  his  suc- 
cess in  treating  obesity,  closes  the  volume  with  a  description  of 
his  method  and  views. 

As  will  be  seen  from  the  above,  this  volume  is  wholly  medical 
in  its  nature.  It  maintains  the  standard  set  by  the  first  volume; 
its  papers  are  well  and  vigorously  translated,  and  the  subjects  are 
of  absorbing' interest  to  all  practitioners. 
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Dr.  Henry  K.  Leake,  of  Dallas,  Texas,  requests  that  any  one 
who  may  have  operated  twice  on  the  same  patient  for  extra- 
uterine pregnancy  will  communicate  with  him.  He  desires 
particularly  to  be  informed  of  the  pathological  conditions  noted 
at  the  time  of  operating. 

The  opening  session  of  the  Gynecological,  Obstetrical, 
and  Pedjatrical  Congress  to  be  held  in  Bordeaux  will  be  on 
August  8th,  instead  of  August  12th  as  previously  announced. 
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